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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Monday 14 January 1991 


The committee met at 1334 in committee room 2. 


CHILDREN’S MENTAL HEALTH SERVICES 


The Vice-Chair: I call the committee to order. I have 
wo brief announcements to make before we head into our 
resentations. They are both dealing with the schedule. 
‘he first one deals with consideration of two groups that 
vant to appear before the committee. As members are 
ware, the subcommittee determined which groups would 
ie allowed to make presentations. That was done prior to 
ur meetings here and each caucus submitted lists. 

One of the two groups is the Earlscourt Child and 
‘amily Centre. The clerk and members of the committee 
vere contacted by Ken Goldberg of Earlscourt requesting 
hat its committee be allowed to make a presentation to our 
ommittee. The other one is the Ontario Public School 
3oards’ Association and the same request has been made. I 
vould recommend that if the committee agrees, we 
chedule these two groups on Tuesday, one at 4 o’clock 
nd one at 4:30. 


Mr Beer: Agreed. 


The Vice-Chair: The other matter is with respect to 
he time that each presentation will take and the order of 
juestioning. I just want to bring to everyone’s attention 
hat under standing order 123, we do have limited time— 
2 hours in total. That also has to include time for prepara- 
ion of our report and time for questioning and 
yresentations, so we must adhere to the strict rule of a 
ialf-hour for presentation time. I will try to be as fair as 
yossible in allocating questioning. I will try to allow each 
arty one question. I think that is the fairest way to 
yroceed on each presentation. 

There is also the matter of Donna Roundhead of Nodin 
counselling. She was unable to attend and asked that 
Charles Morris of Tikinagan Child and Family Services be 
icheduled in her place. That is tomorrow. I bring that to the 
nembers’ attention at this time. 

If there are no other questions or discussion, I would 
isk that we turn our attention to our first presentation. Is 
here a question? 


Mr Martin: I am sorry I am late. I flew in from the 
1orth and it is pretty stormy out there today. I have a 
‘ouple of questions I would like to ask. They may already 
1ave been asked or addressed. 


The Vice-Chair: Would you like to catch your breath 
‘irst? 

Mr Martin: Yes. 

The Vice-Chair: We have not started the presentation. 

Mr Martin: I know that this is a particularly serious 
indertaking. The topic of the day is one that concerns me 
ind, I am sure, everybody who is here in a major way. I 
want to make sure personally that the crack we are getting 
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at it now is a good one because I know from my own 
personal experience in the north that there are many 
children suffering for a million reasons, but a lot of it is 
because we have not been able to provide the services 
necessary to give them and the people who work with 
them the support they need. 

I have a couple of concerns that I would like to raise. 


The Vice-Chair: Excuse me for a moment. Is this 
dealing with the question of scheduling groups? 

Mr Martin: Yes, it is. 

I recognize, looking through the list, a lack of par- 
ticipation by a whole lot of folks in the north who should 
be here. Not only that, but I brought this up before when 
we talked about how this might be set up. You do not 
really get a picture or a sense of the true problem that 
exists in the north if you do not in fact go up there, have a 
look yourself and talk to some folks in some more infor- 
mal settings where they actually operate and live, as to just 
what is going to be an answer to some of the problems 
these people are facing. 

It concerns me deeply that, first of all, there are not 
more people from the north making presentations from a 
wider cross-section of communities and that we have not, 
in our corporate wisdom, decided somehow to go up there 
and have a look ourselves. I know that we are limited by 
some of the legislation around this regarding the 12 hours 
and all that kind of stuff, but I also know that as a commit- 
tee, if all of us decide that we want to do something, there 
is nothing to stop us from doing that, from what I under- 
stand. If everybody decides to expand or go beyond the 
hours that are now available to us or the ways and means 
of hearing from folks who seem to be inherent in the pack- 
age that is in front of us today, we should perhaps look at 
that and seriously consider some other things. 


The Vice-Chair: Could I just interrupt? If the com- 
mittee might look at those matters that you bring before us, 
we can do that at the end of the day because I do not want 
to hold up our committee hearings. Many of the people 
who are presenting today have come from far and wide 
and I would not want to delay their presentation time. 


Mr Martin: I realize that, and I hope you also recog- 
nize that I have a real concern that from the very beginning 
this thing get off on the right foot. I want to make my 
concerns known. 


The Vice-Chair: We have a subcommittee agreement 
from all three parties that we would proceed in this 
fashion. The scheduling was worked out by all three par- 
ties. 


Mr Martin: I will not take too much more of your 
time, if you do not mind, to present one other point. 

The Vice-Chair: Okay. I will allow you another mo- 
ment just to make your last point. 
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Mr Martin: My last point is that I do not sense or see 
in the list of witnesses who have come to present today a 
very wide representation of those whom we might con- 
sider advocates and parents of children, and also some of 
the children themselves; perhaps not the ones who are in 
stress today, because they may not be in a position to come 
and present here and feel comfortable, but certainly there 
are those who have gone through the system whom we 
might have in to speak to us and share with us what the 
concern is in all of that. 

The last point I would like to make is, I really ap- 
preciate the fact that the Progressive Conservatives 
brought this forward at this time because I think it is a 
good time and a good topic to begin our session as a 
committee. 
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MINISTRY OF COMMUNITY 
AND SOCIAL SERVICES 

The Vice-Chair: Without further ado, I would call 
upon our first presenter, the Honourable Zanana Akande, 
Minister of Community and Social Services, to make her 
presentation. Welcome to the committee. 

Hon Mrs Akande: Thank you very much. I must 
apologize to all of you for reading my presentation. It was 
on the best advice that I was given, so you will forgive me 
if I stray from it. I am not accustomed to speaking from 
this kind of note. 

Thank you for the opportunity to meet and talk with 
you about the challenges of children’s mental health ser- 
vices in Ontario. It is a timely discussion and one which 
requires our attention and energy towards effecting a solu- 
tion. 

In my many roles, previous and current, as a parent, as 
a teacher, as a special education consultant, as a volunteer 
and a committee member to many committees on 
children’s services, including the Advisory Committee on 
Children’s Services of the Ministry of Community and So- 
cial Services, I have been involved extensively with 
children and their families. This involvement has allowed 
me some knowledge of the needs of children and the fami- 
ly. More important, this involvement has emphasized the 
importance of a continuum of service for children. 

Our mission, our vision, is to develop a comprehensive 
approach to the children and families of Ontario. To meet 
that challenge, we have to confront the causative factors of 
disadvantage: poverty, unemployment and deprivation, 
and cultural difference. In addition, we must also have a 
system of services in place that responds quickly and ap- 
propriately to individual needs. Only by effecting fun- 
damental changes can we achieve our vision of a child- 
and family-oriented human services system. 

Many forums are now talking about issues that relate 
to our children, in international circles as well as within 
communities and neighbourhoods all across this province. 
Here is our opportunity to meet and talk together, freely 
presenting our concerns and seeking solutions in the frank 
and open spirit that characterizes our government. 

Change is in the air, and change is happening very 
rapidly. The world is changing, countries are changing and 


realities of the present. 

Recently, my ministry received the report of the Ad/ 
visory Committee on Children’s Services. It is called 
Children First, to underline its basic concept that childrer) 
should have first call on society’s concerns and capacities 
and that children should be able to depend on that commit} 
ment in bad times as well as good. The report states that 
without different kinds of supports for children anq| 
families to reflect the new realities, the gap between the! 
supports that are needed and those that are provided will 
continue to widen, that this will occur in spite of the sub- 
stantial investment Ontario has made in services fol 
children. 

The advisory committee concluded that what is re- 
quired for substantive change is a comprehensive approach 
for helping children and families that takes into account 
the expertise and resources of all the systems involvec 
with children. Additional resources may be needed, bu 
this cannot be determined until current resources are more) 
effectively deployed on behalf of children. The hi 


reiterates my own conviction that we need to make fun- 
damental changes in the way we plan and provide services) 
to children. 

The message is coming to us from many directions. A 
recent report from the Ontario Teachers’ Federation points 
out that communities are expecting schools to meet the) 
individual needs of students, something that cannot bel 
done without a network of community resources: loca 
government, health services, youth-serving organizations, 
private businesses and the philanthropic sector. 

The Premier’s Council on Health Strategy and the 
Premier’s Council on Industrial Competitiveness hav 
both identified the importance of investing wisely in socia 
policy for children and for youth. Health and social ser- 
vices, income and material supports, education and train- 
ing are recognized as being essential for the health of the 
child and also for the social and economic wellbeing of 
society. The council submits that children should be see 
as able participants. They have certain fundamental entitle- 
ments in their own right, not merely as extensions of their 
parents. 

The Sparrow Lake Alliance on Children’s Mental 
Health, which included professionals, ministry repre- 
sentatives from Health, Education and Social Services and 
community representatives, recommended better integra- 
tion of services for children at all levels. 

The message comes through loudly and clearly. We 
have to look at the whole picture. We have to talk and 
listen to each other and work together. We have to make 
changes and they must be comprehensive changes. Our 
response to children who are hurting must be enacted 
across ministries and across service sectors. As the ad- 
visory committee report put it: “There is no real system for, 
children. We must create a children’s system that has a 
shared vision of children’s entitlements. We must establish 
mechanisms to put the vision into practice and to make the 
system workable.” : 

| 























I agree. If we are to be effective and make a difference 
in the lives of children and families, we need to create a 
system that is truly flexible, co-ordinated and integrated, a 
system that will ensure that each child and each family 
receives appropriate service when they need it. I see four 
basic principles for that system: empowerment, consult- 
ation, co-operation, accountability. 

By “empowerment,” I mean the need to give in- 
dividuals more choice and more say in the services they 
require and how they should be accessed, to allow them to 
move away. from the paternalistic control of the profes- 
sionals and determine for themselves what is best for 
them. 

“Consultation” means to me listening to and heeding 
what we are already hearing from committees and forums 
and it means talking to a lot more people. I want to hear 
from people who have not spoken up or whose voices have 
not been heard before. I want us to pay attention to and 
learn from our past undertakings and build on our succes- 
ses. For example, there is the Better Beginnings, Better 
Futures initiative, which is testing the value of primary 
prevention for children at risk, and the interministerial 
committee on services for children and youth, which is 
working to develop co-ordinated and integrated services 
for children. Both these initiatives embody my third prin- 
ciple, that of co-operation, and reflect the importance of 
cross-jurisdiction and cross-ministry collaboration. 

Lastly, we have to be ever mindful of our account- 
ability. Let’s try out new ideas, yes, but let’s evaluate them 
as we go and make sure our programs are providing the 
service they are meant to provide. We cannot afford, in any 
sense of the word, to misuse our resources. 

I said earlier that we must build on our past successes. 
We must also learn from our problems and this is where 
today’s committee has much to contribute. The range of 
xpertise and the witnesses who are appearing will serve to 
broaden our understanding of the issues and, I hope, offer 
suggestions on ways to address them. I anticipate that the 
work of this committee will help to inform my ministry 
and the government as we seek new ways to alleviate the 
distress of people in need. 

The vision we share for the children of Ontario is 
achievable. My personal commitment to realizing that 
vision is this: I will seek ways to link the various bodies 
who have expressed concerns and ideas about children and 
families so that they may work together to achieve consen- 
sus and find solutions. I pledge to you today my 
wholehearted leadership in this all-important undertaking. 


The Vice-Chair: We have 15 minutes for questions. 


_ Mrs McLeod: Madam Minister, I appreciate your 
dpening comments. I think we are all excited about the 
vision that is set out in the Colin Maloney report and we 
will have a little time, at least, for the committee to spend 
some time with that report, I know. But I think it is essen- 
‘lal that as we look towards a vision that we do in fact 
duild on what currently exists and that we have a clear 
understanding of the current situation so that we know the 
<inds of problems that have to be addressed. 
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I was very interested that Craig Shields was appointed 
by the ministry to examine the concerns of the Ontario 
Association of Children’s Mental Health Centres related to 
the waiting lists and the way in which those waiting lists 
could be managed. We have not seen the findings of that 
report yet. I wonder whether or not it is complete and 
whether you have some sense of his findings and the 
recommendations it contains. 


Hon Mrs Akande: We have been told that we could 
expect those recommendations would come to us by the 
end of January or the beginning of February, and we are 
looking forward to them with much impatience in order to 
address that. 


Mrs McLeod: A supplementary question to that and 
then I will yield the floor: I am obviously interested, as all 
of us are, in the results of that particular study, but I have a 
little bit of a concern even before it is presented that we 
might tend to define the need and limit our understanding 
of the need in terms of the waiting lists. I am recalling an 
old study—I do not have it in front of me—that suggested 
that maybe 50% of children who in fact need mental health 
services are even being referred to existing centres. So 
even if we find that the waiting lists are long, that may 
only be the surface of the problem that needs to be ad- 
dressed. I am wondering, given your background of ex- 
perience in the school system, where you often see the 
children who perhaps need referral, whether you concur 
that waiting lists alone are not the indicator of need. 


Hon Mrs Akande: I do agree that waiting lists alone 
are not the indicator of need. I also am concerned about the 
waiting lists and I am concerned with the basic definition. 
Let me explain what I mean by that. Certainly if one child 
is waiting, it is too many children who are waiting. Let us 
be clear about that. Our focus is to address the needs of 
children and the waiting lists are not the thing that propels 
us; it is the fact that we want to present a continuum of 
service to all children who need it. 

My concern with definition is one that also comes out 
of my experience, because as we define children so shall 
we address their needs. If we define them as requiring 
treatment, so shall we treat them, and if we define them as 
having behaviour difficulties, then we address them dif- 
ferently. I think that is extremely important, because fre- 
quently children wait on a waiting list for some specific 
service or treatment and are found later not to require that 
intense, that extreme, that in-depth service. 

I also think that sometimes we do not often address 
children’s needs by using the multiplicity of people around 
them. By supporting parents in parenting and supporting 
teachers towards better procedures for handling children 
who are somewhat difficult, we may be preventing 
children from being identified as exceptional who in fact 
have less than that problem. 

That is not to diminish the importance of the lists. It is 
rather to say: “Yes, there are many children who are not on 
lists who have needs. Also, there are many children who 
are on lists whose needs are ill-defined.” 


S-4 STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Mrs McLeod: I think all we can do with our commit- 
tee hearings is begin to open some of the questions. As a 
one-time practitioner in the field, I would love to have an 
opportunity to discuss it in more depth, but I will pass to 
another person. 


Mrs Witmer: To the honourable minister, I am 
pleased that you have prepared this report for us. I know 
from your own background that this is an interest you 
have. I have a similar background to your own and that is 
certainly the reason I put this recommendation forward for 
the consideration of this committee. 

I guess one of the things that concerns me the most as 
both a teacher and a former trustee is the fact that children 
were falling through the cracks. Although the Ministry of 
Community and Social Services has some responsibility, 
the Ministry of Education has some responsibility and the 
Ministry of Health has some responsibility, no one was 
willing to assume the responsibility for the co-ordination. 
Because of the individual mandates and because of the 
budget restrictions and because of territoriality, I feel this 
is one of the reasons we have a gap in the delivery of 
service to these children who are desperately in need, 
children with social, emotional and behavioural difficul- 
ties. 

Minister, would you consider or have you considered 
the establishment of some sort of a co-ordinating body? 


Hon Mrs Akande: Actually, I am happy that you 
have raised that question because it is one I addressed in a 
very surface way in this report when I talk of a continuum 
of service. We have already begun meetings at the minister 
level and also at the assistant deputy minister level to ad- 
dress this question of interministerial co-operation. 

We really do feel that children and families should 
have a continuum of service. It should not be, as you 
describe it, lockstepped into Education and Health and 
Community and Social Services and Tourism and Recrea- 
tion, because they do in fact fall through the cracks. You 
are quite right. 

More than that, when those services are addressed 
from that kind of vantage point, they are artificial and they 
are unreal. Who is to say that a child’s problem is ad- 
dressed by a social worker in Education from 9 to 4 and at 
5 o’clock it is somebody else’s? It is certainly an artificial 
way to address the problem. So we have begun that. 

We have also begun other committee opportunities to 
address this whole thing of the provision of revisions in 
the way children’s services are provided so that they are 
not blocked into little segments. 


Mrs Witmer: When you are looking at an advisory 
committee of some sort and you are looking at a central 
focus for the provision of services to children, have you 
considered using the schools? 


Hon Mrs Akande: We looked at and we are still look- 
ing at using many services. I would not say that we have 
removed that from our consideration, but I would say that 
it is important for us to use community-based services that 
are not owned by any one institution that is currently there, 
but are rather owned by a community process which 


defines or allocates services according to need when need 
is there. 

If you put the services in the schools—we are just in 
the process of considering it—having come out of schools, 
we know that when you put the services in the schools, 
they are therefore defined by the structure that is already in 
place, that some time is not the most progressive or crea- 
tive. 

Mrs Witmer: I was surprised and disappointed that 
you mentioned the need for maybe additional funds. I 
would suggest that at the present time children’s mental 
health services are severely underfunded. 


Mr Martin: I have been hearing for a bit now the 
discussion around the approach and you elaborated a little 
bit further here. Are there any other things that are happen- 
ing there right now that you think we should perhaps know 
about as a committee and that we should consider as we 
put together some recommendations? 


Hon Mrs Akande: One of the things we are doing as 
a preface for this or as part of it is trying to identify ser- 
vices that are required by children as a part of prevention, 
as well as those that are required for those who have al- 
ready, to use your expression, fallen through the cracks. 
We cannot afford to continue to support a system that 
feeds children into the same process that they are in, be-| 
cause obviously that does not work. The other thing is that 
we are trying to identify where those supports might be put 
in the system now for those children who are already 
having difficulty. 

I have a great deal of difficulty with maintaining a 
child supposedly on a waiting list without service while, 
there are others who can provide service for that child with 
whom the child is readily in contact. I am not saying that: 
any service from anybody is as good as what this child 
specifically needs, but I am saying that. some of those 
children must be defined in terms of their needs so that we 
can meet them more appropriately. ; 

There are plans towards greater definition, plans 
towards using the facilities that we have better, in a way 
that can meet more children’s needs without just adding) 
more services, but there are also plans to look for where 
that need might be necessary and to add that. 
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Mr Martin: I have a supplementary on that—I had 
another question and I will try to put them both together— 
and on some of the logistics around that. You have got 
bureaucracies now out there in the communities that are 
very into their own territory and protective and that kind of. 
thing. Having worked with social planning councils trying 
to help determine in communities if needs are being met, if. 
not, how can we readjust mandates of groups, and how 
difficult all that is? 

You also talked about reaching out to groups that have 
never been heard before, children, parents, in all of that. 
Have you any thoughts about how that might be done? I 
see it as a huge problem. | 

Hon Mrs Akande: Well, certainly it may be done 
through our area offices, plus I am, on my own particular 
campaign, travelling around this province trying to learn 
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| 


| more about what is out there and what is not, rather than 
just what is reported to me on paper. I am planning to 
consult with and I have already begun to consult with 
various groups that are involved with children’s mental 
health services. Certain groups have already been meeting 
with me the last week and previous to that, and I will be 
| going out to meet with others: consumers, past users, 
Mhildren, parents, as well as professionals. 


The Vice-Chair: I have Mr Jackson on the list, Ms 
| Haeck and Mrs McLeod. We will proceed in that fashion. I 
| am informed we have seven minutes left. 


Mr Jackson: Minister, by week’s end we will have 

| met with several groups, and some of us are quite familiar 
with their presentations. The faces and incidents will 
change, but it is clear that we will be presented with a 
picture in this province that is not very positive about the 
| demand for services. We also know that the economy is in 
a degree of difficulty and that people, especially children, 
)are trapped, whether it is in an abusive situation or 
) whatever, and that their mobility to flee from some of 
these situations is limited as well. 
7 My question has to do with the top of page 4. You 
’make what I think is the most unusual statement in your 
)address, “Additional resources may be needed, but this 
| cannot be determined until current resources are more ef- 
| fectively deployed on behalf of children.” Then the report 
|reiterates your “own conviction that we need to make 
;changes in the way we plan and provide services to 
children.” I read that several ways, but the frightening way 
‘to read it, of course, is that you currently are not pitching 
i ‘the Treasurer with respect to additional funds. 

Prior to the last election it was very clearly your party’s 
position, and our party’s position, before the government 
of the day that there should be a large injection of moneys 
to deal with the backlog in tandem with these kinds of 
‘improvements and changes which—some are complex and 
‘some are simple, but we would not want to read into this 
‘that we are basically going to be studying this during the 
course of a year or two. Nobody talks time lines, nobody 
talks dollars, but clearly the situation is worsening, not 
| getting better, while we study it. 

_ I know by the end of this session, meaning this com- 
“Mittee inquiry, that we are going to be left with a compell- 
‘ing sense that this is an issue that simply must not just be 
Studied at this time but also that we must be reacting. That 
/will perhaps surface in our report. 

I am looking to you, Minister, for this incredible state- 
| ment that ‘‘additional resources may be needed” when in 
fact it is abundantly clear to everybody that additional 
| resources are required immediately. 


Hon Mrs Akande: You have assumed, Mr Jackson, 
‘that I have not begun to knock at the Treasurer’s door and I 
“would at least say that this is an assumption that probably 
only you share. I will say— 

| Mr Jackson: You did say you were asked to read your 
Teport and I see that this was prepared for you, but I know 
that perhaps there may be— 

Hon Mrs Akande: Prepared for me by my input, but I 
‘do appreciate your description. Thank you. 
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Mr Jackson: Thank you. 


Hon Mrs Akande: One of the things that we have 
done, and why I put that statement there, is that I do recog- 
nize the great importance of defining the use of services. 
May I give you, by way of an example, some of the horror 
stories that exist within our own service education. May I 
explain to you that very often if children’s services are 
misapplied, it uses services wrongly, so I am not suggest- 
ing that we have the problem solved. I am suggesting that 
there are two things we must do. We must define how 
children’s services are applied so that children are getting 
the correct thing they need. For example, many of the 
culturally different children are seen as behaviour 
problems in some of our schools in situations and that is 
unacceptable. 


Mr Jackson: I am sorry to interrupt, Minister. I am 
aware of that. I simply asked you about dollars and cents. 

The Vice-Chair: I am going to have to interrupt. I 
would allow one question on your behalf— 


Mr Jackson: I have heard this answer before. That is 
why I interrupted. I apologize for the interruption. I asked 
a dollars and cents question approaching the Treasurer. 
That was all I asked the minister for, the sense of urgency 
she was applying to look for additional resources. That 
was my question. I am aware of her response on several 
occasions with respect to how complex the issue is, and I 
thank you. 


The Vice-Chair: I just want to remind members there 
is a time constraint. 


Mr Jackson: That is why I interrupted. 


The Vice-Chair: I have two more questioners, so I 
think we will move on to the last two questioners because 
we only have four minutes left. I see we are going to have 
to have a little more patience and perhaps I will intervene 
when I think it is appropriate, but I will allow the mi- 
nister—I apologize—to respond and finish her response. 
Then I will move on to the other two questioners. 


Hon Mrs Akande: As I said before, Mr Jackson has 
really assumed that I have not approached the Treasurer. I 
have actually looked in many ways and in many different 
places for additional funds in order to meet this need. I am 
also involved in making sure where the need exists so that 
it be more appropriately and effectively met. 


The Vice-Chair: One short question if you would in- 
dulge the committee and then I will move on to Mrs Mc- 
Leod. 


Ms Haeck: There has been, I believe by the previous 
questioner, an allusion to the fact that possibly more study 
is required. From your presentation and other things I have 
read on the topic, I see there is really quite a wide array of 
studies available. How is your ministry responding to this 
plethora of information? 


Hon Mrs Akande: Actually, when we talk about 
study we are not studying to see whether in fact there are 
children who require services. We are looking at ways in 
which those services may be applied more effectively. We 
are looking at how those services are being applied in 
certain instances that create such a great waiting list. We 
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are looking at where those services are needed. There are 
uneven facilities in Ontario, so there are areas where there 
is a greater need than others. We are looking at the dis- 
tribution of those services in such a way as to meet those 
needs, but we are also looking at the need, and where that 
need may exist, for more services. 


Mrs McLeod: I want to ask you about the process for 
review and responding to the Maloney report, although I 
must preface that by saying I was somewhat concerned by 
your earlier response to Mrs Witmer’s question. I trust that 
your response, seeming to suggest a real hesitation about 
services being located in the schools, based on a traditional 
understanding of what takes place in the schools and how 
that can be limited by the traditional structure, does not 
close the door to looking at the Maloney report recommen- 
dations which would see the school as the hub for some 
very non-traditional services. I see you shaking your head 
and I trust that the door is in fact open. May I ask you, 
then, what is the process by which you will be reviewing 
and responding to those recommendations? 


Hon Mrs Akande: We have been studying those 
recommendations and we are putting out a synopsis of the 
paper plus the paper itself, and asking people to respond to 
that as a form of consultation. We are also making presen- 
tations within communities, at schools, at children’s 
centres, at community centres, to child care centres and 
parents, to make as wide a presentation as possible in order 
to get as many responses to that as possible. Yes, you are 
right; I have not closed the door on schools. I am just 
concerned that we not consider only schools as a place 
where these services may take place. 


The Vice-Chair: That concludes the end of our first 
presentation. I wish there was more time because members 
are obviously very interested and were sparked by your 
remarks. It will carry us forward into the next two or three 
days. Thank you, Minister. You are welcome to stay if you 
would like. 
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The Vice-Chair: Our next presenter is the Advisory 
Committee on Children’s Services, Catholic Children’s 
Aid Society of Metropolitan Toronto, Dr Colin Maloney, 
who is the chair. 

Welcome to the committee, Dr Maloney. Please speak 
into the microphone directly in front of you and introduce 
yourself. I would also take this occasion to remind you of 
our strict adherence to a half-hour for your presentation, as 
we are constrained by our time limits on this committee. 


Dr Maloney: I should thank the committee for the 
opportunity to come here. As you know, the committee has 
just presented its report. Each of you received this report, 
of course, and I am sure over the holidays had time to read 
it. I would like to speak from the basis of that report to the 
issue in terms of the needs of children and I would like just 
to make actually three main points. 


before? By “before” I mean within the last 10 years. It is a 
very difficult question to answer. Many will affirm very 
Clearly that the needs overwhelm our present resources. 
Quickly look at the world of children. Whether you 
look at the factors in the report, whether you look at the 
factors of what is happening to the world of children, 


many more of them, in one sense, live in poverty, live in a| 


family that struggles. Many more of them live in a single- 
mother situation and have to struggle much more than 
those that have double incomes coming into the family. We 
look at the divorce rate that now nearly reaches 50%; we 
look at the issues of family violence, of abuse. You know 
all these. 

Does that world cause more pressure? Does the fact 
that most mothers who have children have to or want to 
work put more pressure, would you say, on those families? 
That is a very hard thing to prove. I think most people feel 





The first question is, are there greater needs today 


| 
. 
' 


that there is more pressure and that the children of today | 


face things like drugs. We look at our schools and we ask | 
for AIDS education, drug education, sexual abuse educa- 
tion. When you and I were children, we did not have those. 

Let’s be clear. My first hypothesis in the report is that it 
is much more difficult. I do not want to exclude the fact 





that—whatever it is, 75%—a large number of our kids do | 
very well. But is it acceptable to the Legislature of this | 
province that we have a significant percentage now—20%, | 
25%, whatever it may be—who do not make it well? | 


Whether it is from an educational point of view or from a 


psychological point of view, we have a large number who | 


do not make it. 

I think you will be very convinced by the presentation | 
that we do not have the resources to respond adequately to 
that growing need. That is my hypothesis that we start | 
with. If you do not believe that, I will ask the people who | 
speak after me to convince you of it. 


This committee brought forward and said that to ex- | 


pand those resources is going to be very difficult financial- 





ly. As you kept asking the minister, where were the | 


moneys? What was going to be the solution the committee | 


proposed was that obviously it was clearly a direction we 


would like to strongly put forward to this committee, that | 


we are much better at growing children than fixing them 
and that to grow children well is what this committee 
should be all about. 

I took the example that very many of you have strug- 


gled with in terms of the health of this province. Very | 


clearly you would say, do we need good hospitals? We do 


need them. Everybody wants them when they are sick, but | 
no one I know of recommends that the solution to our | 


health issue is to have better and more hospitals. There has 


to be something different. We said we have to have a heal- | 


thier Ontario, we have to have health promotion. 


In this report I wish you would really pick as a_ 
strategic direction, can we have a healthier world for | 
children? Can we have a promotional strategy that sup-— 
ports parents both in the workplace and in the pre-natal | 
time, in that time that is so crucial to children in terms of | 
parental leave? Can we have a support structure for parents | 
so that there is a partnership for children, so that we will | 





jhave many less children who need to be fixed because the 
home they have had could not take the pressure? 

It depends on this government to see that there is the 
‘support, that there is a clearly promotional agenda for 
children. Otherwise, you face an economy that will not 
shave enough children to work when they become adults. 
)You face an economy that needs people who need more 
and more resources you do not have. Otherwise, you face a 
/20% dropout and failure rate that no business can tolerate, 
Met alone a government and a society. 

So we ask that our first strategy be a promotional sup- 
/port that enters into partnership both with business, the 
) private world, and the social service world, to much better 
| support those first five years of children’s growth. 

__ Second, we have asked that the fragmentation of ser- 
vice, which is notorious—who looks after children from a 
holistic point of view? Who plans, who sets priorities, who 
‘determines what is the best use of these moneys that we as 
‘a province spend? Nobody. If we ran, to achieve some- 
‘thing, a business that was so fragmented and expected to 
“be successful, we would consider ourselves foolish. Yet in 
‘terms of children, we feel it quite all right to have 
trousanas of agencies without any co-ordination on an 
overall basis either from the government or in the field. 

I would like not to take much more time, but to leave 
ov time for your own questioning. I do not think anyone 
‘in this province will argue with any government that 
spends money on children. What they will argue with is 
‘that you do not waste it. 

My sense is that you say the second major strategy that 
‘the committee looked at is that children are too precious a 
‘Tesource for us to allow fragmented and disorganized ser- 
vices. The tool on which we base our planning for the 
cost-effective use of our response to children is no longer 
-acceptable when we have the means and ability to co-or- 
| dinate it and to set priorities ina way that truly would be in 
the best interests of children. 

Those are the two major directions I thought I should 
bring forward to the committee. I would like to quite will- 
‘ingly receive any questions on the report that you may 
have or on the specific directions we gave on how that 
co-ordination should be done. 


Mrs McLeod: I regret that we only have half an hour 
: with you, Dr Maloney. We could spend the entire after- 
noon. 
_ Just by way of a very brief preface, I want to tell you 
that as I read your report it was like the experience I had 
-Teading the Hall-Dennis report some 20 years ago. I am 
one of the people in Ontario who says that as a compli- 
/ment in terms of the vision it represents about children and 
sabout a holistic approach to children. The recommenda- 
tions go in the direction of my bias, which made me very 
comfortable with the report. But I will pose two very 
specific questions about implementation because I am con- 
cerned that its fate might be similar to the other report that 
I mentioned as we get into the difficulty of implementa- 
tion. 

I will leave you with the two questions. I know they 
sare not fully answerable today. One is that, as I read the 


report, my belief is that your recommendations would 
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necessitate a very large-scale decentralization of existing 
services in order to be able to build around the school as a 
hub. I would like you to give some comment as to whether 
I have understood that correctly. 

Second, I did have a little bit of a concern as you spoke 
about resources. When I was reading the report there 
seemed to be that sense that, if we could remove the 
duplication of service and ensure it was co-ordinated and 
effective service we are delivering, perhaps we would not 
need significant new resources. Yet in my understanding of 
the overcapacity, the demands on existing services, I really 
question, even if we have the ultimate co-ordination, 
whether we are not still going to need significant inputs of 
new resources. 


1420 


Dr Maloney: You had two questions. In regard to the 
first one in terms of decentralization and centralization, 
which has always been a major issue, clearly a new 
strategy has to be evolved. I think the best way to look at 
it, for myself personally, has been in the business world. 
The business world and the large corporations have a new 
sense of what is to be centralized. We need it much better 
centralized than we have ever had. There has to be the 
co-ordination, the direction, the sort of consistency that 
will achieve the equity that we need. It needs to be 
decentralized in a way that is quite different than just sort 
of sending it outside and having it as we do now. It has to 
be truly something that is allowed to be locally controlled 
in a way, So it is nearly a paradox. 

But in terms of our new systems of information, the 
ability in a sense to overcome time and space through 
the technology that we have, a new tension between 
decentralized and centralized is possible. So that ques- 
tion is really a new question, and I think it has to be 
looked at, because there is a sense that we get fragmen- 
tation if we decentralize. 


Yet when you look at the major international com- 
panies that I think would have at least as large an issue as 
we have in terms of this, they have achieved something 
that is radically new, something that gives direction, 
vision, gives a training ability, gives the responsibility 
from a centralized viewpoint, but allows a far more 
decentralized approach that allows the locality really to 
own what it is doing. That is the first question. I think it is 
a new strategy and I think we cannot go back to the ques- 
tions of before. 

In your second question about the money, you have 
touched obviously the crucial issue. From a political point 
of view, which you would understand, we thought it was 
not the most political to start off with the issue of money. I 
think we needed a vision first to say, “What should we 
do?” We had the belief that the people of Ontario will not 
question whether there is more money or less money if it is 
well spent. 

We were not saying it would not cost more money. I 
have known of nothing in this world that does not cost 
more money, or very seldom. How much more? I think 
that would be a legitimate question to say more money, if 
we can demonstrate what we are doing now is well done 


S-8 STANDING COMMITTEE ON SOCIAL DEVELOPMENT 





and done cost-effectively. I think it will end up costing 
more money, but I do not think that is the issue. 


Mrs Witmer: I appreciate all the work that you have 
done in this regard. I wonder if you could expand for us at 
this time and share with us how you see the school as the 
focus. 


Dr Maloney: We have in one sense made a distinction 
between the resources and the building that would be a 
focus and, as the minister has spoken, in a sense we would 
not, without consultation, say this could be always and 
everywhere the focus. What led our report was in a sense 
that it was to be promotional. 

Our strategy in the first place was to strengthen the 
healthy child, and not in a way that would pick out and 
say, “You are sick and you need help.” We are saying all 
children need to be supported. We look to the universal 
system, which is the child care system to some extent, 
which is still already in the school system and gave us the 
first indication of where to go. 

Where are our children to a great extent? They are in 
the schools. At the same time, we are very much aware 
that if you ask the teachers to do one more thing, you 
deserve to have a revolt on your hands, because they hand- 
le our problems of child abuse, AIDS, violence and what 
else. They are not there to solve all the problems. We 
wanted a solution that would help educators to do what 
they want to do best, which was to educate. 

Our proposal asked that the school system be asked to 
go in partnership so that they, would be allowed to do 
better what they do best and not to add something more to 
them. Nothing would make teachers happier than when 
they do not have the violence, the school kids who are 
hungry, the kids who, when they go home, they know 
there is no help for them. I thought we were looking for a 
partnership with the school in the sense, “Where can we 
best grow our children?” Obviously, the school was the 
answer. 

But we also had a very key player that should be high- 
lighted here, the recreation system, which I know is much 
more a municipality system in some ways, but key. If we 
are to have two working parents, as the economy of On- 
tario demands—this province, at the present moment in 
our global competition, would stop if women who have 
children stopped working—if we are to say, “You are to 
work,” we have to support that in a way that we do not. We 
know the whole issue of child care has to be raised and it 
has not been raised. It will need to be raised by this 
government, by all of you. 

It is a horrible, difficult problem, but we cannot, on one 
hand, ask parents to be our major partners in an economic 
way and not support them in a family way. We cannot say 
we will have a school that goes two or three months and 
then not have school and say ‘“You look after them,” when 
many of them cannot. Recreation has to play a key part in 
that. That is why, when we saw that in many places they 
have that partnership with recreation, we thought that 
could be expanded and built upon and be far more promo- 
tional than we have presently. 


I hope that got at your question. I know it is very 
general and vague, but that is why we went to the school 
system, leaving it up to the school system to say how that 
can be actually worked out. 


Mrs Witmer: That is right, and I appreciate your 
comments, Dr Maloney. For years I resisted adding some- 
thing else to the school system, but in the past few years I 
have come to recognize that that does seem to be the logi- 
cal source to co-ordinate the action. 


Dr Maloney: If it is just an addition, it will not work. 
It has to be a complementarity, a partnership that is of 
benefit to both sides. 


Mr Martin: I am also a big fan of the Hall-Dennis 
report. I thought it was great. 


Mrs McLeod: I did not know there were two of us. 


Mr Martin: A vote from the north, eh? I thought it 
threw some creative, courageous challenges to us and I 
suggest to you that one of the reasons that it did not go 
forth is the resistance by the professionals in the field who 
either would not be or were not properly trained to par- 
ticipate in that. I guess, being from the north where resour- 
ces are not always so readily available, I sense there is a bit 
of tension in some of the activity I have been involved in 
in terms of the very volunteer support group, the laywork 
of folks who support families and children in difficulty, 
and the professionals. 

Do you have any thoughts about how we might meld > 
that in terms of a movement forward that could be 
courageous and creative and yet not cost the kind of 
money that perhaps we may get into here if in fact we get 
into sending up to the north more professionals, which 
may not be what we need? | 


Dr Maloney: The issue obviously of turf, of the his- 
torical divisions that we have, the willingness to co-— 
operate—perhaps I could take time to relate one small — 
incident that really amazed us. It was called a consultation ; 
and it was with a cross-section of directors of schools from — 
all over the province, and from the north also. We- 
presented a sort of draft of directions we were hoping to go 
in, and basically they said, “What we have heard so far 
would be considered a wimpish report.” That left us a bit 
stunned, because we were going very gingerly with the — 
schools in a sense, knowing how much they had been > 
imposed upon. We did not want to be seen to be demand- 
ing more than we should. 

That whole section of people I think were repre- 
sentative at least of those who were the best in the system 
in some ways, and we were very clear that the direction 
they pushed us in was the final direction we went into. I 
am not sure we would have gone so bravely—not being 
seen as sort of, “Would you ever get this type of co-opera- 
tion from the mainstream system?” became clear from that 
consultation. They not only expected it but said we would | 
be failing the education system if we did not demand it. | 

One of the reactions I have had to the report from all 
systems is to the sense, “Well, in a general sense it does 
not get down to nitty-gritty and does not step on anybody’s — 
toes, so it is easy to be in agreement with it.” But I would | 
Say there is the goodwill for that type of co-operation — 





‘much more than 10 years ago or 20 years ago, in an ex- 
traordinary way. That is why we hesitated and said it was 
‘not just—the north was one example. Not everywhere in 
the north would the school be the ideal situation. 

__ I think one of the reasons we left that as sort of some 
-options—and the minister was trying to say that—is that 
the north made it very clear to us that that was not always 
the best centre of the community, and we said a local 
community would decide that in the sense of that struggle 
with the north in terms of professional and the lack of it. 
'The report really did not address that in a good sense. I 
think that is the one that has to be struggled with much 
more. Some of the initiatives they are doing now in terms 
of recruitment, doing it co-operatively, giving a better 
Scientific base to things, have been somewhat successful, 
but I think that remains with us as an issue. 


Mr Jackson: Very briefly, Colin, I have had an oppor- 
tunity to read your report. It is a very good one. When you 
talk about vision, were you able to find any jurisdictions in 
North America which, in your opinion, are moving in the 
direction that you are calling for, that you saw some 
models of? Canadian models preferably since they have 
two school systems, which is a practical consideration 
when dealing with delivery arms. You talk about fragmen- 
tation, but we do have a dual system and there is some talk 
of a tripartite system, and certainly by language you get 
into four systems in this province. Can you bring to this 
-committee’s attention any jurisdictions where you saw 
some progress in this direction? 
1430 


Dr Maloney: We did not see this as a model which we 
took from any jurisdiction. It does not exist, as far as I 
_know, in the sense we proposed. That is why it really falls 
‘into the category of vision. Whether vision becomes a 
nightmare in reality is always an open question, but what 
pushed us that way is where we put the child care. The 
second issue was what has happened over the years with 
‘the mentally handicapped. There is a variety in the 
‘“$pectrum of how that has been successful, but when it is 
Supported, when it is resourced appropriately, it is very 

successful. 

There are other initiatives in the United States; in Mis- 
-souri, for instance, the school as a base for new mothers 
_and their grouping together in relation to public health that 
is in the report. It was all those sort of streaming, the 

experience we have in Ontario; many cities have a contract 
1 with Recreation, and the school board and Recreation pro- 
vide it. All those different elements forced us to this vision 
in a sense, sort of pulled it together. I think it was very 
much reinforced by many programs like that, to say, ““Well, 
_let’s make a system that way.” 





Ms Haeck: I have had, as a result of my new role as 
-an MPP, a chance to meet with a number of community 
groups, and most recently the local family and children’s 
Services. Our discussions and obviously some other things 
Ihave read have made me aware that there really is a fair 
: bit of competition between a number of the centres out 


there, the family and children’s services and the other 


) 
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mental health providers. How are you addressing that par- 
ticular situation? 


Dr Maloney: Nothing like money brings out where 
the goodwill is, when you put it on the table. You touched 
a key point, the sense that there has to be a strong 
centralization of direction, priorities and bases on which 
things are decided. It has to be there. When it is on the 
table now it is a sense of who gets what. It is not seen that 
way; it is history or whatever it may be. You ask, “Why is 
this agency funded that way or why that?” It is very dif- 
ficult to get a basis that goes beyond history. 

So in one sense there has to be a sense of priority-set- 
ting, a sense of rationale, why things are done the way they 
are, which you do not have now. We come back to the very 
first question: there is a key role for the central administra- 
tion in those areas, which does not exist now. When you 
run into the problem of turf, who gets what and how they 
get it, it becomes a political issue rather than a service 
issue, which is unfortunate. 


Mr Beer: I do not know what status a former minister 
has, but I would like to publicly thank you for all your 
advice and the work of the committee over the time I was 
there. Certainly, in reading the report, if you did nothing 
else you held forth a vision and a sense of integration of 
the services we must develop to support children, which 
are terribly important to have out there. I would hope this 
committee and the work we do can build and take forward 
what you have started. 

It seems to me that there is a question around how you 
are suggesting we might organize this new vision. I ap- 
preciate that the committee may have looked at some very 
specific models and then backed off a bit to allow discus- 
sion to focus on how we can better integrate the services, 
both centrally and then at the local level. I think your 
response to the earlier question around new ways of 
centralizing and decentralizing is very interesting. 

Specifically, provincially, is it your own view that we 
will have to set up a unit—whatever we call it, ministry, 
secretariat—with real power that will in effect take 
programs, authorities and money currently being disbursed 
by Community and Social Services, Health, Education and 
Recreation; and that in a similar way at the local level we 
really do need to be thinking about some other kind of 
body? It seems to me that this is one of the elements of 
your report, that we may have to rethink the role of school 
boards to the point where in effect you would almost have 
a kind of children’s services board or council that would 
be carrying out the functions of school boards as well as 
the functions, perhaps, of children’s aid societies or of a 
whole series of other agencies locally. 

My question then is: Do we have to have something 
that is very clear-cut with real power at both those levels 
with authority to spend dollars, or can we do this in I 
suppose the traditional approach, trying to have more and 
better co-operation, stick in a few carrots but not really 
change the system? 


Dr Maloney: That is a very key question. I think if the 
committee had been practical and more political, it would 
have gone the second way. We had the freedom, as a com- 
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mittee does, really to let that be your problem, to just look 
at it from the children’s point of view, not look at the 
practical sense or the horrendous problems this would 
raise or the people who would be out of joint because you 
try to change their territory. 

If you start with the system, you have to end up with a 
sense of, ““Let’s move it here or there; let’s do what’s prac- 
tical.” We did not look at that. We said if you look at the 
planning for children, should you not look at children from 
a healthy point of view, and where there would be special 
needs, look at it from planning, co-ordinated, the best set- 
ting of priorities both in a centralized and local way. That 
is where we came from, that principle. 

I think it is very easy to agree with that in principle, 
that planning should be done in a co-ordinated, holistic 
way. Is that possible, given what our history is? That is the 
challenge. I think it makes it very difficult, because the 
report is idealistic, it is a vision. Can you change so much? 
So much is involved there. At least it should be open for 
dialogue to see how far we can go. In the committee, 
obviously, that principle is easy to defend. Is it realizable 
politically? Can you move so many things? 

I think that would depend on whether you really feel 
that reorganization would be helpful to education: will it 
be actually to the aid of education to do that? Then it 
makes it possible. If it is to disturb education and other- 
wise make it more upsetting than it is, it would be political 
and I think impractical. But if it is seen as enhancing the 
very question of our 30%, our literacy, our lack of being 
able to meet the standards of our economy in terms of our 
technical approach, if it means it allows something to hap- 
pen on that, I think it may even be practical politically. 


Mrs McLeod: | will again be very brief. I know Mr 
Martin, at the beginning of our committee’s session, ex- 
pressed concern that we would not be able in these few 
hours of hearings to address some of the very particular 
problems of northern Ontario. I totally agree with him. I 
was very pleased to see that your committee made a spe- 
cial effort to look at the problems of northern Ontario. Just 
so it is recorded from your report and into our record, you 
note that northern Ontario “consistently exceeds by factors 
of two to four times the province’s suicide rate, infant 
mortality rate, illiteracy rate and rate of children taken into 
care? 


My question is not answerable in the moment left, but 
did your committee have some sense of the way in which 
the particular needs of the north could be responded to 
and, if so, can we invite you to come back at some time to 
tell us what those responses should be? 


Dr Maloney: You can invite me to come back for the 
responses. Obviously, this was a very, very complex issue 
and very difficult. There was no simple answer to it. We 
dealt in the report in generalities. You are basically dealing 
with an issue in terms of resources, poverty, distance and 
all those things, but to a great extent poverty. To say that 
there is one simple strategy to approach that made it im- 
possible to deal with in our report, I would be glad to talk 
on that any time you want, because it deserves much more 
attention than that. 


The Vice-Chair: We have run out of time. We would 
like to thank you for making this presentation. We hope to 
hear from you in the future as well. 

Dr Maloney: My pleasure. Thank you very much. 
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ONTARIO ASSOCIATION OF CHILDREN’S 
MENTAL HEALTH CENTRES 
The Vice-Chair: Our next presentation is from the 
Ontario Association of Children’s Mental Health Centres, 
Alex Thomson and others, I believe. Sheila Weinstock is 
also with you. 


Mr Thomson: Sheila is the executive director of the 
provincial association which we represent. I would like to 
thank the committee as well for this undertaking. I would 
like to thank Mrs Witmer for bringing it to your attention. 
It is most helpful in terms of our ability to express our 
concerns to the government of Ontario and the public 


generally about the issues which are facing our association - 
in Our attempts to provide quality mental health services to _ 


the children and families in this province. 

You have received by this time, I think, a copy of our 
brief. My intention is not to spend time walking you 
through that brief but highlighting some of the critical 
components from our perception. Then, Sheila and I are 


more than prepared to dialogue with you around some ) 


thoughts and questions you may have. 
I will take about 10 minutes to highlight some of the 


concerns and issues we have raised for the better part of | 


the last year. We are 85 children’s mental health centres 


across this province, funded for the most part by the Min- 
istry of Community and Social Services; in some situa-— 
tions, some dual responsibility with the Ministry of Health — 


as well. 


Our provision of care to children and family falls in- 


generally three areas. We provide it on an outpatient basis; 
in day treatment processes and programs, which is essen- 
tially, in some respects, alternative to school programs 
with a psychosocial component to them; and 10% of our 
services are provided in residential services. So you can 
see the vast majority of our programs are provided in the 
least intrusive programs possible. 

In 1989 we served 50,000 children across this province 
in those 85 centres at a cost of approximately $166 mil- 
lion; it averaged out to about $3,400 per child. 


In 1989, we undertook a major effort to try and under- | 


stand globally the pressures that were coming to bear on 
the 85 centres across the province. We understood at that 
time that we had approximately 10,000 children waiting 
for services in our particular centres. Some of these 
children, on average, are waiting six months to two years 
for that service. In some of those situations, it is a tremen- 
dously long time for those children to wait. The practical 


fallout of that is that the children who have to wait up to — 


two years for service may only need the least intrusive 


service at the beginning of their wait, but by the time they — 
get to the door they may need the most intrusive service. — 
That is what brought us to the point of raising this with the | 
government in a public forum. It has been a major concern | 


to us throughout this last year and a half. 


| There are basically three points I would like to raise 
| with you, and we also have some suggested solutions. The 
| first and foremost point is the issue of access. We work 
from the principle, under the Mental Health Act, that 
| children and families in this province should have a 
| reasonable access to service, particularly mental health ser- 
' vice. The difficulty with access, as I described to you, is 
| the number of children waiting for service. It is exacer- 
) bated by the fact that those approximately 10,000 children, 
| in many cases, we are unable to truly diagnose or assess 
/ because they are literally waiting for even that component 
_ of our service. There might be a single page of informa- 
| tion, which really does not help us truly understand the 
, needs of that particular child. 

In keeping with the Maloney report, last year we re- 
| quested the government to undertake a broad global 
| review of the issue of children’s mental health beyond the 
confines of the Ministry of Community and Social Ser- 
| vices, on the basis that we too believe that the Ministry of 
. Education, the Ministry of Health, Comsoc, Corrections, 
| Recreation—I think Mr Maloney and his committee have 
| broadened the stroke somewhat. We are not in disagree- 
/ ment in principle with those issues, but what is brought to 
: light is that here is another committee that recognizes that 
there is a broader context than just children’s mental health 
centres providing this service. We advocate for that, we 
advocate for a better co-ordination and identification of the 
_true responsibilities of all those actors in the progress we 
‘need to make with our children and families in this 
| province. 

We also have some difficulty with legislation. We 
| believe there is not effective legislation to address the true 
-needs of children who are afflicted with mental health 
| problems and their families. The legislation is narrow. It 
does not allow for truly co-operative ventures between the 
‘Ministry of Health, the Ministry of Education and the Min- 
istry of Community and Social Services, and there may be 
other actors as well. We requested then and we request 
' now that there really does need to be an absolute review of 
the existing legislation, a broadening of its ability to practi- 
cally deliver the services necessary. 

__ Probably the most delicate issue that will be under- 
taken or reviewed throughout your two days, and hopeful- 
ly the government’s review of this in a much broader 
context, is the whole issue of resources. Mr Maloney 
before us indicated that the report is not a panacea. The 
Teport in principle has some very solid foundations, there 
might be many ways of its practical delivery, but do not go 
into it thinking that the problems will go away as a result 
of just basing it with a school-based program as its focus. 
There still will be a need for professionally trained in- 
‘dividuals to assist those children who will continue to fall 
through the gap. There is no question that Mr Maloney’s 
_committee’s report begs the province once again to truly 
look at preventive situations and preventive processes, and 
there is no disagreement with that. The more children we 
_can provide a solid foundation for, the better off in the long 
‘Tun we are going to be, but there will continue to be 
children who will require assistance that is above and 
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beyond what is normally required and provided for 
children. 

This brings us to our particular issue in terms of 
resources, and that is the issue of human resources. We are 
a sector that employs 5,000 professional people whose 
mandate is to try and assist children who are beyond the 
normal ability to repair themselves or work through less 
intrusive programs. We are a system that has been under 
the gun in terms of staff turnover, in terms of our inability 
to attract and retain qualified staff to our sector. These 
figures are not new: in the central Toronto area alone, 
when we compare our non-profit organization’s ability to 
pay professional staff compared to ministry-run opera- 
tions, we are 40% behind in salaries. It does not make us 
very competitive. It makes our job a whole bunch harder. 
Across the different sectors, we are looking at a 28% dif- 
ferential with the ability of boards of education to employ 
social workers, psychometrists and psychologists. With the 
Ministry of Health we are a little closer, but we are still 
15% behind in salaries. 

What happens practically for us is that we begin to 
become the training ground for professionals who work in 
those systems. If you follow the logic of the Maloney 
report—I am not lambasting it; I have read the report as 
well, and we will respond to it; I think there are a lot of 
good principles in it; I do not agree totally with some of 
the practicalities of the delivery of that. But if you follow 
that line and you put specialized services hooked into 
boards of education, you are going to have face that music 
somewhere. You cannot employ specialized services, so- 
cial workers who might be employed at children’s mental 
health centres but linked to a board of education, and have 
social workers within the board of education who are paid 
28 per cent higher. It will not fly. 
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That is again a critical issue for you as members of the 
government and the Legislature generally to struggle with. 
That problem is not going to go away, unfortunately. It 
does mean that we are concerned about the quality of ser- 
vice that we are mandated. Our share of the workload in 
this province is to deal with some of the very difficult 
children who fall out of boards of education, who fall out 
of other systems, and we are in a situation where we are 
employing a lot of young, inexperienced, although paper- 
qualified people. We are training them only to lose them in 
a few years to Education, Health and other job and career 
opportunities. You cannot say anything against these 
people because it makes sense, if you are in those posi- 
tions, that you can earn more than in others to do the same 
job and hopefully, in effect, achieve the same goal of help- 
ing and assisting troubled children and families, and more 
power to them. That issue is a critical issue, no matter 
what path this government takes. 

What we suggest as a resolution is that we would like 
to see the government now take and develop what we 
would call, at this point, an action-oriented implementation 
task force whose membership would be made up of Minis- 
try of Community and Social Services, representation from 
Health, Education, Correctional Services and possibly 
even Recreation, the Sparrow Lake group, the various 
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provincial associations that would have interest in these 
services, including ourselves and the Ontario Association 
of Children’s Aid Societies, Ontchild, which is a very 
similar organization to ours, and consumer representation. 
The task and role of that task force would be essentially to 
take the responsibility for investigating and developing 
some long-term and medium-term solutions to real inter- 
ministerial co-ordination. 

We have been in a process for a year and a half with 
the past government. We have been involved and worked 
co-operatively with the governments of the past in their 
interministerial committees to no avail. We have not seen 
any real work come out of that. We are asking you to take 
a look at putting together a team that would be responsible 
to the public, the actors who are responsible for the 
provision of service and your membership—members of 
the government, members of the opposition parties—who 
would be able to act in a concerted effort to really look at 
possible solutions to how we can better communicate, how 
we can free up the different organizations to bring the 
resources that need to be brought to bear. Co-ordination of 
services at a local level is certainly in keeping with our 
own thinking. 

I would like to respond to Mrs McLeod’s question— 
maybe it was Mr Beer’s; sorry, I was sort of reviewing my 
notes over in the corner—about whether or not a central 
authority at the local level is the answer and whether we 
should do it on the basis of a co-operative venture rather 
than power-based. I would go for the co-operative venture, 
and I would beg you to go to Hamilton and look at the 
Association of Agencies for Treatment and Development 
system, which has been around for 17 years. I made a 
presentation to this committee five years ago about that 
system. I talked to the former government about that sys- 
tem. It does require resources, but it is a co-operative ven- 
ture that works, and all the actors whom Mr Maloney talks 
about are around the table and work on a community basis 
in the development of the provision of services. You might 
want to take that look-see in terms of that option. 

An appropriate funding formula for locally based 
decisions so that each community has appropriate stand- 
ardized services has been one of our issues, one of our 
concerns. The legislation does not guide and provide 
guidance for the standardized availability of services 
across the province. Much of that is dependent upon the 
local area office and some very local bureaucratic 
decisions that can guide whether or not you have 
children’s mental health services or whether you have 
more CAS services here or whether you have something 
else. There has to be some review of that so that there can 
be some standardized ability for the government and local 
communities to provide minimally standard care in a 
spectrum of services in each local community or region, 
however you define that. 

We also think that this committee should look at some 
of the legislative issues in terms of some of the real chan- 
ges and not restrict it to the Child and Family Services Act. 
There are issues that go beyond the CFSA. It has implica- 
tions in terms of the Education Act; it has implications in 
terms of the Mental Health Act as well. 


Our last suggested responsibility of this committee 
might be, in keeping with Mr Maloney’s report, to look at 
that whole issue of children’s authority and local planning. 
We are firm believers in that. I do not know at this point 
whether that is the true answer, but that is an opportunity | 
to begin working towards that immediately. 

With regard to the tougher questions from our perspec- | 
tive and tougher questions from your perspective, we have | 
some very immediate needs. We do have the same ap- 
proximate number of children on waiting lists. We have 
not completed our second round of reviewing that list, but 
the numbers that are in are telling us that has not changed. | 
We have a serious number of children, a large number of | 
children who are waiting for service. We need some imme- 
diate assistance in this budget year to begin, as I said ear- 
lier, to even look at those kids and try to find out which of 
those kids are the most urgent kids and we can then begin 
to try to address those issues. As it stands now, the children 
wait, without our even understanding what they are wait- | 
ing for or how severely disturbed and difficult they are. 
That is a major problem, not only for us but for this | 
province. Those are the kids who are going to end up in | 
adult institutions eventually unless we begin to address 
those issues. That problem has not gone away. 

The other immediate request we have for the govern- | 
ment and this committee to review is some assistance in 
terms of the wage issue. The previous government had | 
taken some steps to look at some compensation adjust- 
ments for direct child care workers. That is most ap-— 
preciated. We are in the throes of undergoing that. We are. 
not sure how far that is going to go, but we do have further | 
needs beyond direct child care workers. We have to look in | 
a broader context. | 

We all are faced with practical issues of pay equity. 
Right or wrong, many of our non-profit organizations have | 
been in the same fix that other organizations have been, | 
where we do have situations where we do need to make | | 
pay equity adjustments. That money has to come from | . 
somewhere. Otherwise, as non-profit organizations, we are | 
faced with making tough decisions like cutting service so | 
that we can make pay equity adjustments and having only | 
30 people employed rather than 40 and serving only 300 
kids rather than 400 kids. Those are real situations for us 
and we need some assistance with that part. ) 

That is my presentation. Sheila and I would be glad to | 
address some of your questions. 


The Vice-Chair: Thank you. I will start with Mr 
White. 


Mr White: I have a couple of points. First off, I would | 
certainly agree with you about the money issue, having 
worked in children’s mental health centres in the past 
myself. I am better off in even my present job. I know in | 
Our area we have just started a children’s service council, Ij 
think effective tomorrow. The impetus behind that came 
primarily from the local children’s mental health centres, 
of which there are some six or seven, and probably the | 
complaints from consumers about co-ordination of those | 
efforts. I am impressed with that. You mention that as an || 
issue here. But I am also impressed with the list here of 
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‘how difficult it may be to co-ordinate services when I look 
‘at this list, of I do not know how many pages, in your 
submission of basically issues that revolved around some 
issues of pathology. 
1500 

They seem to be identified primarily from a medical or 
‘psychological perspective. There is very little reference 
‘here to some of the psychosocial phenomena that I have 
experienced as a social worker in children’s mental health 
centres. I do not recall ever having worked with a child in 
a residential setting who was from an intact family, and of 
‘course most of the children I worked with were poor and 
often from slum areas. None of that seems to be mentioned 
here at all. It seems like because of the parameters of 
funding, the medical history, there seems to be somewhat 
of a limitation. I am wondering if that is something which 
you would be aware of or could share with us. 


| Ms Weinstock: Perhaps I could respond. The list that 
you have is a very succinct, brief description of some of 
‘the case histories, a list that was developed in the Windsor 
‘area. These certainly are not intended to be the only fac- 
‘tors, but they do give a flavour of the complexity of the 
problems. I think the issues that you have raised exist and 
they only serve to further make each of these cases com- 
plex. That is why children’s mental health centres require a 
kind of multidisciplinary approach, so that we can have the 
‘perspectives of the psychologists, psychiatrists, social 
workers and, where necessary, speech pathologists and 
others, who can look at the various factors and identify 
which is the most important in any one specific case and 
what is the best way to proceed. 


Mr White: As a supplementary to that, certainly the 
research which we have—what Dr Maloney spoke of a 
few moments ago, Dr Offord—speaks to psychosocial is- 
sues as being predominant in terms of the genesis of 
children’s mental disturbances or emotional disturbances. 
Yet we have a profound difficulty, because if the orienta- 
tion is primarily medical, as seems to be reflected here, it 
is going to be difficult to deal with issues of children who 
have been witness to violent events, as Mrs Witmer has 
reflected in the Legislature; children who come from 
broken homes, where that has been the issue that has 
caused them the most disturbance. It does not seem to be 
reflected in your list of symptomatology. 


Mr Thomson: I think you should accept the list exact- 
ly as you described, just symptomatology. It is not a reflec- 
tion of the narrow focus of our ability to provide service, 
by any means. We are much broader in terms of the skills. 
One of the mandates of the membership of the association 
is that it is a multidisciplinary approach, including 

teachers. 





Mrs Witmer: I would like to express my appreciation 
to you for the information that you have provided for us 
today and also during the election. I appreciate the lobby- 
ing that you have been doing on behalf of children in this 

province who are so neglected and who are falling be- 
tween the cracks. 

You have recommended here the creation of an inde- 
pendent task force. Do you see that task force working 
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co-operatively in planning for and implementing changes 
and new directions for children’s mental health services? 
Once that is done, do you then support the development of 
a local children’s services planning advisory authority in 
order that, as Mr Martin has indicated, there is a need to 
address the local needs in a community? I think, as well, 
Dr Maloney talked about the need for centralization, but 
also decentralization, because there are unique needs in 
each part of the province. 


Mr Thomson: Personally? 
Mrs Witmer: Yes. 


Mr Thomson: I come from a very unique community 
that has had local co-ordination for 17 years. I have been a 
participant, and a successful participant. There are very 
few changes that happen in my organization without some 
vetting at the community level. “What would you guys 
think if we did this?” The power rests with the individual 
organization, but you basically go to the table knowing 
that you have a responsibility to all the other actors, as 
they do to you. That has been built up over time. 

That formula may not work in all communities. In 
terms of a co-operative local venture, yes. Whether it is as 
Dr Maloney has suggested, I cannot answer that. We have 
only received the report as well, and I cannot speak for the 
association by any means. In terms of co-ordination of 
services at the local level, yes. Beyond that, though, there 
has to be some standard ability to provide certain levels of 
care in each and every community. That is the respon- 
sibility of the government and the province of Ontario. So 
if that answers your question—there are two tiers to it, as 
far as 1am concerned. 


Mrs Witmer: Just as a supplementary, I sense that 
perhaps you had some hesitation about the schools becom- 
ing the central focus, and I guess I would like to ask what 
your reservations would be. I think it is important that we 
know that. 


Mr Thomson: This is my personal opinion. The as- 
sociation has not taken a position on this. It is based on my 
experience in Hamilton that whenever authority comes 
into play between organizations, then politics gets played 
and power plays get played. We work co-operatively with 
the local ministry’s office, which is a participant in that 
process. It seems to work. That is all I can say. 

That is my hesitancy. I would not want to see a super- 
board set up to control and have authority in all those 
cases. I think it is too broad a mandate in that respect. I 
think you have to have some specialization even at the 
local level, and boards of education know what they do 
best. But when they fail with a child through even their 
own special education systems, they also know it is best to 
rattle that child out to a children’s mental health centre 
which has some specialized ability to assist that child. That 
mix still has to be there. 

Mrs Witmer: I would agree with you, by the way. 

Mrs McLeod: Two questions. First of all, very briefly 
on that, you mentioned the waiting list and your sense that 
those waiting lists continue to be about the length that you 
felt they were when the original review was undertaken. 
May I ask whether or not you have a sense whether the 
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rate of referral is less because the referring agencies or 
individuals are aware of the waiting list and the referrals 
somehow, therefore, become less relevant because the 
treatment or the intervention is not going to be available 
when the problem is most acute? 


Ms Weinstock: I can certainly respond to that in that 
this year we have received a number of responses to our 
survey saying that some centres have stopped collecting 
waiting lists and that people in the community are aware 
that they are not going to be able to be seen and therefore 
they are not referring. So there is some of that. 


Mrs McLeod: | continue to believe that something we 
have to look at along with the waiting list. which is ob- 
viously a concern, is the referring source and how well the 
service is addressing the needs of children at the referring 
source, which brings me to the second question, which is 
essentially a follow-up of the one that Mrs Witmer just 
asked. 

I am going to take 30 seconds just to tell you my bias. I 
had an opportunity to work in a somewhat aberrant situa- 
tion with a children’s mental health unit in a hospital set- 
ting, where I was not restricted by the clear delineation of 
what was the role of the school practitioner and what was 
the role of the mental health practitioner. My concern be- 
came one that the referring source had to be able to diag- 
nose the problem before it knew where it should be dealt 
with. If it was a mild behaviour problem it could be dealt 
with by the school, if it was more moderate or severe it 
had to be referred to the children’s mental health centre. 

My perspective may be biased by coming from a 
northern community where the resources are limited and 
where we do not see duplication, we see almost a frag- 
menting of the child. It is difficult to frame the question 
briefly and ask for a fairly brief response. Do you have a 
sense that there is in fact duplication, or do you sense that 
the co-ordination of what existing agencies are doing is 
necessary so that we can bring all those resources to bear 
on the child without that separation of the types of inter- 
vention that are needed? 
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Mr Thomson: I think there is bound to be some 
duplication in any system along the way. I do not think that 
what you will see in real terms is absolute duplication, 
where someone would put a child on the waiting list and 
continue to provide service. Children who get referred to 
children’s mental health centres tend to have used up all 
the usefulness of other, more normative services, so they 
are coming to us with real problems that cannot be dealt 
with in the system, whether it is education or the children’s 
aid society or wherever. I do not think there is a tremen- 
dous amount of duplication in that sense. Does that answer 
your question? 


Mrs McLeod: It does in part. Let me try to be a tiny 
bit more specific. Do you find that children’s mental health 
centres in the province are able to do any learning dis- 
abilities diagnosis, for example, where there is a sense that 
perhaps that is an underlying problem? I do not want in 
any way to negate Mr White’s comments about the further 
underlying problems. 
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Mr Thomson: If they happen to have a working 
psychometrist in their system, then they may be readily | 
able to and they may have to wait even for that service. I 
know for a fact that in Hamilton we do employ a 
psychologist on a consulting basis at my centre. We pay 
him on a fee-for-service to do those. 

When we go to the school board, when we are working 
with a child, for instance, who is in school, and at Lyn- 
wood in residence, by example, and we say we need some | 
psycho services to this child, we will wait six months for 
that in the board of education, so we will go out and pur- 
chase that service. That, may be duplication in that respect, 
but they are not a priority of the board of education at the | 
moment because they are not really there yet. 


Ms Weinstock: If I could just respond briefly, as well, | 
Mrs McLeod, there are some bureaucratic difficulties to | 
children’s mental health centres being able to respond, for | 
example, to children with learning disabilities. The issues | 
you have raised really are the reasons we are so clear that | 
this needs a multiministry response. There are programs | 
coming out of hospitals, even though the Ministry of 
Health says it has no responsibility for children’s mental 





health. There obviously are programs for troubled children | 
in the schools, but because we are pretending it is only in | 


one place, it seems very fragmented. We really need a 


multiministry approach to bring all those resources | 


together and create a coherent plan. 


The Vice-Chair: | hate to interrupt, but we have one | 
minute left. Mr Owens would like to ask a very brief ques- 


tion, and then we have to proceed. 


Mr Owens: Where is your pay equity process at this | 


point and approximately what kind of dollars are we talk- 
ing about and extra resources being required to fund that 
process? 


Mr Thomson: I am sorry. I cannot report to you about | 





the whole association and in what position each organiza- | 
tion is in terms of pay equity. Some have completed it, | 
others are in the midst of it and some are just beginning to | 


tackle it, I suppose. It depends on the organization. 


What I can tell you in the broadest context is that if we | 


took some very exacting information that we have 
received from 33 centres of our association that operate in 


the Metropolitan Toronto area, these figures are not related | 


directly to pay equity, but they relate to their equivalency 
in comparison to direct-operated entities like Thistletown. 
We are looking at approximately $9 million in that area 
alone for 33 centres to make the adjustment and make the 
jump to equity and comparable salaries between non-profit 
organizations that are run by voluntary boards and the 
ministry-operated system. What you might find there, Mr 
Owens, is that there is probably a fairly direct link between 
pay equity adjustments and equity adjustments in that 
many of our organizations are under the gun to be desig- 
nated as having the ministry as the employer, because we 
do not have true comparatives in some situations in our 
organizations. 


The Vice-Chair: I would like to thank you for your 
presentation, which was very succinct and interesting. Iam 
sure it will further our debate. 
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I hate to rush like this, but we do have a very strict time 


line and we will proceed to our next set of presenters now. 


Those members I did not get on in the previous sequence I 
will try to bump to the next sequence in terms of order of 
presentation. Please bear with me. I have to follow this 
procedure. Mr Martin will be next in terms of priority on 


the list for questions. 


BEECHGROVE CHILDREN’S CENTRE 
The Vice-Chair: I call on the Beechgrove Children’s 


Centre from Kingston; Phil Ogden is the director. Thank 
_you for joining us. You may proceed. I remind you that we 
“have half an hour for your presentation. If you would like 
to allow time for questions, you can split that up any way 
you like. Usually it would be 15 minutes and 15 minutes, 
_or however you would like to proceed. 


Mr Ogden: Thank you for the opportunity to present 


some of my own personal views. My background—just a 
little so you know how I arrived at some of these 
opinions—is that I have been in the administration and 
planning of children’s mental health in Ontario for the past 


18 years at various levels. I have also been a Ministry of 
Community and Social Services planner in a regional of- 
fice. I have worked for four different agencies. I worked 
for one of the ill-started local children’s services commit- 


“tees back 10 years ago. For the past eight years I have been 


executive director of one of the largest centres in Ontario, 


the Beechgrove Children’s Centre. So that is how I come 


to some of these observations. 
In spite of substantial increases in the global funding of 


children’s mental health in Ontario over the past decade, 
_waiting lists, as you have heard, continue to grow. The 
_mental health of this child population appears to be 


deteriorating and those children with psychosocial 
problems seemingly are more disturbed and disturbing. 
This is not only noted by children’s mental health centres, 
but I am sure that if you have educators appearing before 
you or people from the child welfare system, they will all 
tell you exactly the same thing. 

Just let me say that you are going to hear some com- 
ments from me that probably will parrot some of the 


Others. I did not get together with them. I did this inde- 


pendently. 
I think it is time to closely examine how our society is 


contributing to or creating these problems, to re-evaluate 
_whose responsibility it is to intervene with these problems 
-and to re-examine strategies for both the promotion of 


positive mental health in our children and families and the 


_ provision of treatment and rehabilitation services. 


With the substantially broadened public definition of 


children’s mental health—here I want to digress a little bit. 


I heard a question previously from one of the members of 
the committee about how narrow is mental health. Well, let 


_me tell you, for most of our centres I do not know where 
_ the boundaries are any more. What is not mental health? 


Let me tell you that we have problems with behaviours 


_in home, school and community. We have conflict in 


families. We have inadequate parenting, delinquency, drug 


abuse, family violence, physical and sexual abuse, learning 
disabilities, hyperactivity, truancy, school and parent con- 


flict and non-compliance, as well as the medical conditions 
that were specified in the document. 

So we get the full range, and I think that is true of 
every centre, and it is hard to tell any more what is not 
mental health as far as the public demand or the profes- 
sional demand is concerned. 

With a substantially broadened public definition of 
children’s mental health and with the increasing stresses 
on children and family life, children’s mental health be- 
comes too important and demanding a topic to be left dan- 
gling visionless between two ministries. It is far too large a 
problem to be left to the 85 children’s mental health 
centres funded by the Ministry of Community and Social 
Services, plus the 20 or so clinics funded by the Ministry 
of Health. 

No legislation exists in Ontario—you have heard this 
before—that entitles children with even the most severe 
mental health problems to services. There is no guaranteed 
access, even no directive access. There is no entitlement 
for even the most severe problems. For life-threatening 
emotional problems, few communities have any desig- 
nated centre or protocols for responding to children under 
16 years of age. 
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Just one quick example: This is unique only to the 
extent that it happened very recently in our centre, but this 
could be played out many times a year across the province 
because of the split in jurisdiction between the two mini- 
stries. 

We see about 1,500 children a year, about 110 of those 
in residential treatment, the rest on an outpatient basis at 
our centre. We rarely need and require medical assistance. 
We do not cry wolf. We handle extremely difficult suicidal 
cases every day of the week, every day of the year and so 
we very seldom insist on medical backup. 

We had a girl who had a lifelong history of abuse, a 
very disturbed, very disturbing girl, a very acting-out girl 
who once in a while would lose it and have a psychotic 
break. She was in our residence and this happened. We 
held her, held on to her, used manpower, used all our skills 
for about six hours before we called for help. 

Meanwhile, she assaulted and quite seriously injured a 
couple of our staff. So we went through our list of possible 
psychiatrists in the community so we could sedate the girl. 
We made seven phone calls over a couple of hours. 
Nobody responded. Nobody could free themselves up. It 
was not their problem; it was our problem. 

We finally, with police help, took her down to the 
emergency ward at one of the hospitals, which is actually 
quite close to our centre, and there was all kinds of politi- 
cal bureaucracy and reasons why they could not see the 
girl or should not see the girl, and was it not our problem? 

It was not until the doctor said, “Police, accompany the 
girl into the room,” and we said, “We don’t think that’s 
such a wise idea; we'd better stay with it,” and he said, 
“No, I can handle it,” and the girl proceeded to break free 
from the police and bang her head on the floor until she 
was all bloodied that they finally came around that they 
had to do something about sedating this girl. 


S-16 STANDING COMMITTEE ON SOCIAL DEVELOPMENT | 
ti a eG ener eee re rene ean — 


That is just one example. It was an extreme example, 
granted, but those kinds of things happen every day some- 
where in the province of Ontario because of the split juris- 
diction between the two ministries. 

As I was saying. hospitals and children’s mental health 
centres in many communities are able to evade respon- 
sibility for these children by laying blame on the opposite 
system. I have just done that myself, because we have 
been trying to get a full-time psychiatrist for about a year 
and a half, and we cannot recruit one because they do not 
want to work in our system. 

Government policy does nothing to clarify these situa- 
tions. In fact the lack of co-ordination between the two 
ministries sets the tone for this evasion of responsibility. 

No standards exist within the ministry exclusively for 
children’s mental health centres. There are some general 
standards in the Child and Family Services Act applying to 
all programs funded by the ministry, but again, there are no 
standards explicitly for children’s mental health centres. I 
would say there are some differences between children’s 
mental health centres and other sectors funded by the Min- 
istry of Community and Social Services. 

I am personally unaware of any individual in either 
ministry who has both extensive experience in and sub- 
stantial responsibility for children’s mental health issues. 
Currently within the Ministry of Community and Social 
Services there is a push for amalgamation of children’s aid 
societies with children’s mental health centres, without any 
discussion of the implication for clients of obscuring the 
line between mandatory and voluntary services. It seems to 
this observer that such blurring of mandates will lead to 
even further loss of power by disadvantaged families or 
those experiencing severe psychosocial problems. 

We find in our centre when there is a lot of pressure on 
the family or on the child to engage in treatment, either 
from the education system, from the family doctor or from 
the children’s aid society, that it is almost the kiss of death 
for therapy. It is very difficult to do that. Granted, 
children’s mental health centres have to become much 
more innovative in how we hook or bond with resistive 
families, but you cannot force them into treatment. 

Mental health workers are demoralized by the percep- 
tion that their efforts are not valued by the ministry, indeed 
the perception that many within the ministry have a wel- 
fare perspective which is anti-mental health. I say that is a 
perception but perceptions become reality. 

It appears to many of us that the ministry, in its 
genuine attempts to hold down costs and make services 
more accessible for the disadvantaged, may be attempting 
to reduce quality to the point that effective intervention 
with difficult clients will become impossible. However, I 
would like to commend the Ministry of Community and 
Social Services for its recent funding and innovation in 
Better Beginnings. which looks at a long-term perspective 
for community prevention projects in mental health. I 
think they are to be commended for putting that in the 
funding mechanism and making that available to various 
communities. 

Children’s mental health agencies—we are not without 
problems either in spite of substantial changes over the 


past decade—also continue to lack the data, the consensus 
and the vision demanded by Ontario children’s increasing 
psychosocial problems. We often are too parochial in our 
age or problem criteria for services. Many of our agencies 
are too small to cope with the myriad administrative com- 
munity and clinical problems in any cost-effective way. 

I think there has been some reference made to the 
thousands of agencies that Comsoc funds. Just let me in- 
sert here that in one of the communities that we serve, and 
we serve a Six-county area, you can go up the main street 
of town and you can find—now, there are not children’s 
mental health centres, but there are various programs 
funded by the Ministry of Community and Social Services. 
It is something like 16 different offices on one street. I 
think that is crazy, and all these are agencies of 6, 8, 10, 12 
people. It is not cost-effective. 

Few of us have the time or the incentives to closely _ 
co-ordinate our services with those of other children’s 
mental health agencies. I am glad that Alex gave you one | 
glaring exception to that. It is terrific what has been ac- 
complished in Hamilton, but many of us are not doing that. | 

Never mind co-ordinating with those of other 
children’s service sectors. Some of us continue to provide — 
expensive long-term residential treatment without the data — 
to support clinical effectiveness, many times because no — 
programs options for these children exist. Again, few in- 
centives exist to encourage children’s mental health 
centres and children’s aid societies to work together to 
create less expensive alternatives. 

There is a lot of turf war between the two sectors. It 
remains easier to lay blame on the opposite sector for | 
failure to provide or fund these options than it is to do 
something about it. Many of our mental health profes- 
sionals continue to engage in expensive long-term relation- 
ship-based therapies instead on focusing on shorter term, 
goal-directed interventions and skill development and ar- 
ranging volunteers or paraprofessionals to build supportive 
relationships with needy families or children. 

When the demands of clients, waiting lists and or- 
ganizations monopolize our attention, many clinicians do 
not take, unfortunately, the time to keep abreast of research 
literature that can improve service delivery effectiveness. 

Well, what can be done? I would like to table my own 
observations. I did not know that Dr Maloney was going to 
appear just before I did, or two before I did, but I would 
like to bring to your attention several highlights of that 
paper that I agree should be studied closely. 

I think we have to establish entitlement to children’s 
mental health services if even for only the most severe 
problems, establish a single entry point in each general 
community for families and children experiencing a whole 
range of problems or a variety of problems—one point of 
entry—and increase the capability of schools, public 
health nurses and family doctors to serve more effectively 
in prevention areas, early identification and as entry points 
for more specialized services. 

Public health nurses are already doing some mental 
health prevention with families. I think if we increased 
their training and the mandate, they could even do a more 
effective job. Schools with positive mental health environ- 








ments can act as powerful prevention programs. There is 
evidence that a school with a positive mental health en- 
vironment can inoculate, if you will, some children other- 
wise at risk of psychosocial problems. Conversely, schools 
with negative mental health environments can exacerbate 
oroblems of at-risk children and even put some otherwise 
stable children at risk for psychosocial problems. Schools 
can make or break a lot of children and their problems. 
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_ Schools should become long-hour—by that I mean 7 
am to 10 pm—year-round community centres, housing in- 
‘egrated recreation programs and, in many cases, day care 
and health and social services. Schools should become 
visible alternatives to hockey arenas or hanging out in 
shopping malls. Schools must become places that parents 
and families consider their own. I think most schools are 
aot at this stage. 

Establish one provincial authority for children which 
aas broad policymaking authority. Delegate to community 
bodies full authority and latitude to implement an in- 
‘egrated service system for children and families under 
these provincial policies. 

The last one I would like to emphasize from the Colin 
Maloney report, Children First, is establish a unified fami- 
ly court with jurisdiction for all issues where the welfare of 
children is at stake. That would include custody protection, 
child support, all those things. 

Some other recommendations you probably heard and 
will hear again, but these are my own: 

Mandate the establishment of an outreach crisis service 
for children and families in every community of at least 
20,000 population. These will deal with severe family con- 
flict, threats of self- or other harm by young people and 
severe emotional crisis, which could release stress on some 
of the children’s aid societies and schools. 

Have an objective body review the wisdom of blend- 
ing, be that co-locating or integrating, mandatory services 
such as child protection or young offenders with voluntary 
services such as family support, children’s mental health, 
day care development services, etc. My own observation is 
that this review needs to be done external to the ministry; 
it needs to participate, but it needs to be external to it. 

Give someone the clear mandate to provide mental 
health and support services to 16- to 18-year-olds. A par- 
ticularly pressing need is supervised independent living for 
those unable to live at home because of abuse or chronic 
and severe family conflict. 

Implement at least one of the recommendations of the 
Provincial-Municipal Social Services Review Committee, 
that of the province assuming full funding responsibility 
for children’s aid societies. Child protection, in my 
opinion, is and should remain a provincial funding respon- 
sibility entirely. I think it is too important a matter to be 
influenced by the resistance of a municipality to increase 
in its yearly budget, and that sometimes happens. Talk to 
any CAS director and he will tell you that sometimes 
enters into the decision of whether to place a child or not. 

Research literature shows principals to be a key factor 
in the positive mental health of a school and its children. 
Have the Ministry of Education establish criteria which 
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would include such a criterion in the selection of prin- 
cipals. It is time that any educational personnel who are 
into power and control and who do not like children be 
weeded out. There are some; they should not be promoted. 

Work towards establishment of a continuum of mental 
health services in each general community. A continuum 
would ideally include prevention, early identification and 
intervention, outpatient treatment, intensive crisis coun- 
selling, day treatment, therapeutic foster homes, 
therapeutic group homes, residential treatment, and in- 
patient hospitalization for those in imminent medical plus 
emotional danger only in the latter case. 

Establish incentives for pilot integrated programs be- 
tween service sectors; eg, children’s mental health and 
boards of education. Honey always gets you more than 
vinegar. Try some incentives. I see very few incentive 
programs around the province today. 

Low-cost accessible recreation programs, and here I 
am parodying what Dr Maloney has said, are also vital in 
the prevention of mental health problems and delinquency, 
particularly for disadvantaged children. Many smaller 
communities lack these, and frequently welfare children 
are left out of increasingly expensive rec programs. Com- 
munity development efforts in recreation should be funded 
by both local and provincial government. These would at- 
tempt to develop inclusive, low-cost, adaptable rec 
programs at the grass-roots level. 

An observation is that many of our municipalities fund 
hockey arenas. Most children do not play hockey. It is 
really only a small number of children who can play com- 
petitive hockey. The vast majority of children are left total- 
ly out of recreation programs in municipalities. 

Focus public attention on what is known about media 
violence and its increasing effects on children and 
families. Much work, and I would point you to Goldstein 
in New York, is now showing strong linkages between 
prolonged exposure to media violence and an increasing 
propensity of some of our children to use violence as a 
way to resolve problems. There is a lot of information on 
that and I would encourage you to focus some attention on 
that. 

Thank you for the opportunity to present to this com- 
mittee some of my own views. They are not the views of 
anybody but myself, and I would try to respond to any 
questions you may have. 


The Vice-Chair: Thank you for your presentation. We 
will turn our attention to questions. I have several people 
on my list. Would you like to proceed, Mr Martin? 


Mr Martin: Let somebody else. 


The Vice-Chair: I have Mr Malkowski, then Mr Beer 
and Mr Hope. 


Mr Malkowski: Thank you for a very impressive 
presentation. I appreciate getting more and more back- 
ground information to help me better understand the 
problems. You were saying there is no standardization for 
children who require services from mental health centres. 
What do you feel should be considered in terms of stand- 
ardization? What would be a priority? That family support 
services be provided? Do you feel that mental health 
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workers need further skills? What would you like us to 
consider in terms of what kind of standardization would be 
required? 

Mr Ogden: I think that almost all the studies in On- 
tario, community studies by district health councils, 
children’s services committees, planning groups, have 
identified crisis as the single biggest gap in most of our 
communities. That is where I would start, a crisis service 
that has an outreach capacity into the community, into 
schools, into homes, coffee shops, wherever. That is the 
place I would start. Then I would try to build an integrated 
system, a continuum of services much as is in my 
documentation here. Certainly there is a need for more 
outpatient counselling, there is a need for more integration, 
but crisis is at the top of my list, and I think you would 
find that in most communities. 


The Vice-Chair: We have less than 10 minutes, so 
one question from each party and then we will have to 
proceed from there. 


Mr Beer: Thank you for your paper. I think it is all 
the more valuable for being personal and also reflecting 
the broad experience you have had in the field. One of the 
things I was interested in was that I do not suppose 
anybody could serve as Minister of Community and Social 
Services without recognizing very quickly that he or she 
never had enough money to do all the things he wanted to 
do. It seems almost in every way that you are drawn back 
to: Can we organize the system better to at least make the 
dollars go farther? You raised some areas where you 
wondered whether we could have this better co-ordinated. 

In the late 1970s, George Thomson and his group— 
Keith Norton, I guess, was the minister then—came in 
with the major changes at that time to the whole children’s 
services system; very good changes they were, too. One of 
the things that a number of people have since wondered 
about is the fact that the children’s services councils were 
not mandated; they were left as optional. You noted that 
you had worked with one that moved on from being op- 
tional to disposable. When you look at co-ordinating at the 
local level, we heard from Alex about the one that func- 
tions in the Hamilton area. My brief experience was look- 
ing at a number of different co-ordinating groups, some of 
which worked better than others. Is it your sense that what 
we are going to have to do here is not to tell the local area, 
however defined, precisely what it has to do but that we 
are going to have to mandate some body with the respon- 
sibility, if you like, to bring everyone together? Because it 
seems to me if there is not something like that, then what 
happens? 
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You mentioned the proposal that children’s aid 
societies and children’s mental health societies become 
one and the same. How do we go about getting the kind of 
co-operation and co-ordination at the local level if we are 
really going to make that work, and use the resources, 
limited as they always will be, to the best extent? What is 
your advice after a number of years in this area? 


Mr Ogden: I have wrestled with that one a long time 
myself, but I am not perfectly comfortable that I have 


concluded for myself the best direction. However, o1 
balance, I do believe you have to have a clear visiot 
provincially with general policy emanating centrally. Ther 
I think you have to turn it over to the local community t 
figure out how to implement that. While it worked very 
well at Hamilton and in a few communities it worked very 
well, as far as I know that took about 10 years to build 
That may be the best way to do it, but I do not think we 
have 10 years. I think we will have horrendous problems i 
we wait 10 years, and there is a lot of communities tha 
have not even started. I would personally give a mandate 
for that kind of authority to a local body. 


The Vice-Chair: We have to go on. The next questior 
is from Mrs Witmer and then, if we have time, Mr Hope. 


Mrs Witmer: We have heard today from the ministe 
and from Dr Maloney that some of the causes are poverty 
single-family homes, divorce and unemployment. Yot 
mention here that we should be taking a look as well a 
media violence. Have you personally seen this having ar 
impact on children in the community you serve? 

Mr Ogden: It is impressionistic and not scientific 
from my perspective, but we run into that all the time: ir 
my opinion, sometimes it is enough to push over the kid: 
who are unable to separate reality from fiction and kid: 
who are borderline anyway or who have a lot of stress 
Even more insidious, I think, is the solution of violence 
even for normal kids. They see it over and over. I really 
would encourage this committee some time in the future tc 
have Dr Goldstein up to talk about his research and find- 
ings. Even though it is from the United States, there is a lo 
of food for thought. It is frightening the kinds of stuff that 
he is finding about media violence and how it has affected 
kids. 


Mrs Witmer: What type of action do you see children 
taking as a result of what they see on TV or read about? 


Mr Ogden: At the most innocuous level, they try 
things they see: kickboxing, jujitsu, things they see on 
World Wrestling Federation. They try that on each other in 
a playful way and sometimes that can be destructive, but in 
a less functional, more dysfunctional way you see kids 
resorting to violence very quickly. They have not seen role 
modelling of other kinds of ways of solving their 
problems, but they have seen many instances on TV and 
sometimes in their own families of the way to resolve any 
kind of conflict, any kind of disagreement. It is to resort to 
violence, so we see kids very quick on the draw to resort to 
violent actions. 


Mr Hope: To be very quick, without a long nee 
most of your reference in here deals with welfare. As 
person who has represented working people for the last 13 
years, we have those who are called the working poor, 
with both parents out working; the child is now the victim 
of the so-called social depression that has now set in on an 
individual. Maybe I am not clear on where your terminol- 
ogy of “welfare” comes from. Does it mean just the status 
of the income coming into the home, or the status we all 
are faced with now. called welfare as general assistance? 


Mr Ogden: My response is that by “‘a welfare men 
tality,” it is doing things to people. That is the concept I do 


10t want to have us perpetuate. I want us to do things with 
»yeople, together. I do not want to control people. Unfor- 
junately, much of our legislation is into control rather than 
inderstanding the problems and coming to grips with 
hem. I do not want children’s mental health centres to get 
into that mode of agents of social control. I think we are 
supportive agents and that is where we should stay. 


Mr Hope: You see the parents fearing to come for- 
ward with a mental health problem, “not my child,” be- 
rause of the lifestyle they may have come from? Is that 
itill part of what happens? 


Mr Ogden: Children’s mental health is still stig- 
matized. Mental health is still stigmatized. By the growing 
definition, I think more people are willing to use it, par- 
‘icularly for parental conflict, than used to be the case and 
. think that is healthy. But it is probably mostly profes- 
sional-driven, by educators, doctors and nurses, rather than 
the public at large. I think we still have some substantial 
sducation of the public at large. We are really afraid to do 
‘hat. because the waiting list is already so horrendous we 
could not accommodate them if we went out and told them 
there were more services available, anyway. So sometimes 


we do not tell. 


} 











' The Vice-Chair: Thank you very much for your 
resentation. 


LAMBTON COUNTY ROMAN CATHOLIC 
SEPARATE SCHOOL BOARD 


LAMBTON COUNTY BOARD OF EDUCATION 


The Vice-Chair: We move on now to our next set of 
presenters. I want to make note of the fact that the 
Lambton County Roman Catholic Separate School Board, 
represented by Bert VandenHeuvel, and the Lambton 
County Board of Education, represented by Peter Cassel, 
are going to make a joint presentation. It is interesting to 
see that there is a degree of co-operation among the 
doards. You will be making your presentation for the com- 
bined period of one hour. Whatever way you would like to 
split that up in terms of your presentation and then ques- 
tions, I leave entirely up to you. Thank you for joining us 
and the floor is open to you. 


Mr VandenHeuvel: [ will ask Peter Cassel to start the 
presentation, I will kick in when it is my turn and then we 
will go back to him. 


Mr Cassel: If the committee members have in front of 
them this non-partisan yellow document, this is what we 
will be using as our reference point. We will be going 
through it, not reading it word for word; I plan in my part 
of the presentation to paraphrase some of the sections in it 
to supplement and add to. Committee members may want 
to make note of that as we go through for questions later 
on. 

It is indeed a pleasure and an honour to be here today 
to make this presentation to the standing committee on 
social development. As we sat in the audience listening to 
the previous three speakers, we could not help but be im- 
pressed. Odd, their perception of school boards. We 
hope to balance that perception for you today and to share 
with you perhaps a different point of view, a different 
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orientation, and I think in total provide for your committee 
a rather balanced view as to what the needs of these 
children might be. 

We are unique in that we are here today showing co- 
operation between two school boards in a community, 
Lambton county, including the city of Sarnia. Not only are 
we here as two officials from those boards, we are here 
representing 21 boards of education across the region of 
southwestern Ontario. Those who know the region will 
know the city of London, the city of Windsor, boards like 
Oxford, Kent, Middlesex, Huron and Perth, a variety of 
boards making up a variety of different structures ad- 
ministratively. We are here as representatives of those 21 
boards, working on a county of Ontario that could be con- 
sidered representative of a rural-urban area, so I want to 
stress we are somewhat typical. 

The proposal we share with this committee calls for 
improved co-ordination in the delivery of health services 
to children and perhaps offers a new means for parents to 
better access the services—and we stress this—that al- 
ready appear to exist in this province. Before the specific 
details of the proposal are presented, it is important that 
the committee appreciates a brief history of the cir- 
cumstances that have precipitated the current dilemma 
facing boards of education in dealing with children who 
require mental health services. 
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What I would like to do is just go back over a brief 
history, a brief chronology, for committee members in par- 
ticular to see what the orientation is of boards, why we 
have reached this decision to present today. 

I was part of the structure that on 12 December 1980 
helped behind the scenes to introduce a bill known as Bill 
82. Bill 82 is now law. The government of the day 
proclaimed the bill as a significant step forward and no 
one, I think, would dispute that. 

During a speech to directors of education from across 
Ontario shortly after the bill was passed, 30 January 1981, 
the then Minister of Education, the Honourable Bette 
Stephenson, declared that “the bill ensures that every child 
of school age must be enrolled in school upon presentation 
by the parent or guardian.” 

I was part of the Ministry of Education task force 
working behind the scenes at the time. It was my job, on 
loan from the Lambton board, to assist boards in south- 
western Ontario with the implementation of that bill. It 
was an awesome piece of work. In order to prepare the 
bill, boards of education had until | September 1985 to 
plan and phase in special education programs and services 
that were required to implement that legislation. 

This is a key point, and I want to stress this point, that 
the Ministry of Education in turn expected to have in place 
“mechanisms for closer collaboration with other mini- 
stries” to provide the additional support services some 
school-aged children would require. Dr Stephenson, when 
she spoke to those directors of education, made several 
points that evening, including that mechanisms for closer 
co-operation would follow. 

In an attempt to gain this closer co-operation, this in- 
terministerial agreement, which became known in our 
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circles as memo 81, was issued on 19 July 1984. The 
agreement was signed by the three ministries, Education, 
Health, Community and Social Services, and was at that 
time the Ontario government’s commitment to see that all 
pupils with special needs received support services they 
required to benefit from, I stress, an educational pro- 
gram—not a mental health program, an educational pro- 
gram. 

When it appeared, the agreement centred on health 
support services in school settings and failed to mention 
the provision of services for children who may require 
services to deal with social, behavioural, emotional or 
psychiatric problems. 

Prior to and since 1984 in particular, the ministry with 
the lead responsibility, and you heard it in the three presen- 
tations today, is definitely that Ministry of Community and 
Social Services whose collaborative role with the other 
two ministries, Health and Education, continues not to be 
defined by agreement or by law. And for that, ladies and 
gentlemen, that is an issue for us today. 

If I could digress just for a moment on the home care 
aspect, and this is the Ministry of Health, for an ad- 
ministrator like myself or Bert to be able to get on a 
telephone and call our counterpart in home care and say, 
“We have a child who requires physiotherapy in our 
schools. Could you deliver the service?” and not to get a 
beat-around-the-bush or some kind of vague answer but a 
direct statement that they can and will provide is indeed a 
simple and co-operative working relationship. It can hap- 
pen, and it can happen with a simple change of policy in 
this province, that we can in fact have a better, easier 
working relationship if the political and collective will is 
there. It has worked since 1985 with the Ministry of Health 
and the Ministry of Education, ie, boards of education. 

Since 1 September 1985 boards have assumed that the 
responsibility for programming for all behaviourally disor- 
dered children, regardless of the degree of severity, is en- 
tirely their own. If a pupil is admitted to one of the 85 
mental health treatment centres in this province to receive 
assistance, it is more often due to good fortune rather than 
collaboration on the part of the board of education. The 
linkages between mental health services and education are 
left to chance in most communities. 

Under the Education Act and regulations, boards of 
education may purchase services from other boards. In 
other words, the Lambton public board can purchase ser- 
vices from the Lambton separate board and vice versa, but 
under current legislation we may not purchase services 
from mental health centres. That is a key point. Therefore, 
many pupils who require treatment services are denied ac- 
cess by boards of education who do not see such services 
as their mandate and from treatment centres that operate 
according to independent admission criteria which may or 
may not define the need for treatment from a school 
perspective. I stress that to you too. We do not always see 
the world the same as mental health treatment centres, and 
that possibly comes as no surprise. 

During November 1989, the Ontario Association of 
Children’s Mental Health Centres—and you have heard a 
bit of this this afternoon—began an active campaign to 
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increase public awareness concerning what it claimed wa! 
the rapidly deteriorating quality of treatment services td 
children. The association claimed that at the time therd 
were an estimated 10,000 children on waiting lists fo! 
treatment. Their message called for what they called 
“universal access,” a concept that, if translated into law} 
would see mental health services equated to physica} 
health care services. 

By 20 March, the issue of the waiting list for treatment 






services was being raised in this House and, on 12 April 
1990, Andy Brandt moved the following resolution: 

“*,..Fecognizing the increased incidence of behavioura) 
problems and violence in schools, and recognizing thai 
children in Ontario currently do not have a right to mente | 
health treatment, and recognizing that there are 10,00C 
children presently waiting for treatment in children’s men | 
tal health centres, and recognizing that there is a lack of 
legislation in Ontario which specifically governs mental 
health services for children, the present government should 
make the provision of children’s mental health services a| 
government priority and take immediate action to ensure, 
that all children in Ontario are provided the mental health 
services which they require and deserve.” 

Perhaps, Mr Chairman, that is why you are meeting 
today. 

The resolution passed the House on vote of 46 to 5 and 
reflected the concern of legislators from all three political] 
Parties. | 

Bert and I belong to a group called the Western Ontario 
Regional Special Education Council which unanimously 
passed a similar resolution on 11 May 1990: 

“Whereas there is an increased number of behavioural! 
problems in schools, whereas the Ministry of Community 
and Social Services does not have a treatment role that: 
supports such pupils in schools’—and I would underline! 
“in schools”—“(similar to the health support services of 
the Ministry of Health), and whereas the Western Ontario! 
Regional Special Education Council supports a treatment 
role for the Ministry of Community and Social Services in 
schools, be it resolved that: The council requests that the 
Ministry of Education explore with the Ministry of Com- 
munity and Social Services the implementation of treat-| 
ment services in schools by 1 September 1991.” | 

I stress that this resolution had the support of 21 boards 
of education, that is, the administrators of those 21 boards | 
who deal with special education problems and concerns | 
every day. | 

As mentioned in our opening remarks, the council ser-| 
ves as a forum for school board administrators with super- 
visory responsibility for special education to meet with 
officers from the Ministry of Education at least three times 
a year. We met in London in May 1990 and the officials. 
from the 21 boards supported the resolution and requested 
a meeting with senior Ministry of Education staff to seek | 
their reaction. We call this in the vernacular “taking it up. 
the pipe.” In other words, we wanted to see if our view of | 
21 boards in Ontario would be supported here in Toronto | 
and would find support across this province. ) 

On 21 November 1990, the council had the opportunity 
to meet not only with senior staff from the Ministry of. 











iducation, but a senior staff person from the Ministry of 
}ommunity and Social Services was able to join this meet- 
tng. School board administrators were surprised to hear the 
evel of support expressed for the resolution by senior staff 
rom both ministries—I would stress “both ministries’”— 
ind were impressed with the level of activity and projects 
hat were taking place in other regions across Ontario. It 
vas acknowledged at that time that only one out of six 
Jyupils who require services is actually receiving some 
orm of treatment. 

Issues and problems related to human resources, and 
7ou have heard many of those here this afternoon already, 
lime and finances were reviewed for the benefit of the 
:ouncil. It should be stressed, however, that a great deal of 
Provincial support and enthusiasm was expressed for the 
Vesolution, realizing that there are many real obstacles to 
lsuccessful implementation. You have heard many of those 
»bstacles again repeated for you. 
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| One of the key goals the Minister of Education dis- 
cussed at the 21 November meeting was a desire to move 
‘owards an integration of services—now this is a buzz 
/erm; you are going to hear this quite often in presenta- 
‘ions, “integration of services”—in an attempt to meet the 
aeeds of these pupils. Increasingly, the school is seen as a 
focal point in the life of a child and the logical place where 
resources should be located. It makes sense. Health ser- 
vices, health clinics and psychiatric services would be 
available at the school the pupil attends if the vision of 
integrated services was to become a reality. 

|__A major benefit of the integrated model, in which 
eachers work more closely with other professionals, 
would be that both parties would profit through the profes- 
sional development. Another benefit, and perhaps the 
‘greatest benefit, would be the ability of parents to better 
access the services in a collaborative mode with the 
school, thereby keeping their children in their natural 
homes, their natural schools and their natural communities. 
| Ina news release dated 18 December 1990, the Minis- 
try of Community and Social Services announced the pub- 
lication of a report entitled Children First. The report was 
‘produced by the Advisory Committee on Children’s Ser- 
Vices and made a total of 63 recommendations. These 
tecommendations are designed to ensure the entitlement of 
Children to be “raised in conditions that contribute to heal- 
thy growth and development.” 

_ Again, this report calls for the integrated framework 
that ensures that the entitlements of children are met 
through a holistic system of ‘‘supports and services.” The 
authors are realistic when they recognize that voluntary 
collaborative measures among different agencies, includ- 
ing perhaps boards of education, will fail because of 
“protected turfs, conflicting values and confused account- 
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In order to bring about the sweeping changes the com- 
mittee feels are necessary. Children First calls for a reor- 
ganization of the provincial government to integrate all 
children’s services under a single authority. While this 
Tecommendation may be extreme and far-reaching, the in- 
tent is clear. The present system is not working well and 
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that fact is clearly recognized by individuals within the 
Ministry of Community and Social Services. 

If I as an individual may just digress for a moment, this 
bringing together—and I heard it in the three presentations 
previously—of some sort of single authority, single 
children’s services, I would view as perhaps a long-term 
goal, not a realistic immediate possibility. There is just 
frankly too much turf on the road. What we will present 
here this afternoon may be an intermediate step along a lot 
of steps to get to perhaps an end goal. 

For a variety of reasons, I am going to pass the next 
part of the presentation to Bert. 


Mr VandenHeuvel: Recognizing that there are some 
people who have had familiarity with school boards, this 
may be second nature to you. For others this may be some- 
what revealing, if not astonishing. 

In any case, what I want to address very briefly is what 
we in school boards try to do in terms of philosophy when 
we have to deal with children who need some kind of 
intervention. Our target is to give the most enabling inter- 
vention that we can possibly do. Also, one of our other 
philosophies is to keep the children in the regular class- 
room as much as possible. 

I will just take a very brief moment to go through what 
you see on page 7, the diagram which is called the cascade 
model of delivering special education. What it essentially 
describes is that what we want to do is keep the children as 
close to the classroom as possible, and wherever there is 
intervention, to go to the most appropriate level that is 
required to help that child. 

Now, if you will notice, the first two levels are mostly 
in the classroom. Then the third and fourth levels are 
taking the child away from the classroom but still within 
the school setting, with a regular classroom, with part-time 
special education in level III, and moving up the ladder, 
special education where the removal is more than 50% of 
the time from the regular classroom and will be in a spe- 
cial education classroom. If you noticed, when you move 
up to level VI, we are basically saying the level of treat- 
ment this child needs is beyond what we can do in a school 
setting and the child should receive treatment prior to get- 
ting education. That should take place in a residential 
school treatment facility or a special provincial school. 

The intent is to keep as close to the classroom as pos- 
sible but to provide the level of service that the child needs 
and make the intervention as short-term as possible and 
return to the regular classroom as soon as possible. 

What we are basically dealing with is, what can we do 
within a school setting? I will try to address that on page 8. 
If I am going too rapidly, I am sure that I will get some 
questions, but I recognize that our presentation time is 
limited so that you will have the questions. The model 
itself is not the thrust of this. I felt you needed the back- 
ground information. 

At school level, we do have the mandate and we are 
required to provide education to all children. That has al- 
ready been mentioned and certainly it is nothing new to 
you. The difficulty is that not all school boards intervene 
with the same vigour and the same enthusiasm. That may 
be for a variety of reasons, whether from a philosophical 


basis or because of the financial restrictions that certain 
boards may encounter. That is not restricted to southern 
Ontario. I notice my colleague, a gentleman from northern 
Ontario, is not here, but the issues are provincially, not 
northern and southern Ontario, different. The problem is 
when you have lack of money, it is all over the place. 

What I am trying to say here within this section is that 
there are problems with commitment on the part of school 
boards, and that is because we have some options. Cur- 
rently, the school boards use a variety of interventions, and 
they can be looked at as a continuum. This could be direct- 
ly in the classroom, where the teacher may be receiving a 
teacher assistant to work with a child, or a child care 
worker. There may be a social worker or someone who 
works with a classroom teacher, giving some ideas to the 
classroom. There may be a behavioural class which may 
remove the child from the actual classroom within his 
community. There may be linkages between outside agen- 
cies and the school board. In any case, the focus is still on 
the educational needs of the child when we are talking 
about the mild and moderate cases. 

What is coming to our attention more and more, 
whether it is someone at the public board or, in our case, 
we are beginning to find that more and more children are 
coming to the attention because of the fact that they are not 
getting the appropriate intervention, and they are coming 
at a younger age. In my previous life, so to speak, I was a 
principal of a secondary school and we found that we 
could intervene with the students in grade 9. Now for the 
last five years I have been superintendent of special educa- 
tion and education, and we are beginning to find that the 
problems are occurring at a much younger age. In fact, we 
are now dealing with children as early as grade 1 and 
grade 2, and these are problems that are out of hand. I 
think those are the kinds of issues that we really have to be 
concerned with. 

What I want to address in the next section is the severe 
cases, the ones that we really feel we need some support 
with, and those are the ones we probably try to address in 
terms of being at the upper level of that scale that I ex- 
plained to you on page 7. 

The severe cases show all or most of the following 
behaviours. They have very aggressive tendencies. They 
are violent in both the classroom and the playground. They 
injure themselves as well as others. They certainly lack 
co-operation. They do not adhere to any rules. They are 
very frequently involved in stealing, frequently involved in 
violent play, whether that is within a classroom or outside, 
as I mentioned in the playground. They will not accept any 
responsibility for what they have done. They just believe 
that it is not their problem, it is somebody else’s. 

Defiance—they do not know how to resolve problems. 
The previous presenter mentioned that it is quite often the 
case that they do not know how to resolve problems, and 
obviously when they do not know how, then they use what 
they are seeing on television, which is often very ineffec- 
tive. The list goes on, and I do not think I need to dwell on 
each of them, just to recognize that these are very severe 
when we are dealing with them in a school setting and also 
when the child is still at home in a family, 
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The nature of the behaviour and emotional problem j 
so disruptive to the child’s normal development that lea 
ing is negligible. They are currently in schools, but I assur] 
you that they are not learning much. If they are learning, | 
is just by chance. In fact, the school board’s primar) 
responsibility related to assisting students with skill anf 
knowledge acquisition, which is one of the main mandate} 
of schools, is superseded by treatment of the child. 
In other words, we cannot deliver education. What thi) 
child needs first and foremost is treatment and that is no} 
the capacity of a school. We do not have the education, thi 
training, and therefore we do not do a good job at it. Mos 
school boards do not have access to funds to provide fo! 
that level of service. | 
Access to outside treatment agencies is often non-exis} 
tent. Maybe those of the ones—we have called it a crack) 
but I can assure you that it is more than a crack; it is a hugé 
gap. The access is non-existent or often much delayed) 
School staffs and administrators can at best provide ¢ 
caretaking approach. Essentially what is happening is thai, 
we are keeping a body in the school, keeping it warm! 
keeping it off the street, but we are not carrying out oul 
mandate which is to provide education. The impact on the 
individual school is that we are just controlling it. On the 
child, it is even worse. It often adds to additional frustra- 
tion for the child as lower self-esteem because of all the 
things that are going on in his or her life in the classroom 
and in the schoolyard, and essentially what happens is that 
he becomes isolated from his classmates. 
You wonder, are we talking about huge numbers in 
every school? I can assure you that what we are talking 
about here—we may be somewhat conservative because. 
we are trying to focus on the primary and junior divisions 
of the schools—when we are talking about the mild and| 
moderate, I can assure you that there is probably one in 
every school. When we are talking about the very severe, | 
the ones we are trying to deal with at this point, we are not| 
So sure that we are talking about one in every school. In 
fact, we estimate that within our two school systems we| 
approximate one for every four schools, so we are talking 
about roughly, in the system I function in of 20 schools, | 
we probably have about five or six youngsters who really 
need the label of “severe” and need the treatment we are 
talking about. 
Again, what we are mentioning here is that it is occur- | 
ring at a much younger age and we feel that there are a 
couple of solutions to it that this committee should focus 
on: early intervention and appropriate treatment and 
prevention. Again, we believe that we have a task to do in 
education on both those issues. 

Again, we do not want to claim that we have invented | 
something new here. Children come as whole entities. | 
They do not come neatly divided for Education, you know, | 
where we deal with the intellectual, and in the Health min- 
istry we only deal with the physical, and the social and | 
emotional would be given to Community and Social Ser- 
vices and the cultural to the recreational. Kids do not come | 
neatly packaged and say, “Well, you’ve got a problem 
here; go get a solution.” They come as whole entities. 











| The problem then that we have to address is, how do 
ie solve it when these children come to us with problems? 
ihis requires co-operation on the part of government mini- 
‘ries. We have to co-operate and collaborate and take 
jzsponsibility for providing the services that are required. 
/his co-operation then should be based on a partnership of 
yquals, not where one ministry decides that it will not 
ecept responsibility because of a lack of staff, a lack of 
janding or different priorities or an unclear mandate. I 






















jave these issues in existence and as a consequence we are 
ot providing the services that are needed. 

Peter mentioned a little bit earlier policy program 
jwemorandum 81 which outlines the responsibilities that 
|hould be assumed by the Ministry of Education, the Min- 
try of Health and the Ministry of Community and Social 
jervices. It is our view that too much flexibility currently 
ixists for the lead ministry, Community and Social Ser- 
jices, to delay or to deny services altogether. We do not 
jave that privilege. When the children come to our door, 
}O matter what their problems are, we have to deal with 
nem. We cannot say, “Well, we’ll make a waiting list and 
hen we get to you we’ll get to you.” 

We believe that is part of the problem. The impact on 
ne decision-making ministry, Community and Social Ser- 
‘ices, is relatively minor when it says, ‘““You’re on a wait- 
ag list.” Neither the child nor the parent has much 
litical clout to get something changed as individuals, so 


ere is not much of an impact on the ministry by the 


/ecision that creates havoc within the child, the family and 
ne school. 

| To state the obvious, the child and the family cannot 
move themselves from the problem. They live with it 
ind all of the consequences. Even at the school level we 
‘an begin to distance ourselves to some extent. The prin- 
jipal may at some stage say, “You are suspended from 
‘chool because of the consequences that you are delivering 
on other children.” If it gets worse, then the board may say, 
|We are going to provide education within the home.” 

| That still does not solve the problem for the child and 
at particular family, so we feel that part of the solution 
as to be to remove that optionality from the ministry that 
s charged with providing care and treatment, and again the 
mphasis has to be on treatment. As long as there is no 
featment, we cannot do the job of educating. 

We agree with the reports that have been brought to 
/Our attention this afternoon, and I want to focus just very 
oriefly on what Peter mentioned just before he turned it 
iver to me. Our concern is that before all these recommen- 
ations that you are going to come up with as a committee 
an be fully implemented, hundreds, if not thousands, will 
‘ontinue to fall in that crack and be denied access to essen- 
ial treatment. We also concur with the report Children 
‘irst that the school is the key to the solution. We already 
erve as a focal point for children’s lives probably from 
ige four and onward, in most situations, to the age of 20, 
‘0 that whether we recognize it or not the school is a focal 
soint. 

Parents feel relatively comfortable—I am not saying 
ll parents and that they are always at ease, but relatively 
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speaking when they come to a school they feel comfort- 
able in dealing with the staff and the personnel who are 
there. There is no stigma attached and that is one of the 
concerns the previous presenter mentioned, that there is 
usually still the stigma when you seek mental health care. 
If that is provided and looked after at the school level, 
perhaps that would be eliminated or at least reduced. 

In any case, what happens is that if there is treatment 
provided by another agency the school has to be part and 
partners with that treatment. It is only when that partner- 
ship takes place, when we take our share in assisting that 
child, that there will there be long-lasting effects on the 
child or the adolescent. 

I also want to caution the committee members that 
school boards cannot assume this additional responsibility 
without some reallocation by the Treasury department. 
Now, earlier one of you asked the question of the minister, 
has she made some overtures to the Treasury department? 
We certainly encourage that if this is going to take place, 
that some additional responsibility be laid on the Ministry 
of Education, that through school boards some funding be 
provided so we can provide the personnel and the facilities 
and the administration that is required to do the job. 

The last paragraph indicates it would be unfair for us 
not to offer at this time to the committee what is felt to be 
a means of dealing with the problem on a scale that ad- 
dresses the issues of funding, availability, accessibility and 
collaboration in a manner that is responsible, and I believe 
that is the mandate of this committee. So Peter will now 
try to present you with one working model and there may 
be others. 


Mr Cassel: When we began our investigation, it was 
again northern Ontario that seemed to be leading the way. 
In a particular board in northern Ontario, the Central Al- 
goma Board of Education is part of a group known as the 
Integrated Services for Northern Ontario, ISNO. 

The group was formed by the three ministries, Educa- 
tion, Health, and Community and Social Services, about 
nine years ago and during most of this time it has remained 
dormant. It has not been an active group. In reality, ISNO 
has only been in operation for approximately one year. It 
was built on good intent. However, the mental health 
centres throughout northern Ontario have received extra 
funding to provide extra staff to assist this particular pro- 
gram. Details of the amount of funding unfortunately are 
not available to us, but are said to be modest increases to 
existing program departments. I would stress that is what 
we are saying today. We do not think it is necessary to 
build an entire restructuring of the system. What we have 
discovered in northern Ontario in the model we are about 
to present is not a great incremental cost structure. 

When a principal of a school within the jurisdiction of 
that board makes a request to the local centre for services, 
a protocol has been established that it clearly define what 
action may be expected at the school level to deal with the 
referral. In other words, they have agreed on a game plan 
well in advance. It is articulated, written down and the 
script is followed. The consent of the parent is sought 
before the referral to the centre has been made. Criteria 
have been established to determine whether or not the 
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referral is urgent and thus a priority for the assignment of 
staff. 
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If it is determined to be a priority, the services are 
provided in most cases—here is the magic we are looking 
for—in the school. The board of education, in this case the 
Central Algoma Board of Education. does not provide 
funding for any aspect of the services provided by the 
centres. The schools in turn have been very conservative, 
and I would stress that with a small c, in their referrals and 
have not done so unless there were what the director of 
education terms a real problem. 

Most of my information on these pages, on pages 12 
and 13, comes directly from Mel Baird who is the director 
of education. Some of the ee elee members may know 
him. 

Their incident rate would be similar to what Bert men- 
tioned earlier, about one of these children for every four or 
five schools. In the board I am responsible for, we have 
18,000 pupils. At any given time. there are about six to 10 
of these pupils in our system who are causing the system a 
lot of anxiety, about six to 10 out of a total population of 
18,000. 

The ISNO model is not perfect and both the educators 
and treatment personnel have gone through periods of 
stress and adjustment. This is a normal process and is to be 
expected when individuals with different mandates must 
work together to establish common goals. The same stres- 
ses were felt when board of education personnel began to 
see health care professionals in schools around mid-1985. 
The practice of medicine has been left to qualified person- 
nel in the schools and teachers have been left to do what 
they are trained to do: that is, educate. The pretence of 
providing treatment services to pupils by placing them in 
special education programs is a time bomb whose tick is 
becoming increasingly amplified. 

Bert and I are here precisely for this reason. We are 
increasingly feeling more and more uncomfortable with 
boards of education providing services that are clearly 
treatment as opposed to education. It is almost unfair. 
Clear and decisive government action is required to deliver 
on the commitment that Dr Stephenson made, at the first 
part of our paper. 

In conclusion, boards of education. at least boards of 
education in southwestern Ontario, are seeking access to 
the range of psychiatric treatment professionals who are 
not currently available to schools. As you have heard, the 
proposal is rather conservative and attempts to focus on 
the truly severe cases, the cases in greatest need. 

Boards of education were promised collaborative ser- 
vices as part of their new mandate to educate all pupils, 
exceptionalities notwithstanding. The resolution that was 
adopted by the Western Ontario Regional Special Educa- 
tion Council in May 1990 was simply a restatement of the 
need for collaborative treatment services similar to those 
health services first identified by Dr Stephenson in 1981. 

It is time that the commitment was honoured and 
boards of education and the parents they serve have a 
mechanism to access the range of school-based treatment 
services, including from time to time institutional settings 


if need be, that presently are under the authority of th 
Ministry of Community and Social Services. 

This is quite a machine-gun approach this afternoon. 
would welcome questions. 


The Vice-Chair: You have given us a great deal t 
discuss. 

Mr White: I want to express my appreciation for you 
report. It is very thorough. 

The issues you deal with, in terms of the problems that 
some children may present within a school board, wher 
the mandate, the direction and the emphasis of course is on 
education and not on treatment, has been a perennial prob- 
lem I understand for many, many years. 

On page 11 of the report, you mentioned the recom- 
mendations of a provincial children’s authority. You seem 
to concur with it and yet you are saying there needs to be 
something done beforehand. Could you comment further 
on the idea of a provincial children’s authority. 


Mr Cassel: I would be pleased to. As an intermediate 
step, and perhaps this provincial children’s authority could 
remain a goal for the province, I would welcome the op- 
portunity to be able to pick up a telephone and call my 
counterpart at the Ministry of Community and Social Ser- 
vices office and say, “We have a need,” and to know that 
Comsoc officer also has a similar responsibility. He or she 
would have a mandate to provide services. 

That does not mean our judgement, our assessment, 
has to be taken at face value, but at least there is an oppor- 
tunity to begin the dialogue right there at that point. This is 
the coming together of Education with Comsoc. We do not 
mean that it would come under. It does not mean that we 
are under. It means we are co-partners, that we are, as we 
said in the paper, equals. Both have a clear and distinct 
mandate. When they said that they envisioned a provincial 
children’s authority, I would see at this point in time of the 
evolution of services in this province that it would be ab- 
solutely disastrous to move forward with this rapidly. 


Mr White: As supplementary, what would you see as 
being an intermediary step? 


Mr Cassel: An agreement or law which brings Com- 
soc into this fray clearly and decisively as a partner. Right) 
now it has no legislated role, as we can perceive it. | 


Mrs McLeod: I also appreciated your report very 
much. My struggle with the issue is the distinct mandate, 
because as you have said the child is a holistic individual 
and it is hard to separate the child’s needs so clearly be- 
tween the mandates in the different ministries. 

With that in mind, let me just press you a little bit a 
on the intermediate step model you have proposed, be- 
cause it seems to deal more specifically with the more) 
severe behavioural problems and the access to service for 
children who need that kind of service. | 

What about the child with a milder, moderate be- 
havioural problem in this school? Is that not a frustration: 
for school personnel to deal with, given the fact that your 
central mandate is to deal with the learning needs, the 
special education needs? Yet that child with the milder, 
moderate behaviour problem, if it is specifically related 
to the learning problem, in all likelihood needs some 








ivolvement and intervention with the family, and the 
chool has difficulty doing that and lacks the trained per- 
onnel to do it. 

Mr VandenHeuvel: I will take a stab at that and per- 
aps Peter can add to what I have to say. Yes, it does add 
») frustrations in the classroom. I can certainly vouch for 
ne fact because we started a committee of five schools 
vhich really brought to our attention that they had difficul- 
‘es with these. You hear the teachers speak and you hear 
ne principals speak on these issues, and yet they feel that 
aey can manage this with support, so we are not saying to 
ae schools to sink or swim. They need support and we 
lave to do some in-service training. Depending on what 
ange they are at, if they are towards the upper end, with 
ieeds towards the severe of the moderate level, then we 
wrobably need social service work with direct intervention 
of a social service worker, which is a professional in a 
lassroom with specific strategies. 

__ On the other hand, if we are talking of the lower end of 
he scale, the mild—someone earlier in the presentation 
mtimated that possibly we could do a better job of doing 
ome work on the prevention, that if we did it in the earlier 
‘tages in education and get some social skills programs, 
»ossibly we would even prevent the mild arriving at this 
varticular level. 

It is frustrating. They are asking for help. We feel we 
an do it at the school level with the current staff available, 
with some supports from outside. When we get to the 
Nevere, we cannot handle it because those children need 
ireatment before we can educate them. 

Peter, do you have anything to add to that? 


Mr Cassel: No, that is fine. 


Mrs McLeod: If I may, I think you are very brave. In 
long-time association with school boards, I was quite 
lonestly impressed with the focus being so much on the 
needs of children that schools were willing to take on more 
ind more responsibilities simply because the children were 
10 needy. I know that the support was not always there and 
his is another step. I hear you saying you are concerned 
hat although you think this is the way to go, will the 
support be adequate? But I have a sense that even with 
hose mild and moderate cases, if we are talking about 
zarly intervention, some additional resources to deal with 
he family aspect of the intervention that is needed, the 
school needs that support. 
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Mr VandenHeuvel: Some of it relies on the goodwill 
of teachers. I recognize that. I know that Peter had similar 
2xperience in some of his schools, that there are teachers 
who are there providing breakfast programs so that later on 
n the day the behaviour problems will not occur. A lot of it 
'S because of the enthusiasm of teachers and the willing- 
less to go the extra mile. I am sure if we said, “This is an 
*xpectation,” there would be a whole different issue, but 
they do provide it and it is working so far. But we do need 
telp for the ones who get towards moderate and towards 
severe. 


Mr Beer: The figures that you used around the rough- 
ly one child in four schools who would, in your view, have 
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a need for major intervention and help—I wanted to be 
clear on that because I think sometimes you wrestle with, 
in terms of all the kids, when they have need of help, what 
are the relative degrees and where we should be really 
focusing. You mentioned that was from your own area, 
Lambton. Would you say that was reflective of the south- 
western Ontario school boards that you are speaking for 
today as well, and do you know if that could be applied 
more broadly, or would you expect that perhaps 
Metropolitan Toronto or Hamilton or Ottawa, some of the 
larger urban areas, would have a greater need in terms of 
those most at risk? 


Mr Cassel: I will try that one, Mr Chairman. I think 
what you can hypothesize, and I frankly have no evidence 
to support this today but I think it is good common sense, 
is that the larger, more densely populated urban areas are 
going to have a higher incidence of the type of children we 
are defining here. The smaller, more rural boards of educa- 
tion will have, just by the nature of those boards, far less 
incidence of the type of children we are describing as 
severe. My experience borne out visiting and working with 
boards of education across southwestern Ontario would 
reinforce that. It would be difficult for me to give you an 
incidence level in Toronto. 


Mr Beer: But certainly your sense is that in London 
or Windsor, for example, it is likely that that could be one 
per school as opposed to one in four. 


Mr Cassel: Possibly. 


Mr Beer: May I just have a brief follow-up to that? 
The other question that emerges, I think, as we look at 
structures as to how to then really come to grips with this, 
and I would like your thoughts on this, is, should more 
funds and more personnel be allocated to the school board 
so that those people in effect are in your employ, the addi- 
tional staff that you need to deal with many of these 
problems? Or is it more that you want to have the money 
and you would be purchasing that, be it from children’s 
mental health centres, from a local hospital or wherever? It 
seems to me that becomes fairly important in terms of how 
we put together the sort of children’s authority, if you like, 
if we were to follow the Maloney model. I just wonder, 
where would you see that working out? 


Mr Cassel: Perhaps neither option, with respect. 
There is a third alternative to consider. That is to perhaps 
better fund the mental health side of things so that those 
people, as we discovered in central Algoma, can in fact 
provide those services in co-operation with the board of 
education. We are determined—I think Bert and I would 
say this and so would the other 21 boards—to keep our 
identity rather clear. 

We are a board of education, not a board of treatment, 
not a board of care, not a board of anything else but educa- 
tion. That is our primary mandate. As soon as you start 
clouding this by boards of education hiring psychiatrists, 
social workers, child care workers, and the list goes on, 
you begin to blur that distinction, you begin to blur the 
mandate. So I guess, in summary, what we are trying to 
stress here is, we want to be able to work with that sister 
ministry; not take from it, not take its staff or any 
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programs, but I guess frankly to have it clearly as a partner 
in this treatment-education delivery. 

I will give you an example that just crystallizes, per- 
haps, for committee members one of the reasons I am here 
today. I have a 13-year-old student within our system. That 
student right now has not one but two teacher assistants 
assigned to her every minute of every teaching day. She 
can become violent with no prior warning, aggressive to 
not only herself but any other children in close proximity, 
or adults or teachers or authority figures. We are left, 
frankly, as a board of education, taking the dollars-and- 
cents resources of those two teacher assistants and apply- 
ing them to that individual child. Are we providing 
treatment or education? I would say on the scale of things, 
we sure are not providing much, education day by day. It is 
containment, it is control, it is therapy of some sort. It is 
well outside our mandate. Ten, 15, 20 years from now the 
parent may come back to us and say: “My child worsened 
because of what you tried to provide. You caused a 
deterioration. You did not provide the treatment services 
my child required.” 

I paint that scenario briefly to illustrate to you we are 
providing special education programs and services, not 
treatment services. We do not advertise them as such. But 
increasingly our mandate is becoming more and more 
blurred as we get more and more children who have uni- 
que needs. Ten, 15 years ago that child would be in an 
institution; no doubt about it. That child now is back 
demanding education in a community school. 

That is the balance. That is what we are trying to seek 
in this particular report, and I think one child is typical of 
the type of children we are discussing. 


Mr Hope: I noticed your pyramid there and I started 
to wonder about the pyramid in itself. Are we not labelling 
more children? I guess my question would be, who would 
do the categorizing of that individual? What kind of level 
would that individual be at? I guess I question where that 
would be. 

Is it not true that between the educator and the services 
provided in a lot of the communities—and I am talking 
specifically in the Chatham-Kent area. where I come from. 
As we are trying to work more closely with the boards of 
education to try to get access to the services, the services 
are not there. We do not have in rural Ontario the special 
qualified individuals to do proper analysis, and they only 
come in once or twice every week, or something like that. 

I guess where I am starting to be a little hesitant is 
about your labelling of children in the school system as to 
behavioural pattern, as I see the TV—and my own son is 
one of the victims of World Wrestling Federation wrestling 
who likes to be a part of it. I guess I question the labelling 
of a child and the categorizing of that child. Does that not 
create more of a problem because the children the child 
may go to school with are now putting on more emotional 
pressures? I personally would like to see the parents more 
involved with the child, with the process of trying to cor- 
rect it, because there is no sense in the educators fixing the 
problem and the social worker fixing the problem and then 
putting the child back into the home. and the problem is 
still there when he gets home. 


I think there has to be a joint effort by the parent, th 
educator and everybody who plays in that field to be a p 
of it. As you say, we are trying to close the cracks up. W 
have got to close the cracks up right there. Everybody ha 
got to work together. 


Mr Cassel: May I just comment? I think it is fair t¢ 
say boards of education can deal with the WWF. This i 
the child who does not fit this category, does not fit th 
definition we are presenting today of severe. This is thi 
child whose behaviour is extreme. The behaviour is ob 
vious to most people who deal with this child not only it 
school but in the community, anywhere the child interact 
that this is a child obviously in need of additional service 
treatment services in this case. 

I do not want to make light of the cascade and so on. I 
is simply a conceptual model that we deal with to discus 
and kind of conceptualize children. Children do not appea 
in cascades or packages, they appear as entities. 
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Mrs Witmer: First of all, I would like to congratulate 
you on what I feel is an excellent report. I think you have 
certainly presented the case of school boards across thi 
province extremely well. You have allowed the committec 
the opportunity to see how they do function in relationshiy 
to the students with special needs. I also appreciate the fac 
that the two boards did collaborate. 

You have mentioned the fact that you are now startins 
to provide treatment rather than education. Certainly, com 
ing from a board of education myself in the last few years 
this is something that I heard more and more frequentl} 
from teachers and administrators. They express to me thei 
frustration that they were providing treatment, as opposec 
to education, and there was nowhere that they could acces: 
this treatment. Really, I know many educators in this 
province are at their wits’ end. I know some boards have 
created behavioural classes to deal with these students, anc 
as you have indicated, you provide treatment. How many 
behavioural classes have you created, or how are yot 
coping with all of these students with severe emotiona 
problems? 


Mr VandenHeuvel: In our case currently we have one 
for the intermediate level. That would be grades 7 and 8 
essentially. Because of the needs we have within our com: 
munity, we are looking at whether we need something fot 
the primary and junior division, because some of those 
youngsters who really ought to be receiving treatment are 
still within our schools. We cannot get them treatment, an¢ 
when the treatment is there, it is often too short to make @ 
major change, so they come back in our school systems. 
So we are looking at having one for the primary and juniot 
division, which is grade | to roughly grade 5 or 6. We are 
looking at it very seriously now to see what we can do and 
we want to do a little bit more than holding them and. tc 
do what Peter says, to more or less put them in a holding 
tank. We want to provide some kind of treatment, even 
though we are not really treatment personnel. But we want 
to do something. I guess we feel helpless just to let them 
sit in a regular classrcom and veg out and where we have 




























) have someone supervise them and control them on a 
ne-to-one basis. 

In our system we currently have one. We are looking at 
1e possibility of doing another and then there is still the 
rea of the secondary, which can also have youngsters. If 
ve do not do something with this group, the secondary 
rea will become even more severe. So there is some 
emand from the secondary personnel as well. 


Mr Cassel: I would just offer this opposite point of 
ew. We tried a behavioural class. It lasted for one year. It 
yas just like taking six pieces of sandpaper and bringing 
nem together. They just grate and spark off each other. It 
90k us one year to realize that was not the right approach 
or our system. We tried also to have a co-operative ven- 
Jre with one of our mental health treatment services in 
sur county. That went fairly well, where we had treatment 
nd education going hand in hand. It was a section 27 
lass, of which some of the jargon here—it is simply an 
ccess for our services. But that had to be discontinued 
iecause the Ministry of Community and Social Services 
olks were not receiving adequate funding and could no 
Onger continue to provide that service. 

_ Our approach is simply now to try to divide and con- 
{uer, to keep the children away from each other, possibly 
vith teacher assistance or in smaller special education 
lassrooms or whatever, but it is not to bring them 
ogether. So each board will have different approaches in 
trying to cope. The point is, cope alone. 


Mr Martin: I would say first of all I am impressed 
vith the two school boards coming together and presenting 
his. However, your presentation does create some real 
oncern for me, I have to say. It has caused me some 
‘onfusion in that, on one end, we hear that there are wait- 
ng lists of people in our communities who are in desperate 
teed of service of a mental health nature, and yet I hear 
you saying—tell me if I am wrong—that there are not 
ally that many, that there is one in every so many schools 
vho would be considered severe. Maybe I am just not 
inderstanding the levels of severity, but I just need to be 
larified on that. The problem, as far as you are concerned, 
s huge out there. There are all kinds of kids who need 
ervice and we need to develop a system that speaks to its 
vorking properly to the benefit of the children. I hear you 
wresenting a very simple answer, which is to have Comsoc 
‘ign an agreement to carry its end of the Bill 82 agreement 
xf something that was passed, and yet I do not know 
vhether we would be here today if there was a answer that 
imple just readily available. 

__ I guess I have to say that it creates a need to hear from 
ome folks who are perhaps the parents of children so that 


hey might tell us a story that they have lived through with 
heir children. I know, having been a trustee with the 
‘chool board and also working with social services and 
iddiction research people, that school boards in my ex- 
yerience have denied very much the presence of drugs in 
heir schools when confronted about it. That got in the way 
of any effective programming being put in place. Anyway, 
just throw that out to you for some comments. 
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We know that it is there. I would focus on what we 
have tried to show the committee. It is the truly severe that 
we have tried to address in our statistics. Again, I also 
want to state, from my perspective, I was working at the 
truly severe in the primary and junior division. If we look 
at the entire school system, that probably would be two out 
of four instead of one out of four. Now, that would be for 
my school board. 


The Vice-Chair: One final comment, very brief. We 
have just about run out of time. 


Mr Cassel: What we envision, again, to repeat the 
concept, as clearly as we can: Mental health centres will 
have their own totem-pole, their own priority ranking. 
They can admit, they can be demit, they can do the treat- 
ment. But when we have a child of the type we have 
described here today identified in a community, service 
has to be provided, and that may cause disruption in the 
totem-pole. “Mild” may be bounced off, I am not sure how 
many, but that child we have described here today has got 
to be considered a priority. 


The Vice-Chair: I would like to thank you for an in- 
teresting perspective that you have brought to our discus- 
sions and a very wholesome debate that took place. I am 
sure it adds a great deal to our bottom line which will be 
dealt with by our researcher, and a lot to consider there in 
terms of the new model. So thank you very much. 


Mr VandenHeuvel: Thank you for allowing us to 
make a joint presentation. Two heads are better than one. 


KINARK CHILD AND FAMILY SERVICES 


The Vice-Chair: Our next presentation is from the 
Kinark Child and Family Service. Jeanette Lewis is the 
executive director. Welcome to the committee. The floor is 
open to you; you have half an hour. I am just looking at the 
clock to note when we Start our time here. 


Ms Lewis: I would like to thank you for this oppor- 
tunity to present to the standing committee on social 
development and I would bring special greetings to Mr 
Beer, who is the member for York North, where Kinark 
operates one of its programs. I understand also that Mrs 
McLeod was involved with our program in the Thunder 
Bay area when we were operating a program there. 

Kinark is a not-for-profit children’s mental health ser- 
vice with programs throughout the province. I have listed 
in my written presentation where we serve children. We 
have operations in Simcoe county in the city of Barrie and 
the city of Midland. In the regional municipality of Dur- 
ham we run a program in the city of Oshawa. In Northum- 
berland county we have programs in the city of Cobourg 
and the town of Campbellford. In Haliburton county we 
have a program in the town of Haliburton. In the regional 
municipality of York we have a program in Newmarket 
and in Georgina and in Peterborough county we have a 
program in Peterborough. As well, we operate in Halibur- 
ton county, near the town of Minden, a large outdoor site 
which provides therapeutic recreation programs for 
children with special needs from Kinark and also from 
some 28 other not-for-profit social and health care or- 
ganizations. 
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We are a transfer payment agency, in the nomenclature 
of the day, and we serve over 1,000 children annually. Our 
organization gets all of its money from the Ministry of 
Community and Social Services in this transfer payment 
mechanism. 

I think it is fair, when we talk about children’s mental 
health services in Ontario, to recognize that there is a vast 
array of services in our province and that our province has 
shown leadership in providing high-quality professional 
services. I think this is a credit both to the government and 
to the service providers, and many jurisdictions are en- 
vious of what we have accomplished. So we should not be 
too distraught with all of the criticisms we have heard 
today. However, it is a day to bring forward issues, and as 
we bring these issues forward I would hope that the com- 
mittee is also mindful of the many successes we have in 
our province. 

I think it is also worth while noting the kinds of 
children’s problems which are served in children’s mental 
health centres. Most of the children we treat at Kinark 
have very, very serious problems, things like suicide at- 
tempts, self-injurious behaviours, sexual and physical as- 
sault—and in that category we have both the perpetrators 
of assaults and the victims—fire setting behaviours, 
property damage and threatening behaviours towards 
authority figures. 

I am astounded when I read the next statistic, which is 
that 95% of the children who are admitted to the residen- 
tial treatment beds in our programs have suffered from 
some form of abuse, primarily sexual abuse. 

To articulate the severity of the problems demonstrated 
by the children in our centre, I would like to describe 29 
cases which were referred to us under the age of 10; these 
were recently surveyed by two research consultants from 
Kinark, Eugene Sunday and Ruth Parry. They looked at 
the problems these children demonstrated at referral—and 
remember these are children under the age of 10. Over one 
third of these children were referred because of withdrawn, 
anxious and fearful behaviour, which often included a 
preoccupation with thoughts of death or threats of suicide. 
In all of these cases there had been a parental separation 
within several months prior to the referral. 

Two other major groups were identified: One group 
was referred for highly impulsive, overactive, disruptive 
and aggressive behaviour, the aggression often including 
assaulting another child or adult with some form of 
weapon; those from the last group were referred because 
they were victims of intrafamilial sexual abuse. Of these 
children, the boys demonstrated physical aggression to 
other children, defiance and negative behaviour. The girls 
tended to be described as depressed and withdrawn. 

I brought these data because I felt the committee would 
like to have some understanding of the kinds of problems 
that children’s mental health centres deal with. We had 
some debate earlier today about whether this is psychoso- 
cial or medical or whether it is learning disabled or 
whatever. I think the truth is that we have a very severely 
disturbed group of children who are often put together 
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under various labels, but none the less they come to th 
steps of our children’s mental health centres. 

I would like to refer next to the Ontario Child Healt} 
Study, and I know Dr Offord is going to be appearing 
tomorrow. In the study it was found that 18% of Ontario’ 
children demonstrate some form of psychiatric disorde| 
. ! 
yet only a very few of these children can be treated. Wi 
have heard from the Ontario Association of Children’ 
Mental Health Centres, of which Kinark is a member, thal 
we have some 10.000 children waiting for treatment ye 
our system is primarily focused on a case-by-case method 
of service delivery. 

I think we have to look at incentives to develop othe: 
methods of service delivery. We are just not going to bj 
able to do it all on a one-by-one-by-one basis. We have te 
start looking at populations and more systemic kinds o 
interventions. We need some kind of incentives so we ar 
able to develop these kinds of initiatives. Certainly thé 
kinds of proposals which were submitted to the Bette 
Beginnings, Better Futures project would be a good plac¢ 
to start in terms of creative responses. 

We also articulate a position here that all communitie: 
in Ontario should have access to a full spectrum o 
children’s mental health services, which would includ 
primary prevention, co-ordinated treatment service 
delivery and advocacy to represent the best interests of the 
children and the families who are requiring service. | 

As we have heard today, children’s mental health ser! 
vices in Ontario are primarily delivered through a volun 
tary system, and our centres are run by voluntary board 
members who give many hours to try to decide how ou} 
services should be organized. The most chronic issue faced 
by our boards is that of funding shortfalls, and an inor: 
dinate amount of time is spent on dollar kinds of issues. 

In the last five years, base funding for Kinark has beer 
increased in lesser amounts than the consumer price index 
This is no news to anybody, but this is further compoundec 
by wage settlements which we have had to make wel 
beyond the CPI. These have not been unreasonable settle: 
ments; these have been settlements which were institute 
to try to bring front-line workers in our industry to some 
reasonable rate of pay. Regardless of those settlements, w 
are still faced with a situation where front-line workers are 
paid fairly unattractive salaries. When I came to Kinark 
just a very short time ago, we were at that time paying out 
front-line child care workers just a little more than $22,00€ 
a year. 

What we have to do to even maintain this level of 
service is to continue to cut back on the kinds of services 
that Kinark was funded to provide. We have had over the 
last years a gradual erosion of services in our organization, 
and this was done purposefully by our board of directors 
because there was a commitment made that we were going 
to maintain quality even if it meant we had to reduce some 
of the quantity. The problem is that residential treatment 
beds get reduced and other kinds of critical services get 
reduced and then there is a ripple effect through the sys- 
tem. | 
We have just heard a good description from our col- 
leagues in the board of education, and I am sure the 






























hildren’s aid societies, when they come to speak to you 
morrow, are going to talk about the kinds of difficulties 
aey are having servicing this same population of children 


The funding problem is particularly frustrating in 
|hildren’s mental health centres when there is a perception 
‘hat direct-operated government facilities with similar 
inandates enjoy a higher level of funding support, and we 
fave heard other speakers today refer to this. The level of 
‘unding is manifested in the most basic way in rates of pay 
‘or our front-line workers, and I would like to refer to a 
itudy that was done by the executive directors of the 
Metro centres during the summer of 1990. At that time, we 
‘urveyed the salaries of child and youth workers in our 
system and compared the results to a similar classification 
in the public service, which is, I believe, the child care 
worker | classification. The average rate was $24,222 per 
innum in a transfer payment agency, while a similar per- 
‘on was paid $35,111 per annum in a government direct- 
perated facility, so it is little wonder that somebody is 
soing to make a career shift when offered an opportunity 
n a direct-operated facility. Needless to say, this has 
aused some fairly severe issues of recruitment and reten- 
jon of qualified staff in our centres. Staff often come for 
pasic training and then leave us to go to better-paid posi- 
ions, and the net effect is that we have a very high turn- 
over of staff. 

I would also like to comment on the services approach 
(0 budgets which has been required in our system during 
he past years. This is actually a well-conceived plan, but 
Mreality it operates very poorly. Annually, each organiza- 
ion prepares an elaborate service plan document which 
Jetails what services will be performed by the organization 
ind at what cost. In many organizations these documents 
are over an inch thick; any of you who have sat on boards 
of directors are well aware of how complex and how com- 
dlicated they are. In reality, all of the players know that the 
“eal rules are to take the approved base budget, add the 
dercentage increase in the transfer payment allocation and 
then dovetail the services to fit, so we go through a time- 
-onsuming and frustrating exercise which is perpetuated 
ind which really does not change the essential context in 
which services are delivered. 

_ We have also had, as transfer payment agencies, sig- 
jificant additional costs resulting from government-driven 
Mitiatives such as the employer health levy, pay equity, 
Accelerated remittance schedules for source deductions— 
this is primarily on the part of the federal government— 
and now the GST. Although we support these government 
MMitiatives, we need to have the resources to pay the costs. 
For Kinark alone, the cost of pay equity will be $1 million. 
We began to pay that last year and now in 1991, but we 
fave really had very little support in terms of how these 
‘nigh costs will be met other than the requirement that it be 
found in our overall base budget. 
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In addition, our agency faced additional costs of 
$500,000 per annum when we adjusted the staffing pattern 
to allow two staff on night shifts after a staff member 
working alone was murdered. Because of this serious inci- 
dent, we have implemented the standard of two staff work- 
ing together during the night and have received no 
additional funding support to ensure the personal safety of 
staff in a high-risk industry. We recommend that all 
residential centres in the province receive adequate fund- 
ing to ensure that staff do not work alone in a treatment 
house. 

I would also like to comment on the annual planning 
time frame. We have a budget cycle that goes on an annual 
basis, so the planning time frame tends to be annualized as 
well. We would like to urge the committee to look at a 
longer planning time frame which would allow for some 
true planning and which would be based on services re- 
quirements such as child population and social indicators 
rather than the audit-driven time frame that we are now 
under. We are certainly not opposed to monitoring and 
audit requirements—I think that is part of good account- 
ability—but the two must be separated. 

The funding constraints have not allowed alternative 
forms of service delivery to develop during the last five to 
eight years. In fact, in the children’s sector there is virtual- 
ly no research and development component. I do not think 
you would find any industry able to operate without R and 
D. We are trying to respond to the needs of children in the 
1990s using treatment and prevention models which were 
essentially developed in the 1960s and 1970s. Because of 
the extreme funding constraints, all of the dollars have 
gone into service and there has been very little money for 
any kind of research or program development which has 
offered new models to meet the kinds of changing needs. I 
rather facetiously ask how many of us would find a 20- 
year-old car acceptable today, but I will leave that for your 
reading. 

We from Kinark Child and Family Services urge that 
there be incentives developed for linkages among mini- 
stries. We have seen at the interministerial level some sig- 
nificant developments, but we have not seen this played 
out in the local communities. I think what has happened is 
that we have seen occasionally what we have called invest- 
ing-for-children dollars flowed to the local communities 
and local children’s services committees then asked to 
recommend how these dollars should be divided. As one of 
our local area program directors said to me, “It’s like a 
bunch of vultures swarming on a piece of prey,” because 
nobody has seen new money for so long. So it really begs 
any kind of true community needs assessment and it basi- 
cally becomes one of power and politics. 

I have closed the paper with some recommendations, 
basically that we look at funding inequities among mini- 
stries and between direct-operated government facilities 
and transfer payment organizations, address them and rec- 
tify them. 

We look at the budget cycle, and I would encourage 
you to look at a longer time frame to allow us to imple- 
ment some significant changes to programs. 
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I think we have to look at economic incentives to en- 
courage interagency and cross-sectoral programs to 
develop. I think I say in my paper that value statements 
and philosophies are fine, but sometimes you have to put 
your money where your mouth is. If that is truly what is 
believed, then we have to find some ways to help people to 
live the values. 

We also recommend that all residential centres in the 
province must receive adequate funding to ensure that 
double staffing and other necessary safety measures are a 
minimum standard in all treatment facilities. I think it be- 
hooves us to make sure there is not another Krista Sepp 
disaster because of a funding shortfall. 

Last, we recommend increased encouragement and 
support for prevention and promotion initiatives such as 
the Better Beginnings, Better Futures project, to begin a 
process of developing creative responses for the children 
in our province. 

Thank you for allowing me to present today. 


The Vice-Chair: I will just point out that we have 
approximately 15 minutes for questions. I have thus far Mr 
Jackson, Mr Owens and Mr Beer. 


Mr Jackson: Thank you, Ms Lewis, for a very prag- 
matic report, well written and presented. It was very easy 
to follow and it will be helpful to the committee. 

I am interested in the dollars, and you referenced those 
in a couple of areas. You do that with respect to the costs 
of pay equity. Not all your centres have implemented at 
this point in time? 

Ms Lewis: Yes. Kinark has negotiated a pay equity 
plan with both of our unions—we have two unions in our 
centres—and also with our non-union staff. We paid our 
first stipend last year, which was at the minimum allow- 
able rate, which is 1% of the amount of the annual payroll, 
I believe. 


Mr Jackson: Yes. You indicated earlier in your 
presentation, prior to that point, that one of your creative 
responses to these situations was to reduce not the quality 
of service but the level, the degree of service, cutting beds, 
and so on. Do you have that in more specific information 
with respect to staff that have been let go—or not replaced, 
I guess, is the more appropriate, non-offensive way of put- 
lled? 

Ms Lewis: All right. I have come to Kinark recently, 
so I cannot talk to you specifically about the number of 
staff. 


Mr Jackson: Is there someone else in the room who 
might be invited to join you? 

Ms Lewis: I would refer you to the number of beds, 
though, because I can speak to that. I believe that about 
eight years ago, Kinark was operating 198 beds throughout 
the province. We are currently operating 72 beds. Now 
some of those beds were divested as part of a planned 
divestiture for other services to take over the services. But 
our not-so-creative response in terms of the erosion of 
dollars has been to cut beds, because it has been felt 
strongly that we are not going to jeopardize the quality of 
what we offer to the children we serve. 
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Mr Jackson: But cutting beds means cutting staff, be- 
cause you are on a bed-staff ratio. 


Ms Lewis: Yes, although I think in some respects the 
standard of staffing at which Kinark is presently serving its 
children is somewhat more enhanced than it was eight 
years ago as well. | 


Mr Jackson: So your staffing ratios have grown? 
Ms Lewis: Yes. 


Mr Jackson: Very quickly, Mr Chairman, if I may 
with respect to the reference, I was under the impression 
that additional dollars did flow to agencies after Krista 
Sepp’s murder, that in fact there was an announcement that 
additional funding was transferred, and I get a sense that 
you are not realizing it or that it was absorbed somewhere 
else. Could you clarify that a little better for me? 


Ms Lewis: There were additional dollars announced. 
They were flowed to young offender facilities. Kinark is 
not one of those, so we did not get any of it. 


Mr Jackson: That was the catch-22. 
Ms Lewis: That is right. 


Mr Jackson: So they were announcing based on an 
incident, but they were not the beneficiaries of the—I 
remember now. ) 


Ms Lewis: That is right. The organization in which 
the incident occurred got none of the money. ) 


Mr Jackson: Yet you are faced with having to pro- 
vide the adjustments in the best interests of your staff, and 
this is an agency cost of $500,000? 


Ms Lewis: Yes it is, because, you see, we did not 
implement it only in the area where the incident occurred. 


Mr Jackson: Yes. It is a legitimate concern in all 
facilities. | 


Mr Owens: Further to Mr Jackson’s questions around 
staffing, with a 30% turnover rate in your centre, how are 
you able to provide the safe levels of qualified staffing 
during shift periods, or are you faced with having perhaps 
one. qualified staff versus three unqualified—or volunteers 
or bodies, for the lack of a better word? 


Ms Lewis: One of the things that we are faced with 
doing is paying very high dollars for overtime costs and to 
provide relief shifts with qualified people. We try not to 
staff our centres with people who are not qualified. We 
have an extensive training program within Kinark which 
people undergo before they work shifts in the residence. 


Mr Owens: Just further to the overtime statement, 
how do you deal with issues of a burnout? 


Ms Lewis: I think the burnout issue is reflected in the 
turnover rate. That would be my uninformed guess. I think 
people deal with it by walking. 
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Mr Owens: In other words, if it is not being dealt 
with, they go out the door. They vote with their feet. 


Ms Lewis: Yes. Unfortunately what happens is that 
the quality of care suffers because once people feel like 
they are ready to really undertake their role with some 
sense of competence, perhaps they are offered a better job 










somewhere else for a much higher rate of pay. So we are 
ontinually faced with having to staff our programs with, 
2t’s say, less experienced people than we would wish. 

I think this is not unique to Kinark. I think you would 
ind this fairly common among the centres, particularly in 
reas where we are facing fairly high costs of living and 
seople just cannot afford to continue to work in children’s 
nental health for extended periods of time despite their 
vest principles. 


Mr Owens: Finally, if we get to the issue of con- 
inuity and quality, and it almost sounds like you wrote my 
cript for me here today, if you could address that issue of 
‘ontinuity where, if you have a 30% staff—to me, that is 
‘completely ridiculous; you cannot have any level of con- 
inuity with a turnover rate that high. 


Ms Lewis: That is right, and it is a problem for the 
hildren who are in treatment. It is a problem of credibility 
or families because if you are the parent of a child, you 
‘ontinually have to tell your painful story over and over 
iain and you feel like you are starting from point zero. 


Mr Beer: Mrs McLeod had to leave but she said to 
*xpress her regrets as a former Kinark employee and board 
nember, so you are right, she was very involved with your 
ganization. 


Mr Jackson: She took a pay cut and went into 
rolitics. 


Mr Beer: That is right. 


I was interested in your comments about economic in- 
‘entives in encouraging cross-sectoral programs, inter- 
igency work and so on. When you look at the players in 
he field at the local level, I think one of the things that has 
yeen addressed today—I know you have studied and lis- 
ened to a number of presentations—is how we organize 
m_a local community level, however we define it, whether 
tis a region or several counties. 


What would you like to see at the local level? Would 
/ou want this to continue to be the Ministry of Community 
ind Social Services that is making those financial 
lecisions through its area or regional offices, or do you 
hink there needs to be some kind of local children’s 
iuthority, community services, council—however you 
want to define it—that would perhaps be allocated an 
tmount of money and then you and those active in the 
‘ield would determine, whether on a multi-year basis or a 
year-to-year basis, how those dollars should be expended? 
dow do we approach that from the local level? 


_ Ms Lewis: I think it is both/and, and I liked very 
nuch the response Dr Maloney gave around a centralized 
deginning with local authority. I think it might be well 
worth while for us to attempt to define what minimum 
services would be required in all communities—this would 
mclude such things as child protection services, children’s 
nental health services, education services, recreation ser- 
rices—and then leave it to the local players as to what the 
variations and computations locally would be, so long as 
hose minimum standards are met, that there is some level 
of mental health service funded, some level of child wel- 
are funded, some level of education funded, and so on. 
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I think there are various creative ways that that could 
be played at the local community level, but there has to be 
some central control, otherwise it is going to get skewed. 
We have all heard some of the worst examples of local 
decision-making. There are also some very good ones. 

There is one other thing around the earlier part of your 
question in terms of incentives. Maybe we could begin 
with some preference being given for any kind of new 
initiatives to proposals that are signed maybe by three 
agencies or three organizations or intersectoral kinds of 
proposals rather than only uni-agency kinds of proposals 
and funding increases. So if Kinark and the board of 
education, and perhaps the children’s aid society in a local 
community, come conjointly and say, “Look, we’ve 
worked together and we think this is one way that we 
could respond in Durham, in York or wherever,” that there 
be a higher priority given to those collaborative kinds of 
proposals than to singular proposals from organizations. 


Mr Beer: I think just in closing, if one looked at the 
proposals made to the ministry under the Better Begin- 
nings, Better Futures program, that indeed there were 
many that were from a variety of groups, and I think, if I 
recall the group that was looking at all the different 
proposals, that one recognized that there were far more 
that ought to be eligible and that one wanted to fund. There 
just were not the dollars in the first go-round, yet there 
were some really first-rate proposals that in a sense did a 
lot of the things that you talked about in your proposal. 


Ms Lewis: Certainly they bear a second look, but at 
the same time we cannot jeopardize these services that 
now exist because we cannot see a further erosion. 

The other creative response under the former govern- 
ment was some of the initiatives under the Premier’s 
Council. There was a school mental health project funded 
that had many of the requirements that are being spoken to 
in the Children First document. 


The Vice-Chair: There being no further questions, I 
would like to thank you for making your presentation 
today and wish you well. 


Ms Lewis: I thank you for staying so late to hear us. 


The Vice-Chair: It is all in a day’s work. 

Before everyone leaves, I have a couple of reminders. 

Tomorrow’s committee session will begin at 9 am 
sharp. As per our agreement, we will proceed even if we 
do not have all three parties appear. I hope that does not 
mean no one will show up at 9 o’clock sharp, leaving me 
to hold the bag. That is the first thing. 

Second, as a result of the inclusion of two additional 
groups to our format here, we will be now going to have 
an hour and a half for our recommendations towards writ- 
ing our report with our research officer, so that will take 
place on Wednesday between 2 o’clock and 3:30 pm. That 
is a revision. We had two hours scheduled previously. We 
are now going to have to cut that back to an hour and a 
half, which I am sure delights our researcher. That is life 
with respect to standing order 123. 

The other thing is we would like the subcommittee to 
meet on the following Monday 21 January before we have 
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the final drafting of the report presented to the full com- 
mittee, which will take place at 2 o’clock or start at 1:30. 


Clerk of the Committee: No, 2 instead of 1:30. 


The Vice-Chair: Right. We will start at 2 then as op- 
posed to 1:30 and the full committee on Monday 21 
January. We will start at 2 as opposed to 1:30 because we 
only have a half-hour left to us to deal with recommenda- 
tions for the full committee to hear the final draft of the 
report. 

As a result of that, I think it is good for the subcommit- 
tee to meet that Monday, perhaps at lunchtime or in the 
morning, to deal with crossing the t’s and dotting the i’s 
and making sure that the report is at least near ready for 


the full committee to then look at and approve final recom 
mendations. 

We simply do not have the time to deal with it in ful 
committee. 

Is that acceptable to all members? 


Ms Haeck: So you were suggesting we start at | 
o’clock instead of 1:30? 

The Vice-Chair: Right. 

If it is not acceptable, we can scream at the Hous 
leaders and bring a motion forward and the full House cat 
deal with standing order 123. That is the only alternativ 
we have. 

The committee adjourned at 1720. 
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The committee met at 0902 in committee room 2. 


CHILDREN’S MENTAL HEALTH SERVICES 


Resuming consideration of the designated matter of 
Vhildren’s Mental Health Services pursuant to standing 
der 123. 


TIKINAGAN CHILD AND FAMILY SERVICES 


The Vice-Chair: Order, please. Our first presenters 
his morning are the Tikinagan Child and Family Services, 
Noux Lookout. Charles Morris, the executive director, is 
resenting. Please come forward and take a seat. Would 
ou also introduce the person who is with you. 


Mr Morris: Good morning, ladies and gentlemen, 
nembers of the standing committee. Ruth Roulette is the 
4o-ordinator of services for our child care agency. I am the 
liewly hired executive director. 


The Vice-Chair: Before you get under way, I just 
vant to take this quick moment here to remind you—I am 
loing this with all our presenters—that we have to adhere 
0 the strict rule of a half-hour for each presentation. You 
iave a half-hour from this point on. 


Mr Morris: I have a 12-page presentation. That will 
ake about 25 minutes, I believe. 


The Vice-Chair: That would leave you five minutes 
‘or questions by members of the committee. Usually most 
yeople who come before the committee would make their 
)resentation and allow 10 or 15 minutes at the end of it, 
ut whatever way you would like to split that up is your 
Jecision. 

Mr Morris: I am pleased to have this opportunity to 
Appear before the standing committee on social develop- 
nent. I am particularly gratified at this time that you have 
thosen to examine the issue of children’s mental health 
services and to hear the views of our agency on this vital 
natter. 

It is my understanding that your committee has con- 
Se to consider a number of pressing matters that affect 
thildren province-wide, such as pressures upon treatment 
dlacements and existing mental health centres, the growing 
iumbers of difficult-to-serve children in educational insti- 
utions and the need for a co-ordinated policy approach to 
fect a more accessible and qualitative service delivery 
system. 

While our communities share in these fundamental 
soncerns, I must emphasize the degree to which these 
ieeds become amplified in the north, and moreover, con- 
sidering the virtual void in services to on-reserve popula- 
ions. In considering the statistics of youth suicide in the 
)ast two years, we can conclude that this growing trend of 
rhildhood apathy and despair is claiming our children’s 
ives at the rate of one child per month. Further into my 
dresentation, I will provide more detailed statistics on the 
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suicide epidemic throughout the Nishnawbe-Aski Nation. I 
think you will agree with me that the picture I present is a 
disturbing one. 

As the executive director of Tikinagan Child and Family 
Services, I am here to present our concerns as they relate 
specifically to the unique situation of native children’s 
mental health needs and the limitations we have en- 
countered in that area. Although our agency has assumed 
the primary mandate of child welfare for the 28 Nish- 
nawbe-Aski Nation communities within our catchment 
area, we have only begun to scratch the surface in fulfill- 
ing the commitment to our people to promote and imple- 
ment healing mechanisms that will reduce the dependency 
on protective services for children and families. I would 
like to provide you with some background on our or- 
ganization and the unique features of the people and area 
we serve. 

Tikinagan Child and Family Services was created as a 
result of the signing of a memorandum of agreement 
between the government of Ontario and the Nishnawbe- 
Aski Nation in August 1984. The memorandum provided 
for the takeover of child and family services by native 
people and therefore restored control over the care of our 
children and families to our people. This memorandum of 
agreement was signed by the Deputy Minister of Com- 
munity and Social Services for the province of Ontario and 
by the Grand Chief of the Nishnawbe-Aski Nation and by 
six tribal council chairmen. 

This agreement for the first time opened the door for us 
to begin to offer services to our communities. Under the 
legislation, namely, section 10 of the Child and Family 
Services Act, 1984, recognition was given to our unique 
approach of providing child and family services in the 
holistic manner envisioned by our people. 

On 1 April 1986 Tikinagan became recognized as an 
approved agency under provincial guidelines. Tikinagan 
was approved to deliver community support and child care 
to its member communities. By | April 1987 Tikinagan 
was prepared to take over the child protection mandate and 
was subsequently designated as a children’s aid society 
under the Ontario Child and Family Services Act. 
Tikinagan therefore is in the midst of its third year as a 
fully mandated child and family organization. It is one of 
the few organizations of its kind in Canada serving both a 
majority native population and a minority non-native 
population. 

This majority is comprised primarily of some 12,000 
Nishnawbe-Aski Nation members over geographic boun- 
daries that span an area of 250,000 square miles. The cost 
of providing service to this expansive area where air travel 
is the exclusive means of transportation to all but two of 
our communities is by necessity very high, but remains a 
vital characteristic of our work. 
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Notwithstanding these physical challenges, as our 
people began taking over the responsibility of child and 
family services we saw that it would not be an easy task. 
We began to see that taking responsibility for our children 
meant delving deeper into the ills of years of systemic 
ineptitude inflicted upon what was once a vibrant and 
thriving people. This pathology more intensely affects the 
younger generation among our people. 

In many of our communities we have struggled with 
community-wide breakdowns and crises. These have 
stemmed from intergenerational solvent and alcohol abuse, 
widespread incidents of child abuse, an epidemic outbreak 
of youth suicide and disturbing elements of cult-type be- 
haviour in some of our youth. 

These behaviours are symptoms of the destructive for- 
ces of dependency and powerlessness that are entrenched 
at a systemic level in our communities. On a larger scale 
this is the root cause of the tragedies we see among 
individuals. The problems of our communities must be 
addressed in this wider context with a commitment to last- 
ing change. 

Our leaders have thus committed their energies to 
bringing about self-government for our people and that 
struggle will continue until the objective has been attained. 
In the meantime, the struggle itself continues to take its 
toll in situational terms of personal losses and tragedies. 
We continue to witness a day-by-day phenomenon of 
people internalizing their powerlessness through destruc- 
tive living. The most painful and bewildering of these acts 
has been the recent rash of suicides by young people in our 
area. Frighteningly, the statistics continue to increase and 
at the same time the average age of victims lowers. 


The recently published Nishnawbe-Aski Nation report 
entitled To Sustain a Nation on mental health policy con- 
sultation cites: “In the two-year period, 1987 and 1988, 
there were 165 suicide attempts and 13 completed 
suicides. As of June 1990, there were 76 attempted 
suicides and as of September Sth, 1990, eight completed 
suicides. In 1987, most of the suicide victims were young 
men between the ages of 14 to 25 years. Between 1987 
and 1989, the average age of the suicide victims dropped 
from 23 years to 17 years. In 1990, of the eight completed 
suicides, three were female victims, ranging in age from 
13 years to 22 years in age.” 
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Another serious problem we are facing in this field is 
the rising number of reported cases of child abuse to our 
agency. It is a widely held belief among our people that the 
abuse inflicted upon previous generations due to the old 
policy of removing Indian children from their homes to the 
residential school setting prior to the 1960s is one of the 
root causes contributing to today’s lack of parenting skills, 
especially where neglect and abuse is an issue. In the area 
of child abuse we must begin to address preventive 
mechanisms such as community education, which would 
permit communities to deal with an issue that is both fear- 
ful and fraught with interfamilial dynamics among small 
and closely knit communities, especially in cases of sexual 
abuse and incest. 





























As a child welfare agency, we are steered towards dea} 
ing mainly with the investigative aspect of abuse an) 
ensuring the protection of children rather than focusing o 
the healing aspect that is so critical to breaking the cycle q 
abuse. 

In our experience as a child protection agency, we als 
become involved in issues where the health and the justic 
systems overlap, where gas sniffing among children j 
concerned. Time and time again in these cases we fin 
major difficulties in serving these clients due to lack q 
treatment facilities that do not further alienate the child b| 
lack of a focus on native children and geographic distar 
ces. We have failed to find suitable treatment placement 
for these children, as well as for those who suffer fror| 
long-standing abuse cases. This scenario is similar fd 
those of our children who suffer from schizophrenia ¢ 
who are otherwise socially maladjusted. | 

Presently our children are sent to urban centres wher 
services can be accessed, but at a considerable cost both i| 
financial and human terms. The wisdom of this practice ij 
questionable, especially when front-line workers in thes| 
settings have confided in us their feeling that the service} 
they provide may be inappropriate to our clientele ant 
indeed detrimental to their mental health. We aptly recog| 
nize that children in our area are a high-risk group. How 
ever, due to this fact the existing services remain stymie 
at a crisis intervention level even when prevention remain| 
part of this agency’s mandate. | 

Other service providers in our area share in this senti! 
ment in striving to provide service to children. The ser 
vices which are provided tend to be fragmented, stemminj 
from the lack of a clear mandate for any one body t¢ 
assume responsibility for on-reserve-focused children’ 
mental health and concurrently the lack of a strategy tha’ 
would address other issues such as prevention, service co) 
ordination and the need for specialized training. | 

One of the key barriers to the provision of services i 
the jurisdictional question of who assumes responsibility 
for developing an on-reserve program delivery framewor 
and a policy that would support the financial and statutory 
mechanism required. 

Under subsection 92(27) of the Constitution Act it has 
been concluded that the provinces have jurisdiction fo 
health, while subsection 91(24) of the Constitution Act an¢ 
the National Health and Welfare Act of 1945 gives the 
federal government responsibility for ensuring that natives 
have access to health care. 

Furthermore the 1965 welfare cost-sharing agreement 
in Ontario provides for the reimbursement of on-reserve 
services in Ontario by the federal government up to 95 
cents on expended dollars for services such as child wel- 
fare, homemakers and general welfare. To this end, under 
the child welfare mandate, Tikinagan has been actively 
pursuing a strategy of accessing a number of children’s 
services that would approximate the function of a com- 
munity-based counselling unit specifically targeted for 
high-risk children and families. This strategy, although 
lacking a policy framework for children’s mental health 
on-reserve per se, would serve to alleviate some of the 
pressures and limitations facing service providers in our 
























) Although we are gratified that we have recently en- 
sted the co-operation of the Ministry of Community and 
ocial Services in this strategy, it is to our dismay that this 
jas only gained acceptance after three years since the 
Wiriginal proposal was submitted. At the same time that this 
las going on we began hearing about the newly launched 
Vorthern initiatives program, presently known as integrated 
Wervices for children in northern communities. This pro- 
ram augments the existing northwestern Ontario service 
Welivery to children with special needs through an inter- 
junisterial approach of sharing resources. Among the ser- 
jices being offered will be mental health related expertise 
‘ad services. 

| Again we find that what has been instituted is inap- 
topriate for northern reserve needs. The program desig- 
yers have told us in no uncertain terms that on-reserve 
jommunities are ineligible for professional services which 
ire otherwise available to the rest of the population. This 
jorthern children’s program has not strategically con- 
ldered how it will offer service to remote native com- 
Hunities in northwestern Ontario. This omission in 
lanning and the inherent jurisdictional questions as- 
ciated with it has reaffirmed the necessity for our or- 
anizations to press for a comprehensive mental health 
olicy that can meet a wide range of needs in a holistic 
\shion, serving both adults and children in a community- 
ased setting for Indian people. 

At present, service delivery, where it exists, occurs 
Jainly on a reactionary crisis basis. We cannot help but 
tink that in an ideal proactive climate the counselling unit 
hich we are only beginning to set up in our agency could 
ave played a role in preventing some of the losses in our 
ommunities if recognition was provided before the youth 
isis in our area evolved to the proportions it is today. 

| We also speculate on the effects of our limited acces- 
‘bility to community-based mental health programming. 
ome of this programming through the Patricia Centre for 
hildren and Youth, a Sioux Lookout based children’s 
lental health service, is available to our clients on a wait- 
ig list basis if we are willing to remove them from their 
ome communities and families. Our workers must weigh 
te trauma upon the child of taking this action versus the 
cision of leaving families intact but without treatment 
srvices. 

The lack of a mental health policy and program 
livery framework will continue to perpetuate the conun- 
“um of community services existing just beyond the reach 
* on-reserve populations. For those who access them, 
‘ey will often find themselves alienated because services 
re ill-designed for serving Indian clients, and the federal 
Overnment while maintaining responsibility for access to 
ealth care will point to funding considerations in main- 
‘ining small-scale and understaffed projects such as the 
odin Counselling Unit in Sioux Lookout. 

It is our position, and one which is supported by the 
hiefs in our area, that a national policy on native mental 
2alth for on-reserve Indians must be developed and 
icognized. At the back of my presentation I have given 
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you recommendations of the Nishnawbe-Aski Nation 
mental health policy consultation paper, so you will get 
that. 
0920 

In considering the role of the province in this sphere I 
would like to highlight some of our specific and immediate 
concerns about the present state of children’s services. I 
would ask that you consider the following concerns in the 
recommendations of this session: 

1. Recognition and increased resources where required 
for measures such as family violence initiatives at the 
community level; the suicide crisis line presently being 
implemented in Wunnummin Lake for the NAN area; 
various initiatives arising from individual communities 
that are addressing the youth suicide issue through 
workshops and community education efforts; 

2. Recognition of increased financial resources to ser- 
vice special needs children under Tikinagan Child and 
Family Services care at 50% to 100% higher levels than 
regular foster care levels; the cost of providing care to 
these children, many high risk, continues to place financial 
strain on our residential services budget despite the 
recovery mechanisms that we have enlisted from the Min- 
istry of Community and Social Services; 

3. The establishment of a treatment facility specifically 
for solvent abusers and particularly with a native youth 
component, as this is the main client group; 

4. The establishment of specialized clinical treatment 
centres for native children that are equipped with trained 
native practitioners; 

5. Development and implementation of programs for 
abusers and their families for rehabilitation and prevention 
purposes, such as Tikinagan’s proposal for a male per- 
petrators of family violence treatment facility; 

6. The need for increased collaboration among mini- 
stries and programs to fill gaps in service delivery and 
ensure efficiency to prevent duplication in services; 

7. The immediate necessity of exploring more in-depth 
strategies aimed at improving the state of mental health 
and related services to Indian children on reserve. 

In summary, I would like to once again emphasize the 
key role government must play in coming to grips with the 
crisis in mental health services for Indian children, in par- 
ticular at the policy level. The type of policy I am speaking 
of must be consistent and comprehensive enough to ad- 
dress Indian mental health needs and requirements across 
Canada, but at the same time permit enough flexibility to 
be workable among other federal and provincial jurisdic- 
tions and regional and cultural diversities among first na- 
tions themselves. In this way, we will be able to sustain 
those structures we require in building a mental health 
infrastructure that is holistically based and therefore ensure 
cultural applicability. We especially see this action as criti- 
cal for the children with whom we must entrust our future 
survival as a people. 


The Vice-Chair: We have approximately 12 minutes 
left in the presentation. Mr Miclash. 
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Mr Miclash: Thank you, Chair. First of all, Charles, I 
would just like to thank the two of you for coming down to 
Toronto with your presentation, a very interesting one. 

Something that I have had a bit to do with in the past 
three years is the program on solvent abuse. I am just 
wondering whether you are aware of the programs, 
through the Lake of the Woods District Hospital, offered to 
solvent abusers, first of all. 


Mr Morris: Yes, we have taken advantage of that pro- 
gram and we have in fact sent our clients over to that 
centre. 


Mr Miclash: What are your feelings on that program 
at the present time? 


Mr Morris: Well, it is pretty hard for me to say. I 
have only been the acting director for two months. But the 
problem, in general, that we have is that our chiefs and our 
elders have told us to find alternative means of in- 
stitutionalization, so that would exclude the program at the 
Lake of the Woods hospital. They want us to seek funds 
whereby we would be able to set up our own institutions 
that would provide relevant therapeutic care to our people. 

The two cases that I am aware of where we have sent 
people to that place that you mentioned are cases where 
we have intervened and it has been a last-resort measure. I 
do not know if you got the impression from my presenta- 
tion that there is a lot of work to be done. We need to 
educate our people and we especially need to do a lot of 
work on prevention. 


Mr Miclash: The reason I asked the question is be- 
cause it was my feeling that it was a movement out of the 
institution towards traditional means of healing and that it 
was one step in that direction. That is why I asked the 
question as to whether you were satisfied with that step in 
that direction or not. 


Mrs Roulette: I think the other thing that we find, 
sending our children to Kenora, is that our children come 
from isolated communities and even Kenora, to them, is a 
big city and the adjustment there takes quite a while for 
them. So in terms of trying to treat a child for solvent 
abuse, you have to also look at the factor that they are 
homesick and they are lonely. You cannot treat a person 
who is homesick and lonely. 


Mr White: Mr Morris, I am very impressed with your 
presentation and, of course, the time it took you to come 
down and to pull it together. 

The holistic approach that you present, I think, is quite 
creditable. When I look at the kind of services that are 
delivered in urban communities, we tend to fragment our 
human selves so much that we lose any sense of continuity 
and context for our own services. I am certainly pleased to 
see that you are not willing to give up your whole sense of 
self and the community context, your native context. 

You mentioned the Patricia Centre in Dryden. I believe 
that is their head office. They have a suboffice in Sioux 
Lookout, I think, with only one and a half staff people. I 
have two questions. One is, in what way do non-native 
supports interrelate with your program and, second, do you 
make any use of, or have other services like your own 
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made use of, the native bachelor of social work program? 
think that is at Laurentian University. 

Mr Morris: This is what is so ironic about Tikinagar 
I have been there for two months. It seems to be a nativ 
child care agency in name only. The native supports th 
you inquire about, I have not witnessed any of them. Th 
work still has to be done in order to make a bona fid 
claim that Tikinagan is in fact a native child care agency. 

At the local level, where we have our band famil 
services workers, you have to recognize what they are. 
do not know if you could even call them paraprofessionals 
but they lack the training to do the work that is required o 
them and Tikinagan in no way has the resources or th 
capability to provide the training that is required in ord 
to make the BFSWs an important linkage between th 
reserve level and our core office and so forth. So there is 
lot of work that needs to be done. I do not know if Rut 
would add to that. 


Mrs Roulette: In terms of the Patricia Centre in Siou 
Lookout, we do use the support system. However, Pa 
Centre does not service anyone north of Sioux Lookout, s 
we have to bring our children out and that has a tremen 
dous effect on the children when we bring them out of th 
communities. 


Mr Morris: We are just an intermediary. We purchas 
service from other institutions and from other groups, ani 
that is all we are presently. That is the sad fact about thi 
whole operation. 


Mr Jackson: Really briefly then, Charles, thank yo) 
for your presentation. In the six years that I have been hen 
I have listened to a lot of submissions from native bands ij 
the social policy area and I keep coming back to the scar; 
statistic that something in the order of 2% to 3% of thi 
entire native population ever gets inside a university in thi 
province. Perhaps that seems to hit on the point that thi 
process of healing within your own community has to b 
done by native peoples and, as a result, if we are no 
providing the educational opportunities, then you ari 
going to always be in a position to purchase service fron 
outside your community, which is not part of the proces 
of healing. I guess it is more a statement than a question 
but I would like your response to it. | 

There are several reports from legislative committee 
identical to this one, which have investigated this issue an 
made some very clear and strong recommendations fo 
native education, so that your resource pool is larger si 
that you can be empowered to deal with your own con 
cerns. Would you please respond to that, because it seem 
to be part of the problem that you are struggling with? 
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Mr Morris: The problem lies to a large fact that whet 
Canada was created the provinces and the federal govern 
ment sat among themselves and totally excluded native 
people from any sort of empowerment, as he called it. Si 
there is that jurisdictional problem. I think a lot could b 
solved, a lot could be done by native people if only thet 
would receive more self-government powers from the tw 
levels of government. That is to a large fact one of th 
main things that has stymied us time and time again. There 



























je no policies in place. There is always the jurisdictional 
rangle. There is always, always that jurisdictional void 
tween the federal government and the province, so they 
2ep passing the buck back and forth to each other, despite 
jhat our treaties say. The provincial government does not 
yve a damn, the federal government does not give a damn. 
jntil that attitude changes, nothing is going to improve for 
itive people. 

| Mr Martin: It has been my experience over the years, 
j\ving spent some time with native people, that we have a 
to learn from you in terms of how we deal with each 
jher and with our children. I am particularly interested in 
re holistic concept. You also mentioned integrated ser- 
ces. Certainly it sounds, from some of the witnesses we 
ive had here to date, as if we need a more comprehen- 
ve, CO-operative approach to this whole thing. You men- 
on they call it holistic. Perhaps from the native 
prspective, you might share a little bit more with us what 
yu mean by holistic. 

Mr Morris: Holistic, I do not know. I guess basically 

hat it means is that native people be given more of a say, 
ke the utilization of traditional means of resolving 
roblems. 
What I could say is that, with regard to treatment, the 
ficacy of treatment is directly related to the socialization 
at a person has been brought up in, that particular social 
ivironment that he or she has been brought up in. So we 
‘ing our kids out to a totally foreign setting where they 
®t totally immersed in foreign norms, behaviours, traits. If 
‘e had our own native practitioners manning our institu- 
ons, I am sure the treatment would be much more suc- 
tssful. We have to develop our resources, we have to 
evelop a framework, but the government, first and 
)remost, has to come up with the necessary policy and 
‘sources and the two levels of governments have also got 
define their jurisdictional powers in relation to what it is 
at we want. That is what I see the holistic approach as 
sing. 

The Vice-Chair: We have run out of time. I would 
ke to thank you for making this trip to come before the 
ommittee. You have come a long way. 


Mr Owens: I am wondering if it would possible to 
Stain a copy of Mr Morris’s presentation. 


The Vice-Chair: Yes, I neglected to tell the commit- 
‘€ members that we are trying to do that at this very 
‘oment and we will be distributing that as soon as it is 
vailable. 








LAKEHEAD REGIONAL FAMILY CENTRE 


The Vice-Chair: I would like at this point to call our 
ext set of presenters, the Lakehead Regional Family Cen- 
© from Thunder Bay; Dr Kevin Nugent, child and family 
sychiatrist, senior clinical consultant. 

, Welcome to the committee, Dr Nugent. We will just 
*t settled down here and you can start your presentation. 
‘gain, I remind you, as I will do with each of the 
resenters, that you have half an hour for your presentation 
id it is your choice as to how you divide that. Your 
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presentation can make up the entire time or you can allow 
for questions within that half-hour period. 


Dr Nugent: Thank you, Mr Chairman. It is a pleasure 
and an honour to have the opportunity to address your 
group. This is as close to a political process as I have ever 
come and I really feel complimented to have been given 
the opportunity to make this presentation. I also am reas- 
sured that in these times when people are so cynical about 
political processes, the concerns about the children’s men- 
tal health centre that had been brought forward over the 
past year or so are being listened to and are being attended 
to, and I assume this is part of the process in dealing with 
those problems. 

In my presentation, I am going to assume that we are 
primarily at the level of trying to identify what the main 
concerns and underlying causes are in terms of problems 
in the children’s mental health centre, rather than to be so 
presumptuous as to lay on solutions. 

I also want to make it clear that I am speaking primari- 
ly as an individual and as such I would like to indulge by 
telling a little bit about my background. I am a child and 
family psychiatrist, which is to say that in addition to 
medical training and training in adult and general 
psychiatry, I have specialized in working with the mental 
health problems of children and adolescents and families. I 
have moved through the province, and so I have some 
sense of what the systems are like in other communities. I 
have worked in Kingston, I have worked at the Children’s 
Hospital of Eastern Ontario in Ottawa, I have worked at 
McMaster and at Chedoke in Hamilton, and I am very 
pleased to see that one of my mentors, Dr Offord, will be 
addressing you this afternoon. I also finished off at the 
Hospital for Sick Children and another one of my mentors, 
Dr Bradley, is also on the program today. 

I made a very explicit decision at the end of my train- 
ing to strike out to the frontiers, to leave the health science 
centres, to leave southern Ontario and to go to 
northwestern Ontario, and up until very recently I have 
been the only child psychiatrist for the quarter million 
population in our area. 

I have affiliated myself with the main children’s mental 
health centre, the Lakehead Regional Family Centre, and I 
have functioned very much as a consultant to try and 
spread myself around there. So at the case level, at the 
team level, at the program level, at the agency level, where 
I work with our managers and even our board, and also at 
the organizational level across the area, I have tried to 
function as a consultant and work with our district health 
council. I am presently involved with a major project that 
is reviewing the way in which our regional services are 
offered across the entire mental health system. I am on the 
steering committee for that group. And finally, I am 
affiliated with the University of Western Ontario, which 
has set up a program—it is called the extended campus 
division of the department of psychiatry—trying to spon- 
sor psychiatrists across the north. At the present time I 
stand as the only Canadian-trained psychiatrist within that 
group of psychiatrists across the north, and I will try and 
make some reference to that as I go on. 
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Again, I want to make it clear that while I have talked 
to a number of my colleagues, including some within our 
agency, this is mainly my own stance that I am presenting 
to you. I will move on to the paper. I believe that you will 
have copies of it, and I will move right to the section 
regarding quality. | am going to deal with the headings that 
you have talked about. 

I see an apparent failure to value quality of service and 
programming in children’s mental health, and I am afraid I 
trace a major change to the switch in 1977 to—I am used 
to calling it Comsoc; maybe it is more polite to call it 
MCSS, but I am afraid I call it Comsoc throughout this— 
Comsoc taking over care of child mental health centres. I 
see since that time a real devaluation of several areas, first 
in terms of clinical direction and expertise. Many child 
mental health centres have what I feel is an ill-advised lack 
of clinical leadership and direction to complement the ad- 
ministrative structure. 
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We are used to seeing in health and in adult mental 
health systems positions like a clinical director, a medical 
director, a psychiatrist-in-chief. While I would feel I have 
moved away a lot from a medical model in the sense that 
the psychiatrist has to be in charge, I believe very strongly 
that someone with expertise has to oversee the clinical 
direction of our child mental health centres. That is true in 
some centres, particularly the academic ones down south, 
but as you move away from that and into the smaller 
centres, I think that is often overlooked. 

Subsequent to that, I think there is an inadequacy of 
skilled attention to clinical training, to program planning 
and development, to quality of service and to clinical re- 
search. In a meeting in our centre recently, the main unit of 
our centre, I found out, did not feel it was necessary for its 
staff to do assessments and treatment planning at the time 
of getting involved with their cases. That is the kind of 
situation that would never happen if there were stronger 
clinical direction. My role in our centre as a consultant 
means I do not have any formal authority or direction. I 
merely give my ideas as a consultant. 

Next, I feel that the directives we have got from 
MCSS, such as Investing in Children in 1988 and in the 
north, Northern Directions for the Delivery of Services to 
Special Needs Children and Their Families, are naive, con- 
flicting and seem to lack a sound expertise about the busi- 
ness, about clinical expertise and treatment and about what 
Our present system of care is. I also see a profound failure 
of the CMHCs to offer adequate training, supervision and 
salary to a largely novice staff with the rare exposure to 
sound academic training in terms of their university train- 
ing to child and family mental health issues. 

I feel that, first, our universities are not doing a very 
good job of turning out graduates to be prepared to do 
good work in child mental health and, second, child mental 
health centres have become a training ground for our new 
grads. They come and work and we train them and then 
they go on to work in other sectors where they are better 
remunerated, and I will come to that. 

I also see a real movement away from the idea of clinical 
assessment and treatment towards more of a care mentality 
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as you see in the child welfare system or probation se 
vices. I feel that the Comsoc administration of CMH 
shows very little understanding about clinical concepts. 
also strongly resent, and I know a number of m 
psychiatric colleagues have tried to speak about this, thi 
idea of redefining what we do in child mental health a 
intervention or support to try and access the Canada assi 
tance plan funding. This has been going on for a numbe 
of years and is even now in legislation I understand. 

I also see, and I do not know if this is only a norther 
phenomenon, a kind of amalgamation mania which has t 
do with joining programs to virtually everything in sigh 
which includes things like care and support programs 
children’s aid societies, and so on. I see a real blurring 
boundaries and a confusion and this also ends up dilutin, 
the clinical strength of the programs. As I said, I do ne 
know if this is only a northern phenomenon. I am par 
ticularly against the idea of amalgamating children’s aii 
societies and child mental health centres, because I thin 
there is a very real boundary there that is very confusin; 
for our clients when those are merged. 

Then I see Comsoc’s unwillingness to pay appropriate 
ly for clinical expertise at the staff and program levels. A 
the staff level, recently our centre has lost two very goo 
MA psychology people, psychometrists. One went to th 
health sector with a $6,000 raise; one went to the educa 
tion sector with an $8,000 raise and the summers off. Wi 
cannot compete with other sectors on these kinds of cir 
cumstances. 

At the program level, I would like to say somethin; 
about our experience in Thunder Bay trying to procure ; 
community-based treatment program for assessment an 
short-term treatment of adolescents. We have been propos 
ing such a program for six years. We have undertaken twi 
or three surveys. There is unanimous support across al 
sectors for such a program. We have customized ou 
proposal to meet local need. We have rewritten ou 
proposal two or three times. Basically we are being tok 
that a clinical unit is too expensive. : 

About three years ago, the native child mental healtl 
centre in our area decided to go ahead on the budget tha 
was being proposed. They have recently been reviewe 
and basically that review said: “This is a group home. Thi 
is not a clinical treatment centre.” We have reappealed; we 
have scaled down our proposal on every possible oppor 
tunity that we can find. 

This is at a time, incidentally, when at last count—my 
director did a survey—75 adolescents from our regiot 
were sent to out-of-region residential treatment over a one 
year period at a cost of hundreds of thousands of dollars 
We are still told that our proposal is too expensive. Basi 
cally they want a group home; they do not want a clinica 
treatment centre for assessment and short-term treatment 
of adolescents. | 

Finally, I am concerned about the linkages to the healtl 
sector in this area of quality. I am talking about genera 
hospital services, addiction services, adult mental health 
paediatrics and family practice. I see a real lack of needec 
communication and co-operation. Recently in my centre 
for example, a number of our managers argued with mé 



















joout whether it was “worth the trouble” to update family 
/hysicians about our work with their patients. This shows 
}1 attitude of a major schism between us and the health 
Nctor. There is occasional duplication of services. We do 
ot see that often in the north. Serious gaps in service 
esult in many children and families falling through the 
racks. This particularly happens with adolescents, I feel. 

Next I will move on to the issue of accessibility. If you 
jill indulge me in a mini-lecture, these are terms that may 
Jave come before this committee. These are quoted from 
tne of the major textbooks in psychiatry. “Primary preven- 
on aims to eliminate a disease or disordered state before 
} can occur.” So this is true prevention. “The goal of 
fecondary prevention is to shorten the course of illness by 
jarly identification and rapid intervention.” Here we are 
ilking about treatment or cure. “The goal of tertiary 
revention is to reduce chronicity through the prevention 
f complications and through active rehabilitation.” So 
fere we are talking about maintenance, support, rehabilita- 


I would maintain that in Ontario, our child mental 
ealth centres typically pay lipservice to primary preven- 
/on and deflect or put on waiting lists many of our oppor- 
unities for secondary prevention of child and family 
ental health problems. If primary prevention is so impor- 


I also see an inordinate amount of our resources going 
) well-established and highly resistant presentations 
yhere we are essentially involved, by these definitions, in 
trtiary prevention. This list of presentations is really the 
jain work that our centre appears to be doing at this time: 
hildren from abusive and neglectful homes, children from 
Icoholic and other kinds of serious dysfunctional families, 
heest victims, disturbed adolescents with conduct disor- 
‘ers and emerging personality disorders, children with 
‘utism. 

It is not that I do not feel that we should be involved in 
te treating of these disorders. I do feel that by concentrat- 
1g most of our resources on those, however, we are miss- 
ag all kinds of opportunity for secondary prevention, for 
‘reventing children and families getting to some of these 
tates of severe and entrenched disorder. 

If I were to make a medical analogy, and I think you 
vill be aghast, imagine you phoned your paediatrician and 
aid: “I’m calling about the young one. He's running a 
>mperature and he’s got a terrible cough. It sounds like 
Nere is a bit of a wheeze.” Imagine if your paediatrician 
aid: “You know, we’re awfully backed up with our ICU 
‘ases and our rehab cases. If he gets really sick bring him 
1, but otherwise he’s just sick, so don’t trouble us with it.” 
hat would not be acceptable: that would be a legislated 
possibility. This is the kind of thing that is happening in 
hild mental health, which really makes one wonder about 
vhat value we place on this area. 
| With the kinds of presentations which I see more in the 
‘Tea of tertiary prevention, we are often doomed to rather 
imited success, because we are looking at situations where 
here may be limited resources and motivation of the child 
ind family, inadequate clinical skill of our staff—remember 














15 JANUARY 1991 S-43 
eat shea le aT RCRA RRO 


we have a very young, green staff where training has not 
been emphasized. There is a lack of intensive treatment 
structures and settings. 
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A good example of this is in the area of sexual abuse, 
where we have a sense now of how we can properly treat 
families where incest has occurred, but it calls for a 
comprehensive, well-co-ordinated system that most child 
mental health centres are not able to provide. 

Also, I see a weakness in our systems in contending 
with chronic conditions, situations and rehabilitations. We 
are dealing with chronic situations as if it is a matter of 
quick treatment and cure when oftentimes there may be a 
need for relatively long-term support and intervention. 

I guess the one area that I would point to where this 
contrast is most striking is dealing with the contrast be- 
tween the young offender sector, which at least in the north 
in my jurisdiction has received a major influx of funding 
over the last few years, and dealing with the kinds of kids 
who end up with young offenders earlier on, for example, 
children with attention deficit disorder and hyperactivity. 
As many as a third to half of those kids go on to have 
trouble with the law. Many of those kids end up in the 
young offender sector. 

I have done lots of young offender assessments. Many 
of those kids had hyperactivity and attention problems that 
were not diagnosed, that were not well handled. In our 
centre, I have been trying for a number of years to get 
some designated resources to put in a program for children 
with hyperactivity, while we have a whole team dedicated 
to the young offender sector and, as I said, lots of other 
resources coming into the young offender sector. So we 
have no sense of a stitch in time here. We are putting major 
resources in at a point in time when it is well known that 
treatment of well-entrenched conduct disorders is a very 
frustrating and limited exercise. 

I would also like to make a comment about the 10,000 
or sO cases awaiting child mental health services. I would 
ask, should not mental health assessment certainly, and at 
least perhaps treatment where indicated, be a legislated 
right in Ontario? 

What of the opportunities for early identification and 
treatment that are being missed as families turn away bit- 
terly from interminable waits? Should we wait for the 
entrenchment of presenting problems for suicide gestures, 
family breakdowns and so on, before our citizens have a 
right to mentaf health assessment assistance? 

Next I would like to move to the issue of availability. I 
see a need to recognize that there should be a spectrum of 
services from basic services through to specialized ser- 
vices available according to the realities of population and 
the region. This has been well documented in many reports 
going back to the Heseltine report and others. Why are we 
not following our own guidelines in these areas? 

Speaking on behalf of my area of northwestern On- 
tario, our critical needs would include skilled emergency 
assessment and short-term in-hospital treatment resources 
in at least one general hospital. Adolescents going into 
hospital in our community do not receive any kind of 
quality service on a reliable basis. 
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Second is the kind of community-based crisis and 
short-term treatment facility for adolescents I have talked 
about. 

Third, and this is something that is kind of a new idea, 
is a pool of funds available to flexibly meet the needs for 
creative programming in special situations. 

One of the youngsters that I have been involved with, 
for example, is about turning six. He has behavioural 
problems, and his mother was coming to keep an eye on 
him over lunch. She had an opportunity to return to the 
workforce and this boy was not able to manage through 
lunchtime. He was suspended three times and was on the 
verge of expulsion from kindergarten. A very small 
amount of money would have been able to provide some 
opportunity to supervise this child over the lunch hour. 
That is a small example of what I am talking about. 

Finally, and I say this with little trepidation having 
talked about how money is flowed to the young offender 
sector, it is clear to me that there ought to be some kind of 
a prevention resource for intensive treatment of high-risk 
young offenders before the major offences that we are 
anticipating, before serious assault, before further sexual 
offences, and so on. When we call the supposedly desig- 
nated centres in Thunder Bay, we are told they have not 
done that offence yet so we cannot get them into the treat- 
ment programs. 

I would also like to suggest to you that a well-functioning 
child mental health system requires adequate backup from 
child psychiatry, from adult psychiatry and from the adult 
mental health system. 

I would like to ask when the government of Ontario is 
going to contend with the drastic maldistribution of child 
and adult psychiatrists in the province. Why should we in 
northern Ontario with a population of 833,000 be strug- 
gling with a little over two dozen psychiatrists and three 
onsite child psychiatrists when at the other extreme Ottawa 
has well over 200 psychiatrists and well over three dozen 
child psychiatrists? When is this issue going to be con- 
fronted? 

Regarding funding, I recognize that there is not likely 
to be a major influx of new dollars into CMHCs, although 
I do feel the sector is underfunded, but I do think some 
realities have to be faced. Our local Comsoc office con- 
tinues to nickel and dime us on what are even very basic 
base budget issues, often coming from its own directives, 
the amalgamations it puts us through, pay equity and so 
on. This can only lead to cutbacks in service and training 
and a very real demoralization of our staff. 

Second, in regard to the major salary discrepancies 
between CMHCs and virtually all other sectors, we are 
seeing a very real and rapid turnover of staff, a loss of 
experienced staff and again demoralization. Quality clini- 
cal expertise, treatment and programming cannot be pur- 
chased at rates that you would expect to pay for care and 
support and for group homes. 

In conclusion in this area, I really feel society will get 
what it pays for. A continued failure to invest wisely in the 
mental health needs of children and families will only put 
increasing burdens on corrections and adult mental health 
services as our children grow up, and on education, child 


welfare and child mental health services for future genera- 
tions. 


The Vice-Chair: We have approximately 10 minutes 
for questions. I have on the list Mr Owens, Mrs McLeod. 
Mr Beer and Ms Haeck, in that order. Mr Owens is first. 


Mr Owens: I would like to begin by thanking D1 
Nugent for his presentation. I think you have delivered a 
fairly round and sound condemnation about the system as 
it exists now. I am wondering if you can present to the 
committee some specific recommendations that we can 
take into account as we go forward to bring recommenda- 
tions to the government. I guess you are currently based 
somewhere between northern and southern Ontario, and 
what we heard from different presenters over the past day 
and a bit is that there are unique problems related to both 
sides. I am wondering if you could comment on that and 
also give us some sort of guidance as to what we should be 
looking for. 


Dr Nugent: As I said, I was not certain that my 
vantage point and my definition of the problems coincided 
with the issues across the province, although I have some 
sense of those things. So I will make a couple of thoughts 
that I would see more as directions rather than solutions. 

I think we really have to look at the decision we have 
made in terms of how the child mental health centres are 
administered. Is the MCSS the proper place to do it? 
Should it perhaps be Health? Should we look at the crea- 
tion of a ministry for services for children and youth? I 
really feel that issue has to be struggled with. If we remain 
under the administration of MCSS, then we really need to 
get some people who have a knowledge of mental health 
and child mental health in positions of authority in MCSS. 

I also feel very strongly, and it is an understandable 
bias, that the issue of clinical direction and expertise and 
informing of our programming and our training and so on 
has been undervalued and needs to be contended with on a 
centre-by-centre basis. 

I feel some of the basic funding issues, as I mentioned 
in the summary, really need to be dealt with. One of the 
issues that is clearly an issue in the north has to do with 
recruitment and retention of professionals. The financial 
issue makes it that more difficult to retain professionals, 
but we find it very difficult to recruit MSWs, MAs in 
psychology, PhDs. We have only a single graduate-level 
program in northwestern Ontario, which is an MA in psych 
program. They do not even have a course on child mental 
health. We really need to look at ways to improve that in 
terms of the situation in the north. 

In our area, the native child mental health services are 
in a rather independent structure and function, so I am 
circumspect in what I have to say about that sector, but I 
tend to lean towards the idea that they really need to have 
culturally sensitive and appropriate services. The kinds of 
clinical offerings that I have been trained to give often do 
not jibe with where particularly native children and 
families from very traditional ways are coming from. 

Those are some things in terms of solutions. Perhaps 
others will come up as we move through the discussion; 
there are a lot of questions here. 
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_ Mr Owens: In terms of the cultural sensitivity issue 
{OU raise in northern Ontario, how would you build that 
jato the medical model that you seem to feel is the route 
ive should be going? 


Dr Nugent: Are you talking specifically about the na- 
jive mental health sector? I feel very strongly that it is a 
jituation of people with clinical expertise being available 
s consultants to native health providers, that we should be 


avolved in training and supporting, consulting to them, 
Waising their level of expertise and their knowledge of 
\arious aspects of technique of our area in terms of their 
)eing able to provide it to their own local people. A system 
f that kind of support to native mental health providers 
sould quite easily be established. There is something com- 
»arable to that working out of Sioux Lookout but more 


wroadly available across the north. 
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Mrs McLeod: I am not going to attempt to take the 
‘ommittee into the whole area of the special needs of 
torthern Ontario. I was most anxious that we have repre- 
entation from the north so we would begin to get a sense 
of what a huge area of need it is. I think we really need to 






























hese sessions is begin to get a sense of the enormity of it. 
Ibviously, I am also very biased and not at all objective in 


at. 

_ But I would point out from the opening comments Dr 
) Nugent made that in his involvement across northwestern 
Dntario, one of the things I think he did not mention was 
that the only reason we now have a second child 
ysychiatrist for the first time in my memory is because of 
he personal effort Dr Nugent makes to recruit people. 
(hat is also something which has been demanding of his 
‘ime and personal commitment, and it is reflective of the 
‘cute need for trained people in northern Ontario that our 
slinicians would have to make such an effort at recruit- 
nent. It is also, incidentally, one of the factors we have to 
Fook at in terms of the high rate of burnout for profes- 
ionals in northern Ontario. 

| Having made those comments, I will ask Dr Nugent to 
40 into a more general area. The short-term crisis unit you 
Nentioned is a long-standing need and one I am well 
iware of. I think the fact that has not materialized is not 
ust a funding issue, although that is real, but also seems to 
eflect the other issue you have addressed in your report, 
which is a very basic difference in orientation between 
slinical and support models. 

I do not know if you have had an opportunity to look at 
he Maloney report yet, which was tabled just before 
Christmas, looking at children’s mental health services and 
‘ecommending essentially that the school become a hub 
or service delivery. It may be unfair to ask the question 
»efore you have had a chance to look at the report, but I 
tm wondering whether you think there is room for some of 
he primary-secondary interventions, as you have 
Jescribed it in your report, to be possible at that school 
vel with a role still for a clinical referral model at a more 
“entralized level. 
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Dr Nugent: I believe very strongly in that pos- 
sibility. I think there is some good research that looks at 
primary prevention efforts based in the school that are 
non-stigmatizing, that are available to all children and that 
can make a very substantial impact. I am talking about 
Rutter’s work in terms of primary prevention in schools in 
Britain. As to secondary prevention in terms of children 
and adolescents in school who are actually experiencing 
difficulties, I do not see why a support group kind of inter- 
vention, such as a support group for children whose 
parents have separated, could not be available based in the 
school. I am supportive of that as a direction to go. 


Mrs McLeod: You are optimistic that clinical and so- 
cial work models can work compatibly and provide a con- 
tinuum, that we can get past this basic conflict in 
approach? 


Dr Nugent: Oh, very much so. There is a clear need 
for a range of services. My difficulty is when the clinical 
ones are lopped off because they are too expensive or not 
valued and so on. We need the range, clearly, in my 
opinion. 

Mrs Witmer: I am really pleased to see this very 
frank and honest report. Following up on what Mrs Mc- 
Leod has just spoken to, the school being a central focus, 
would you also support the establishment of some sort of 
children’s services planning advisory committee in each 
community to help co-ordinate children’s services at the 
local level? 


Dr Nugent: Certainly I would. I think it would 
facilitate the linkages between different sectors. We are 
making some initiatives in those directions both in the 
child mental health and the adult mental health sector in 
Thunder Bay. So far, we have been encouraged by what 
has been coming of that. Yes, I strongly support that as 
well. 


The Vice-Chair: Thank you for your presentation. 


ONTARIO PREVENTION CLEARINGHOUSE 


The Vice-Chair: Our next set of presenters is the 
Ontario Prevention Clearinghouse; Bryan Hayday, execu- 
tive director. Thank you for coming to the hearing. We 
have half an hour for your presentation, as I remind each 
of the presenters. We will stick to that time limit and you 
can divide that in whatever way you deem appropriate. 


Mr Hayday: Thank you very much. The written 
presentation that has been distributed is not something I 
will read. I will not, however, introduce significantly dif- 
ferent information but rather highlight it in the same se- 
quence in which it is presented. 

I would like to begin by making an introductory 
remark. It is important when we are thinking about the 
children of the province that we think about all of the 
children of the province and not just about those whom we 
are most aware of because of some specific current 
problems they may have, and recognize that any solutions 
which work for the few have to be in the context of all 
children. That is a theme I would like to pursue. 

Our vantage point at the Clearinghouse is that as an 
organization we work with nonprofit organizations and 
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social services, health and education across the province. 
So I think we have a rather unique perspective that reflects 
the interests of children across the province as well as 
other community concerns. The Clearinghouse has had a 
history of about five years and it is in that context that I 
will speak. 

Children’s mental health has expanded significantly in 
Ontario over the last 15 years. In some ways, it can be 
dated back to an experiment to bring together a children’s 
division and solve some of the issues which are surfacing 
again a decade and a half later. During that same time 
period, there has been some significant research which we 
must pay attention to; it needs to be examined in a context 
of this question as well. That research is drawn in part 
from the Ontario Child Health Study conducted by the 
child epidemiology unit at McMaster. That study showed 
there was an incidence level of childhood psychiatric dis- 
order that ran upwards of 16% of all children in the 
province between the ages of 4 to 12. Childhood 
psychiatric disorders are some of the concerns which 
children’s mental centres pay attention to. If you keep in 
mind that figure of 16%, at the same time that 16% of all 
children in Ontario may have a psychiatric disorder we 
have a children’s mental health system and children’s and 
youth institutions and other organizations providing 
children’s mental health support seeing maybe 2% of 
Ontario’s children in any given year, with no guarantee 
that this 2% is drawn from the 16%. We have absolutely 
no way of being certain that those figures correspond. So 
even if you as a committee were to recommend an 800% 
increase in the resources providing treatment services for 
children with a psychiatric disorder in the province, there 
is no guarantee, the way we have currently organized our 
system, that those services, even increased eightfold, 
would address those children in most need. That is the first 
point I want to register with the committee. 

1010 

I would also like to remind you that while we accept 
tacitly the importance of access to treatment, we do not 
demand at the other end of the spectrum any substantial 
evidence of the effectiveness of that treatment in adjusting 
the long-term life chances of those same children. There is 
a kind of lipservice paid to the importance of more access 
to treatment without equivalent efforts going into demand- 
ing evidence that this was useful and helpful for those 
same children in terms of changing their life chances and 
improving the quality of their lives. 

There are some other disturbing findings that came out 
of the child health study which are buried in the detail, and 
this gets us back to the level of looking at the entire system 
for children. The child health study found that for those 
children living in families where the principal source of 
income was a welfare cheque, when you held that income 
constant and compared it with children living in the 
families of working poor, the same dollar value, the 
likelihood of childhood psychiatric disorder was substan- 
tially higher in those families where the dollars came from 
welfare rather than from earnings. Since we know that a 
substantial life improvement could be realized for those 
children by addressing that kind of system question, you 
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have to wonder about the order of priority on which we are 
attacking some of these problems. The predictive negative 
impact of welfare dependence on life chances for children 
is enormous and substantiated by research. 

More recently in Ontario we have two reports which 
asked us to look system-wide, and I would like to ask that 
you consider those in your deliberations. The Investing in 
Children report looked at some of these same problems in 
terms of access, availability and prevalence of problems 
for children with mental health concerns. One of the more 
recent reports, Children First, which has recently been 
released, says we do not have solutions available for 
children in piecemeal form; that we need models that work 
at community levels of which children’s mental health 
centres would be partners but not the sole source of the 
solution; that schools are important; that recreation is im- 
portant; that health is important; that corrections are im- 
portant; that the co-ordination of our resources at the local 
level will yield potentially substantial benefit for those 
same children. 

We have talked previously about the need for an agen- 
da for children in the province. As the growing welfare 
rolls and waiting lists attest, some substantial difference, a 
different, fresh approach involving problem-solving at 
local community levels, fiscal allocation at local com- 
munity levels, may hold some promise that we have not 
realized with our current attempts. Doing more of what we 
are doing now does not hold the promise for us that doing 
differently does. 

Children’s mental health centres have shown the poten- 
tial to increase their community profile, their community 
presence and their preventive thrust to address problems at 
source rather than problems which are fully developed, 
full-blown, such that you have children in significant dis- 
tress. They are not in distress one day and in massive 
distress the next. There is a period of development of the 
problem, within the family, within the community, within 
the context of understanding the child as a developing 
creature. There is a logic, there is research, there is an 
intuition which says we simply must invest our resources 
in prevention and early intervention as we have no sub- 
stantial evidence that says we have either the resources or 
the expertise to deal with the volume of children who have 
treatment needs. 

Children’s mental health centres have an opportunity at 
this difficult time in the sense that they do not have a legal 
mandate to provide most of their services. They have 
resources which have an element of community discretion 
attached to them. They could be delivered differently 
without any required change in legislation. They could be- 
come the vanguard for some of the partnership required in 
some of these broader-based systemic solutions. 

One of the examples of that kind of alternative way of 
working together at the community level is contained in a 
model known as Better Beginnings, Better Futures. It is an 
example of the kind of integrated child development 
model which has been under development in Ontario for 
the past three years. Better Beginnings, Better Futures 
brings together what we know from the research nationally 
and internationally about what works for children that 





/makes for a better future for them. It is a model that we 
nope, we expect, will be launched in a number of Ontario 
communities very shortly. This community-wide model 
jengages parents and children as partners, not as recipients 
jf a service, with the various agencies that have a stake in 
jhe children’s future and brings together again in an in- 


egrated manner, not in a sector-separate, discipline- 












ave a substantial long-term impact on children’s develop- 
/ment and change their life trajectory. 

That kind of broad-based systemic approach holds 
30me promise. Doing more of what we are doing now does 
aot hold promise that is based on any substantial research. 
‘\{n fact, the research markers are pointing us in the direc- 
|tion of doing things differently. 

Our service system for children in Ontario will always 
ifequire areas of expertise for children most in need, but it 
| requires a balance in that system. We should not be tinker- 
ing with one end or the other. That system needs a balance 
that puts an emphasis on prevention thrusts based on re- 
‘search, earliest intervention possible and treatment, where 
mecessary, for those who have not benefited from those 
| earlier interventions. But as a province, I think we need to 
| organize our system in the interests of all those children so 
‘that we are emphasizing that end of the spectrum where 
| we can have the most effect possible. Children’s mental 
| health services have demonstrated a potential to move in 
this direction. This should be applauded, supported and 
encouraged in the best interests of our children’s future. 

Thank you for the opportunity to make this presenta- 
‘tion. 

The Acting Chair (Mr Miclash): Thank you very 
much for your presentation as well. So far we have three 
people on the list for questioning. I will start with Mr 
/Malkowski. 


| Mr Malkowski: I was very impressed with your 
| presentation. I would just like to focus on the information 
|related to the Ontario Child Health Study. It shows that 
16% of children have mental health problems and only 2% 
|receive the appropriate services. I am just wondering how 
‘you feel about some development within that area and the 
\legal implications of these services being provided. Do 
| you feel it is important for us to consider the development 
of legislation that would ensure that these services are 
|being provided in the different areas, for example, 
‘children’s mental health awareness, to help the parents and 
‘the education system become more aware and able to 
|Tecognize these symptoms as early as possible; the second 
j!area, the children’s mental health prevention program; the 
‘third area, children’s mental health educational training 
/programs? I was wondering which of these areas you feel 
)might be the most important, which needs to be really 
‘most focused on and most immediately addressed, and 
where children can get the most appropriate health ser- 
‘vices through these sorts of issues. 
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Mr Hayday: I need to make notes, because the ques- 
tion is probing. I will take them in the order in which they 
were posed. The ministry with lead responsibility for 
children’s mental health services is the Ministry of Com- 
munity and Social Services. One of the areas of legislation 
which it attempted to bring forward—did bring forward— 
was the Child and Family Services Act. There are 
problems with that act in terms of what is being seen by 
the field as excessive litigation, a litigious attitude which is 
interfering with access to services and the quality of ser- 
vices. 

There is a working group, of which I am a part, on 
strategic directions in children’s services that is struggling 
with whether or not the solution lies in legislation or in 
alternative delivery systems that are not necessarily de- 
pendent upon legislation. Making it the law does not 
necessarily improve our capacity to deliver. That would be 
my quick overview of the Child and Family Services Act 
experience. 

The second area: In terms of prevention program, I am 
aware that there is a prevention policy existing in near- 
completed form within the Ministry of Community and 
Social Services which has implications that cut across the 
ministries of Health and Education and which would have 
service delivery implications. I would urge the government 
to bring that policy forward and declare it and work 
through the delivery implications of it. I think that would 
be a substantial step in the right direction. Our training and 
education programs are not always well linked to best 
practice informed by research that shows the effect, size 
and value of that practice. I think it would be useful to 
have a continuing education capability that linked service 
practices to what is known in the research. 

I think I covered the questions there. I may have 
missed part of one, if you would like to redirect me. 


Mr Malkowski: No, that is fine. Thank you. 


Mr Beer: I think it has not been by design, but I think 
it has been fascinating to have your presentation after that 
of Dr Nugent, not because I think the two of you would 
necessarily disagree. I think it would probably have been 
most useful for the committee to have both of you at the 
table right now as we deal with some of these questions. 

What I think is important, as a committee, is that we 
recognize that there have been some approaches to this 
issue—whether we want to oversimplify and say the medi- 
cal model and the sort of social service model, regardless 
of what we may feel about that, the answer surely lies in a 
better integration of those and that the concerns that Dr 
Nugent raised are ones, whether children’s mental health 
falls within the mandate of Comsoc or Health or some 
redesigned system—clearly there are both of these areas. 
You made reference to Better Beginnings, Better Futures, 
which it seemed to me in a conceptual form was the way 
we wanted to go, which brought together the best of the 
clinical and treatment, the best of early intervention and 
the best of prevention and tried to approach it in, to use the 
term we are using, the holistic sense. 
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I think what I take is that you have identified and Dr 
Nugent identified real problems. Those are not imagined. 
They are real and they are there. In a sense for the govern- 
ment, for any government, how do we then organize our- 
selves to meet those needs? 

I know you made reference to the report by Dr 
Maloney, Children First. I realize this is preliminary, but I 
wonder if you could share some of your thoughts in terms 
of how we put together structures both at the provincial 
level and at the local level to try to get around the various 
roadblocks that we have because of government structures, 
ministerial structures and all that sort of stuff, so that in 
fact the dollars that we have, which will always be limited; 
we will never have all the money we would like to have— 
but how can we best put that together? Then you will have 
done the committee’s report and we will not have to— 

Mr Hayday: In answering your question, I am 
reminded of the previous question that I missed so I will 
roll them together. 

The governments of Ontario—three different parties— 
have toyed with models—“toyed” is excessively 
derogatory—have worked to find models at the local level 
of spending in an integrated and co-ordinated manner, 
resources that cross health, education, social service, fiscal 
budgets and delivery systems. 

We have come close a couple of times. We came close 
with the children’s services committee experiments of the 
late 1970s and early 1980s. We got right up to the decision 
point in terms of actually allocating budgets and fiscal 
authority and then we deep-sixed it because we were not 
quite ready to trust that people could make decisions local- 
ly, with all of the resources that were represented, in the 
best interests of children and services in a way which 
would not set legal precedents that would cause us inor- 
dinate difficulties, etc. 

We have come close in terms of bringing together dis- 
trict health councils and local social planning bodies and 
giving them some kind of local fiscal decision-making 
capability. We have been within weeks of announcing ex- 
periments of that kind and have deep-sixed them. 

It seems to me that the situation will eventually get so 
desperate that we will actually try it. We will actually try 
somewhere an experiment that makes available all of the 
dollars and resources, which we are spending in those 
communities anyway, in some integrated manner where it 
will not matter what the entry point was for the family 
with the child with the problem and the concern that they 
were worried about. 

If they are more friendly with the public health nurse 
or the community health nurse or the children’s mental 
health centre or the teacher, or they happen to know some- 
body, a pastor, who is on a local planning council, it will 
not matter what door they walked in because they will not 
become trapped in a service labyrinth thereafter. They will 
have walked into an integrated system where they will be 
able to get from the resources that are available a propor- 
tionate share that would enable them to improve their life 
circumstances. 

There is a political will question here because of the 
three levels of government that fund, ultimately, services at 


local levels. But I do not know that our country is bij 
enough to afford three parallel systems that do not worl 
together, much less the ministries that fight with each othe 
around fiscal economy. I think there is an issue of politica 
will and a local community experiment is required. 


Mrs Witmer: I appreciate your report and I appreciate 
the opportunity to become familiar with your organization 
You talked about the delivery of service and the problem 
that we have and that there is no point in throwing more 
dollars at the system at the present time if we are going t 
deliver it as we have presently. You go on to speak abou 
the Better Beginnings, Better Futures model. Followins 
through on that model, do you then see the schools becom: 
ing a central focus for interagency needs assessment anc 
service delivery? 


Mr Hayday: In some communities that may make 
sense. 


Mrs Witmer: What alternatives would you see, then? 


Mr Hayday: I think that if we are going to pay more 
than lipservice to local decision-making, we may neec 
some local forums to decide what the lead agency shoule 
be in certain communities, and it will not always be the 
school. Although the school is easily recognized and may 
be the dominant entry point for some, there may be some 
communities where there has been a relationship betweer 
the community and the school system that would make 
that a hostile relationship at this time. 

If the system is genuinely going to be flexible, I think 
we need to be open to exception in Ontario. We have ¢ 
tendency to want to design systems that work everywhere 
as though this province is made up of some kind of generic 
community where a single system will work in North Bay 
or Marathon or Cornwall or Hawkesbury or Kapuskasing 
or Scarborough. Our province is not organized like that. Sc 
to decree by caveat that it should always be thus, without 4 
mechanism for local flexibility, does not seem to reflect 
the character of the province. 


Mrs Witmer: What other agencies or groups would 
you then see becoming the central focus? You talk about 
the need for flexibility. What other suggestions would you 
have? . 


Mr Hayday: In some communities, a community 
mental health program may have an integrated child and 
adult program. A community health centre may be a local 
access point; the community health unit may be, and the 
school. It may be that someone is more familiar with the 
food bank. I am not recommending at this time that food 
banks exist in perpetuity, but whatever your service access 
point is, there needs to be some connection to the rest of 
the system. 


Ms Haeck: Mr Hayday, I welcome your report very 
much. You definitely synthesize in an extremely articulate 
fashion a number of things that have been discussed, not 
only here but in my other lives as well, and I am glad you 
have done it as you have. But I also feel, because of my 
Own experience out there in the real world beyond this 
building, that you will receive some criticism if we do not 
get on the record exactly who you are. We have heard from 

























1 whole lot of professionals, but according to what I have 
inere I am not exactly sure what your— 


Mr Hayday: Credentials are? 


Ms Haeck: Exactly, because I am quite sure there will 
joe slings and arrows visited upon you if you do not come 


} Mr Hayday: Sure. I am the founding executive direc- 
‘or of the Ontario Prevention Clearinghouse, the directeur 


(Beginnings, Better Futures model and a member of the 
technical advisory group for that model. I am the chair of 
the Ontario social assistance reform committee network 
working to identify systemic solutions for some of the 
}problems associated with social assistance reform in the 
‘province of Ontario. Prior to my work in those areas I 
worked as the director of prevention services for a 
children’s mental health service, as the director of a school 
"community consultation service for a children’s mental 
‘health service and as the director of parent education for a 
‘children’s health service, all in the same agency. I am also 
an ex officio outside-of-government representative on the 
prevention policy steering committee for the Ministry of 
Community and Social Services. 


Ms Haeck: Excellent. I think you bring a wealth of 
knowledge to this committee. Not only have you put it 
‘forward in a very articulate fashion, but you obviously 
have a great deal of experience out there in the community 
which you have really brought forward very well today. 
» Thank you very much for your presentation. 


_ The Chair: We have time for one final question from 
| Mr Hope, very briefly. 

| MrHope: Yes, it will be very brief. It is good that you 
) brought up Better Beginnings, Better Futures. I am glad to 
see you brought that up. You also indicated about the legis- 
) lation that we would have to do in order to make changes 
‘and you say there is no need, and I guess I have to agree 
) with you because we seem to have already been doing a 
‘labelling of people. 

| In our own meetings here today we are labelling in- 
‘dividuals of welfare who are going to potentially become 
Killers or rapists or whatever, and I do not totally believe in 
‘that philosophy. But I think what this government has to 
‘do in the upcoming future of its mandate is to make sure 
‘that, number one, we look at social programs and helping 
families get out of that environment, with either housing or 
‘job development. I think that is really where the focus of 
‘this is coming from, because I believe that the service 
/providers who are there do not want to sit there waiting 
‘until everybody starts flowing in. I think we have to 
vaddress it, and addressing it at the beginning is where we 
‘have to start. 

I really believe that the philosophy of our govern- 
) -ment—hopefully i in the mandate that is put forward by us, 
we will be able to take away from the waiting lists. As you 
deal with the waiting lists, we know there are two issues, 
prevention and dealing with the problems that are faced by 
the people of Ontario, and also to deal with the current 
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issue that we have to address, the waiting list that is out 
there. : 

I am glad to see you brought up the legislative aspect. 
There are other areas of legislation that we have to address. 
I think that is what this committee has to look at, where the 
potential or where the people are who are coming from 
and into the program. We have to really concentrate our 
efforts on that and I want to thank you for bringing that up. 


The Vice-Chair: I am afraid we have run out of time. 
I would like to thank you for coming before us. We will 
now adjourn for 10 minutes until 1045, until we are able to 
put together the slide presentation which our next 
presenter is going to be making. 


The committee recessed at 1035. 
1045 


HOSPITAL FOR SICK CHILDREN 


The Vice-Chair: Our next presentation is from the 
Hospital for Sick Children, Dr Susan Bradley. I would like 
to point out that we have technical difficulties with the 
slide presentation that was supposed to take place, so we 
will put that to the side and we have a hard copy of your 
presentation. I think that will have to do. I apologize for 
that. 


Dr Bradley: No problem. 
The Vice-Chair: Please start your presentation. 


Dr Bradley: Thank you. I appreciate being asked to 
come to address you. I would like to tell you that I have 
another hat and I think it is not just as psychiatrist-in-chief 
at Sick Kids that I have been invited to come here, but as 
head of the division of child psychiatry at the University of 
Toronto. 

I think, in addition, I should simply tell you that I have 
been actively involved in a number of other groups 
oriented towards promoting and developing children’s 
mental health services in Ontario, and these include the 
Sparrow Lake Alliance. I have been a member of the child 
welfare committee at the Ontario Medical Association for 
a number of years and am presently chairing the infant 
mental health promotion project for Metropolitan Toronto. 

All of these activities tend to have a rather similar 
focus and some of what I am going to present to you is 
coming from that perspective. What I have chosen to do is 
to address the five topic areas which were part of your 
mandate. These may appear to have a certain redundancy, 
and I will try to limit that as we go along. 

Under availability, I do not think I have to stress the 
fact that there are fairly significant limitations which have 
been pointed out quite clearly in the Ontario Child Health 
Study. The data indicating that there are roughly 18% of 
children with a diagnosable mental disorder and yet less 
than one sixth of those are actually receiving any form of 
treatment have caused us all to do some serious rethinking 
about whether or not we will ever meet the need with the 
present service system. Obviously, asking us to address 
some alternative type of service delivery system gets us 
clearly into issues of prevention and early intervention, but 
that is not the only avenue. 
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What I have chosen to do is to stress certain areas 
where I am aware that there are distinct resource gaps. I 
have chosen to do that in the three broad categories of age, 
diagnostic group and resources. There are two groups that 
stand out from an age perspective, one of which is infants, 
who have really not been recognized as having mental 
health problems until relatively recently. 

I think those of us who have been working with 
families for a number of years are very much aware of the 
importance of early development and of infancy to the 
ultimate development of healthy individuals. At present, 
within our system there is no clear system of responsibility 
for infant services. They are spread broadly across at least 
three ministries. 

Transitional-aged youth are again a group for whom 
there is no very well organized system of delivery of ser- 
vices. They fall neatly between the cracks. They do not fit 
neatly into the child and adolescent spectrum of services, nor 
do they fit very well into the adult spectrum of services. 
Constantly we are confronted with the fact that services, 
for example, for adolescents in crisis stop at the 18th 
birthday at Sick Children’s Hospital, which is presently the 
only 24-hour emergency service available in Metro Toronto. 

Most adolescents who are 18, who require crisis inter- 
vention services, are coming because of problems to do 
with their families. Those adolescents, by necessity, end up 
going to an adult facility, which does not really deal with 
families very adequately, so they end up having to get 
service from a system that is not well designed to meet 
their needs. This problem has been recognized in a number 
of reports, and I will not go on at length about that. 

The diagnostic groups for which I am quite aware of 
deficiencies include the older conduct disorder group and 
particularly the young offenders, and the new Strategic 
Directions report is picking this up as a clear need, as has 
the Colin Maloney report. In addition, though, we are very 
much lacking programs for substance abusing and street 
youth. We have failed to deal with this issue effectively at 
all, and the university community is as lacking in this 
regard as is the broader medical community. 

We are very much aware of the needs of sexually 
abused children and their families, but we have not suc- 
ceeded in developing treatment programs that really meet 
those needs. There is a knowledge gap here. People who 
are writing in this area about children who have been 
traumatized will recommend that every single traumatized 
child should have individual psychotherapy. 

Now that we know what the incidence of sexual abuse 
is in our society, and depending on what kind of abuse you 
are talking about, we are talking probably 10% of children 
at least. It is quite impossible to imagine providing 
individual psychotherapy for that number of kids. The 
issue becomes, are there other ways of intervening that 
really do address the needs of those children who have 
been abused and are as effective? We do not have the 
answers for that, but clearly we have got to get the answers 
for that. 

Eating disorder is another issue in which there is no 
organized program. The great irony is that there is a very 
well organized program for eating disorders in adults. We 


all know that eating disorders begin in children; they di 
not start in the adult years. Yet efforts to develop eatin, 
disorder programs have met with very little positiv 
response. I will get into some of the reasons why I thinl 
we are not getting anywhere in developing some of thes 
programs when I talk about the lack of clear responsibility 
but those are the obvious deficits in terms of diagnosti 
groups. 

If we look more broadly at issues of resources, we ar 
quite aware of the fact that we do not have enough long 
term residential programs for seriously ill adolescents. Wi 
closed institutions and agencies like training schools, an 
in doing that we did not open up an alternative system o 
care. Many of the youngsters who in many ways wer 
being looked after in some of those facilities in fact have 
been left without adequate facilities. Many of the childret 
in need of long-term residential programs are going out o 
province, and this is causing a very significant drain on ou 
resources, which should not be going out of province. I 
should be diverted into development of those program 
here within Ontario. | 

There are clearly some problems with the legislatio 
for the over-16-year-olds, and I do believe that has got t 
be addressed. However, assuming that can be fixed, we ar 
left with the need for more resources in that area. | 

In addition to actual treatment-type programs for th 
chronically mentally ill, we need group homes with ade 
quate structure and psychiatric backup. One of the difficul 
ties is that there have been funds put into the system t« 
develop group homes, but if they are not adequately backec 
up from a proper mental health point of view, these kid! 
are not being adequately looked after. 

A recent study looking at the severity of disorder in the 
group of children at Kinark Child and Family Services was 
very impressive to me because these are very seriousl} 
disturbed kids. These are not simply kids in need of housins 
or resourcing. These are kids with major mental disorders 
and they are being looked after in a system that is not very 
well resourced. I think that is so throughout the system. I 
we are going to put these kids in these resources, we have 
got to provide ways of providing adequate cansultatts 
backup. 

We are working in the area of prevention, and I think 
we all acknowledge the real importance of investing more 
of our energies in that area. I think we have got to work 
out ways of providing support to physicians, to schools, tc 
programs for infant visiting and particularly in the area of} 
parenting. This is an area which we have put very little 
resources into. When you consider the amount of effor 
that goes into educating kids in other areas, we provide 
very little hands-on teaching experience in the area of 
parenting, and yet everybody emerges and becomes 4 
parent. We have very little real teaching or training in that 
area. 

With respect to accessibility, I think it is quite clear that 
the groups which are most affected in this regard are the 
ethnically diverse and the low social class groups. They 
cannot access the system as well as somebody who has got 
the bucks to pay for private psychiatric treatment. That is 
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: 
an issue that will go on until we develop a better spectrum 


It is clear also that many children get lost because of 
ack of co-ordination between settings. This is particularly 
acute in the more seriously disturbed where they require a 
spectrum of services or transfer from one service system to 
another, and in that process we know that children get lost. 

__ The adequacy issue is somewhat redundant because I 
‘think I have already touched that talking about availability. 
\One of the things, though, that does need to be highlighted 
is the need to involve the academic community to develop 
treatment programs and to evaluate those. As I have indi- 
cated earlier, in issues like sexual abuse we do not have the 
‘knowledge base to tell us what is the most cost-efficient 
way to intervene in these disorders. We are using models 
of intervention which have not been well tested and the 
university has the capacity to do that. There has been very 
little collaboration between government and the university 
and that creates two separate systems which go their own 
way. I do not think that that is a good use of our resources. 

_ With respect to quality, we clearly have some excellent 
programs in the province, and we have some very poor 
programs. A lot of it has to do with resources and consult- 
ative backup as well as access to training. 

_ I think that one of the most critical issues is the funding 
issue and I see it as the fact that children’s mental health is 
not seen to be a priority. I think until we can get it on the 
table as a priority, until people can become convinced that 
the only way that we are going to have a healthy society is 
to have healthy children, this is not going to become an 
issue that people really get invested in. 

I think that we see this over and over again in a situa- 
tion like a large hospital such as Sick Kids, where 
psychosocial resources are consistently less well funded 
‘than physical health resources. It happens in the com- 
‘munity. You can get access to a doctor if you have got a 
‘sore throat, but you cannot always get access to a doctor or 
\support if you have got trouble with your kids. Those are 
‘the kinds of things that I think we have to get into some 
| balance. Sore throats go away without much treatment. 
‘Trouble parenting your kids does not go away. 

Under needs, I can only stress how important I think it 
‘is that children must become a high priority and that 
children’s mental health has to be seen as absolutely criti- 
‘cal to the general health of our society. 

| We need a more clear definition of ministerial respon- 
sibility for children’s mental health. This issue of Comsoc 
‘being the leading ministry has helped in many ways, but 
‘what it has done is create almost impossible barriers between 
‘those agencies which are more closely allied with the Min- 
‘istry of Health and those which are allied with Comsoc in 
‘that if you attempt to create appropriate and logical sys- 
tems of care, you have to have a gradation between the 
‘back end, which tends to be the psychiatric or backup end, 
‘and the front end, which is in the community. When you 
\get two totally separate funding systems, one of which is 
‘very reluctant to give to the other, you cannot create that 
‘continuum of care. This has happened and been very 
'perplexing for us in the area of things like eating disorders 
‘Where we have tried to develop programs and cannot get 
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the co-ordinated support to develop these kinds of initia- 
tives. 

I think that there have been lots of ideas floated around 
about what is the best way to go about it. There are many 
good ideas in the new Children First document, Colin 
Maloney’s group. What is absolutely critical, though, is 
that somebody take responsibility for the whole spectrum 
of services, and that includes right from the very front end 
of schools and physicians to the backup end of treatment 
resources for the most seriously disturbed. We need to 
have a way of pulling those groups together. 

It is critical that there be a planning process put in 
place to examine implementation of early intervention 
programs. It is fine to talk about it, but when this is left to 
each local community to develop on its own initiative, it 
does not work very well, and I am very leery about simply 
handing over responsibility along with funding to local 
communities unless there is clear direction from some 
central ministry to set up certain kinds of structures that 
are considered absolutely critical. 

1100 

I have recently come from a consultation experience in 
Chile and what impressed me—I went down there as the 
expert—is that they have a system of care and they are in 
the midst of developing a mental health program for all of 
Chile and they obviously have given it high priority. They 
see that it has to be centralized. They are giving recogni- 
tion to the needs that are different locally, but they have a 
central thrust. I think we cannot lose the concept of a 
central thrust and the notion of going to local committees. 
We have got to work out both ends of that. 

We have to look at alternative systems. There has been 
a lot of discussion about school-based programs and 
physician support programs, and probably we need a mix- 
ture of all of these. We need expansion of programs and I 
have identified some of the areas which clearly come to 
my mind. I can only emphasize the importance of involv- 
ing the academic community, in both the planning and the 
evaluation of any of these initiatives. 

We need research. There are many things that we know 
about the initiation and development of children’s mental 
health problems. We need more treatment evaluation. At 
times when we are faced with constraints, with economic 
constraints, we have got to find the best ways of using our 
money, and that means evaluation of intervention. 

We do need to know more about factors which protect 
children and these include work in the areas of attachment 
which are already developing. Social and peer variables 
have become very important in terms of understanding 
how children deal with issues as they mature. There is 
some interesting new work looking at a concept which is 
sense of coherence. There are factors which make people 
able to cope with various adversities and we need to un- 
derstand what those are more coherently. There is also 
some developing interest now in affect regulation as 
important overall in development of psychopathology. 
These are things that we are beginning to understand in 
terms of genetic and other mechanisms which are impor- 
tant. But we have got to work together; that is the bottom 
line. 
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The Vice-Chair: The time for questions is very 
limited. I have Mr Hope and then Mrs McLeod. 


Mr Hope: Thank you for your presentation. I like the 
way you have presented it to us. It is in point form and it 
leaves us room to jot notes down, which is kind of nice. 

First of all, I just wanted to touch base on the resource, 
and you are talking about the group homes, with the ade- 
quate structure of group homes now currently in place. By 
the way, I may be misinterpreting what you were saying. 
You were saying that we should keep the flow of the 
institutionalized setting and develop that institutionalized 
setting into more training practices as far as getting out 
into the communities to develop a— 


Dr Bradley: We have got to figure out ways of link- 
ing up the major institutions like the universities and the 
teaching hospitals with the community. That is what is 
lacking at the moment. We have got to figure out a logical 
system of care which involves the people at the back end 
who can provide consultation and training to the people at 
the front end in the community who are actually delivering 
the service. That has not worked very well, because of the 
difficulty with the reporting responsibilities, in part. Most 
of the psychiatric and hospital-related community is 
reporting to the Ministry of Health. Most of the children’s 
mental health community is reporting to Comsoc. They 
have not worked out the integration between those two 
groups. 

Within the Ministry of Health, community mental 
health is not responsible for people who are under 16. It 
means that if you are trying to develop a logical system of 
care which involves the institutions at one end and the 
community at the other and you want to bring them all 
together, you have to work with several different groups 
within the ministry who do not talk to each other and do 
not work together. That means you cannot do it. Practically, 
that is what it means. 


Mrs McLeod: I knew it was going to be tremendously 
frustrating, with each of the people coming to our commit- 
tee, that we would have such a short time to learn so much 
from what you have to offer. So of a dozen question areas, 
I am going to focus on one. The Maloney report, as you 
know, looks towards a more integrated, more co-ordinated 
system, which obviously you would concur with, based on 
your remarks. I was concerned, in reading that report, that 
I very much like the school as a hub focus, but I am not 
sure that it does not neglect a little bit support for 
physicians, which you have identified, and perhaps the 
way in which complex treatment needs can be met. 

I would like to focus on your background in education. 
I worry that in anything we have tried to do there tends to 
be an either/or type of approach in where the priorities 
should be, when in fact you just cannot afford an either/or 
approach for children’s mental health services. Do you 
feel, in the university setting, whether it is faculties of 
education or family practice training, psychiatry training, 
psychology or social work training, that there tends to be 
an either/or focus, that it is one or the other, that one gets a 
priority? Does there need to be more integration of orien- 


tation at that level for us to be successful at the community 
level? 


Dr Bradley: I think there is not, has not been at 
least—I go back to my own experience in being trained’ 
and I think it has not changed dramatically—a really clear 
understanding of the importance of children’s mental 
health to ultimate outcomes. People are distressed about 
abused children and children who may have drug and 
alcohol problems or children who are being neglected. 
Issues like that are self-evident. But I do not think that at 
the broader level people understand how important it is for 
children to have stable, consistent relationships over time, 
how important it is that their needs get met in a variety of 
different ways. I think that kind of education has to be- 
come a part of what we teach children in public school, in 
high school, in all of our training programs, whether it be 
for physicians or social workers or anybody. I think there 
has to be more emphasis on how important children’s 
mental health is and what the dimensions are and what you’ 
as an individual can do in your own professional practice 
to be alert to that. 

Very few family practitioners are given real training in 
child development or in parenting problems or issues like 
those, and they see them all of the time. The ones who are 
particularly interested will seek out some more training, 
but the bulk of them feel frustrated, hope that they can find 
some resource in the community but oft-times do not do 
that. The ones who are tuned in to these issues are very 
aware that we have not addressed the issue because we 
have not addressed their need to be skilled in that area, in 
addition to which oftentimes some of them need things 
beyond what they could provide in their own practice. 

There are lots of things. We could do a great deal more 
in terms of early intervention. Lots of general practitioners 
and paediatricians pick up families at risk. They can tell in 
that first year that a mother is having difficulty. Yet, often- 
times they do not know what to do about it. The resources" 
to turn to are not obvious. There are very few early inter- 
vention programs available unless you are so disturbed: or 
distressed that you really need to go to the children’s aid 
society or to the food bank or to something or other like 
that. 

But for somebody who is really just having trouble 
parenting, where do you go? Those are the people who end 
up ultimately going into the system later on and costing us 
an awful lot of money. 


The Vice-Chair: I would like to apologize. We are 
very pressed for time. We do have to move on. I would 
like to thank you for making your presentation. I hope you 
can understand and appreciate that we are very pressed for 
time, SO we are going to move on. Thank you. 


JEANNE SAUVE CENTRE 
The Vice-Chair: Our next presentation is from the 
Jeanne Sauvé Centre, Kapuskasing, Yves Barbeau, execu- 
tive director. Welcome to the committee. 


Mr Barbeau: Thank you. It is certainly a pleasure to 
be here today. 










The Vice-Chair: As I have indicated to other 
»oresenters, you have the half-hour. We will stick to that 
strict limit of your time there. Please commence. 


Mr Barbeau: Okay. I understood that my presentation 
‘Oday would be bringing to you a perspective of a northern 
‘hildren’s mental health centre with a specific component 
of francophones. My presentation will focus on some 
demographics about our area and then some specific issues 
‘hat our centre is facing. Probably we are not the only ones 
Jacing those issues, but they are only applying to us as of 
ow. 

_ I think you all received the little document in front of 
you. 

Demographics: In terms of being open since 1980, we 
changed our name in 1987 because development, with the 
ew legislation, was reflecting on the services we were 
oroviding. Child and Youth Development Centre was our 
first name. The Child and Family Services Act, in terms of 
development services, did not quite reflect that. 

We have a $1.4-million budget with about 30 staff. We 
‘cover approximately 225 kilometres from east to west, no 
toad north and south in our place—65% francophone, 
About 30% anglophone and 5% native, and this is across 
the catchment area. In some places it is 100% franco- 
phone, in some others it is 95%. The basic concentration of 
anglophones is in Kapuskasing, which is about 12,000 
population. 

1110 

We offer six community-based programs and I mean 
by that family intervention, psychological assessment, 
family violence program, home intervention and one eight- 
bed residential francophone facility for 10- to 14-year-old 
children with emotional problems. 

_ Of the specific issues we are facing in terms of 
availability and accessibility of services, I think I can start 
with continuum of services. I think it has been highlighted 
‘in the Investing in Children paper, the northern interaction 
paper as well. I want to talk about a whole range, and in 
our place we are offering six programs. Obviously we are 
Missing quite a bit in that spectrum, and where it is going 
to go in the future I am not quite too sure, but being the 
‘only game in town, with one children’s aid society, I think, 
whether we share the spectrum or we create another one 
for us, where it is only not there. We have a limited num- 
ber of staff as well who are helping all those programs and 
it is a live-in staff in the community base. We offer, ob- 
viously, no prevention services at this point in time. We do 
‘not have time to do that. 

_ We have three points of services as well across those 
200 kilometres. Kapuskasing is located in the middle and 
‘you have to travel about an hour east and west where there 
is a satellite office. Four of those five community 
programs have one or two staff in them, which means, like 
a family violence program for example, there is only one 
staff member, who has to cover 225 kilometres and be 
bilingual as well. You have to provide services in at least 
two languages. We are not providing any native services at 
this point. Sometimes you are looking at the kind of 
population you have to serve. For a battered women’s 
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group, for example, you would be offering in three com- 
munities in two languages. You are already starting with 
six groups and you are alone in that program. It makes it 
quite a bit difficult. 

In terms of waiting lists, I think our average length is 
about six to seven months at this point in time, 43 cases, 
and some of them have been on the waiting list for 14 
months. Obviously, those ones are not the severe 
homicidal or suicidal cases. 

In terms of adequacy and quality of service, “recruit- 
ment” and “retention” are big words in the north. In our 
place especially there has been staff turnover since 1980. 
There was not a year without losing staff, which was basical- 
ly between 15% and 25%. This year we are about 20%. So 
out of 32 staff with contracts, we guess at between six and 
eight people every year. 

All our clinical staff have less than four years of 
experience and once they get to be more experienced, they 
usually go down south or back to Quebec. The impact of 
this is, some communities would not have any services for 
six months for one program. For example, we have just 
been responding on a crisis basis and sending one of the 
staff just to look at the suicidal case and then come back to 
Kapuskasing and travel. Some clients would be seeing 
three clinicians in one year. That is a fact of life in our 
place. 

I think the impact of Bill 8, as well, on bilingual 
staff—I think it has been a great initiative. In Kapuskasing, 
however, it plays a bit the other way for us because now 
some agencies in the north will be recruiting some bilin- 
gual staff and I am pretty sure someone would rather be in 
North Bay than in Kapuskasing, which might not have 
been there before. I think in our place the problem is not 
recruiting francophones, I think it is anglophones. We do 
not have any anglophones at this point in time, out of 30 
staff. So it is all basically bilingual. It is francophones who 
are offering the services. With all the shortage of staff 
everywhere in the province, an MSW anglophone would 
not be in Kapuskasing, I am pretty sure. He would find a 
job even here in Toronto. 

Most of our staff are recruited in Quebec because of 
the masters level. Ottawa university was the last university 
to provide an MA in psychology from a francophone point 
of view. Now that Ottawa has closed that program, there is 
no place we can really recruit except there. And obviously 
those people are out from university, come to our place, 
get some experience, go back there. It is a cycle that per- 
petuates itself all the time. 

I think salaries did not help us too much to recruit 
either. Like in 1988, 1989, they can just be called the 
master level. After five years of experience you are being 
paid $30,000 a year, starting at $27,000. That was two 
years ago. Add even 10%, it does not make much. So we 
have to upgrade them. I do not think we have much choice. 
We did not quite receive financial support on a permanent 
basis, but I think we are somewhat looking forward to it. 

In terms of understaffed programs, I think there are 
two that strike us in the north. One is the day treatment, 
this kind of venture with the Ministry of Education and 
MCSS. Since I have been there, we have never had full- 
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time child care workers in the classroom as it appears to be 
our mandate to do. The board of education would put a 
teacher in the classroom but with no staff to help him. So 
we are just providing consultation, whether an hour a week 
to them or a day a week to each teacher, depending. 

I think a decision has to be made at some point in time 
if we are going to keep those classes open or we are just 
going to close them. We are not too sure if it is our end to 
take a serious look at it or to let the ministry say: “Is this 
venture working or not? Are we going to close the section 
277” 

At the residence we do still have one night staff person 
per shift. I think since the tragedy that happened a year 
ago, there was a decision to staff all the residences with 
two night staff people, at least. I guess the bus stopped 
before reaching Kapuskasing, because probably the secure 
and open custody centres got the first shot at it, and then 
Kapuskasing. We are probably not the only one, but 
obviously we are the one at this point that does not have 
two night staff people. 

In terms of professional development, being in Kapus- 
kasing as well is a disadvantage. Travel costs: we do have 
some budget. Let’s say people with $1,000 per staff a year 
is great. Well, it costs us $700 in travel to come to Toronto. 
It does not leave much to do other things. We use senior 
consultants on a surplus basis most of the time, and when 
the surplus is gone, so is the consultant. 

In terms of funding, for us some issues are the ministry 
initiatives versus priorities of service plan. In the last year 
we had three new initiatives: northern integrated services 
was one; family violence was one; preparation for inde- 
pendence was another one. It was great to have those 
programs but they were not at the time a priority of the 
service plan because the expansion of some of the existing 
programs would be our first priority probably, because we 
do have limited staff in each of them. I am not sure how 
this is going to be negotiated in the future. Maybe it is a 
good thing for Toronto to get some of those initiatives, but 
in Kapuskasing I think we need to just consolidate and 
build on the existing programs we already have. 

Are there funds available for new expansion of 
programs? I think it is always a question we have; probab- 
ly everybody has that question. I think it would be at some 
point reassuring for our communities to know what we are 
going to do in the future and if there any funds, because 
with all the salaries that have been upgraded and the new 
rent we are paying, we are more likely going into reduc- 
tion of services if we do not get funds to back us up. There 
is some impact of new legislation. I guess everybody is 
living through it, whether you be in the south or the north; 
pay equity and GST and Occupational Health and Safety 
Act and even Bill 8 to some extent. 

In conclusion, just a few words of, not my wisdom, but 
it has been said before that it is doubtful that each of us 
individually will be able to meet the challenges of the 
future, as it is unrealistic to believe that injecting more 
funds into the system will solve all the problems. Even in 
Kapuskasing, we are aware that that principle of trust, 
partnership, collaboration, co-operation which has been 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


referred to for a long time must now be embraced by al 
the players if the system wants to succeed. 

That is something we have been working on in Kapus- 
kasing as well, having shared board meetings with th 
children’s aid societies, signing protocols with schools an 
with all the players in town, because that is probably th 
only way we can offer service, if we can get them; w 
might as well join if we can. 
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The Vice-Chair: I have Ms Haeck on the list first; 
Mrs Witmer, Mr Beer and then Mr White. 


Ms Haeck: Mr Barbeau, it is interesting to get your 
perspective in comparison with some of the others we 
have received today. You indicate that at this point you ar 
not providing any native services. Have you looked at 
hiring any native staff to possibly address this in the future? 

Mr Barbeau: No. 


Ms Haeck: Do you encounter any situations where 
you have a unilingual native person, where the language of 
that person does not happen to be English or French? 

Mr Barbeau: It would make some sense to think 
along those lines. I think there are some new developments 
in the north with some other organization being created to 
service the native people; that is why we are not getting 
into that line. A new organization was just set this year to 
look at those reserves and native people, so they are already) 
making some changes. The children’s aid society, for ex- 
ample, was the one service in the native reserve in our 
place, with a prevention and protection worker. Now, this 
new organization is taking over all the prevention workers 
in the north. 

Ms Haeck: What is the name of that organization? 

Mr Barbeau: Kunumanimano. 


Ms Haeck: That is fine. You can pass me a note and 
spell it for me. 


Mr Barbeau: Maybe Mr Beer has heard about that 
one before. 


Mrs Witmer: I would like to thank you for your 
presentation. It is obvious that you experience some 
frustration; your situation is certainly unique as compared, 
with some of the others in this province. You mention that 
it is unrealistic to expect that the injection of more funds is 
going to solve the problem, and then you talk about! 
partnership and co-operation. I wonder if you could ex- 
pand. What type of service model would you see as con- 
tributing to some of the problems you face in the area you 
serve? 


Mr Barbeau: I think the idea of integration has been | 
extensively discussed in the north with the northern direc- 
tions paper for northern children. I think integration means 
different things to different people. I do not see it as amal- 
gamating different organizations under one board and one 
administration with different streams within that organiza- 
tion. I see it as all the players coming to the same table, in 
the same way as the integrated service for northern 
children sharing the service delivery for each child. Each 
service provides what it does best to the child but in a case 
management manner instead of just transferring the case. 


























‘rom left to right. Whether this applies to the community 
jor to the ministry in terms of integration—is the ministry 
)going to put all the funds for children’s services under one 
(ministry and then branch out to fund all the community 
agencies? I am not sure if it is the best solution at your 
evel, but at our level I think it is just sitting with all the 
players; like Education and MCSS, for example, with sec- 
‘ion 27. I think it has to be discussed at the upper level and 
I" the lower level. 

) 


Mrs Witmer: Do I hear you saying there would be 
some value in establishing at the local level some sort of a 
hildren’s advisory committee? 

| Mr Barbeau: I have heard that concept before. 
Depending on which kind of mandate and power as well, 
‘whether it be financial or just recommending powers. It 
|night be a good idea. I would not mind that. 


Mr Beer: One of the things I always found interesting 
\'s that in the north—I suppose, really, out of necessity— 
"you have probably moved in many ways a lot further down 
the road of working together because of the limited resour- 
}2es; people really have to make use of each other in terms 
lof services. In the south we might learn from that. 
_ Because we have a short period of time and because 
you are working in large part with the francophone popula- 
tion, I want to focus my question on Bill 8 and the 
development of French-language children’s mental health 
services in the province. Are there perhaps two or three 
things you might want to recommend that we should be 
urging the government to focus on particularly in meeting 
the needs of francophone children? Are there particular 
things, as you have seen Bill 8 come in, as you try to 
develop your programs in the north, where there could be 
aelp? You mentioned, for example, the problem that the 
University of Ottawa now no longer has an MA program. 
One time when I was up in Kapuskasing you mentioned 
that you go to Laval each year to recruit. What are perhaps 
‘wo or three things we are going to have to really look at if 
iwe are to ensure that the francophone population is proper- 
y served under Bill 8? 


| Mr Barbeau: It has to be in connection with the Min- 
istry of Education as well in terms of providing graduate 
programs. It does not have to be in psychology; it can be in 
social work, it can be for child care workers, for example, 
30me impact for the francophone population, which is not 
strictly based in Kapuskasing. There are some fran- 
cophones in Timmins, in Kirkland Lake and across the 
forth basically. There needs to be a link between the two 
for upgrading for education. I think some of the board 
‘members wish there was a Bill 8.5 to ensure anglophone 
Services in Kap, because we just went through it. It would 
de any other easy day-to- -day stuff; it would not have a big 
impact. It is kind of hard to say what kind of recommenda- 
‘ions we can make other than to link with education, be- 
“cause it was not a big problem for us. 

The Vice-Chair: I would like to thank you for making 
your presentation, for coming such a long way. I am sure it 
was enlightening for all the members of the committee. It 
will add to our base of knowledge we are acquiring for our 
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research paper to be put together, tomorrow, actually, as 
we discuss this. 

Mr Barbeau: It was my pleasure. I guess I will be 
flying back to Kapuskasing. There is not enough snow 
here to go back by dogsled. 


SIMCOE COUNTY CHILDREN’S AID SOCIETY 

The Vice-Chair: We will be moving right along to 
our next presentation, the Collingwood branch of the Sim- 
coe County Children’s Aid Society. Mike O’Brien is the 
director and Dave Myers is the director of placement ser- 
vices. I call them to make their presentation at this time. 
Welcome to the committee. You have half an hour. You are 
entitled to divide that time as you see fit. If you would like 
questions at the end of that time, allow yourselves some 
time for questions by members of the committee. 


Mr O’Brien: My name is Mike O’Brien. I am a 
branch director with the Simcoe County Children’s Aid 
Society. I will speak for part of the time and then Dave 
will speak as well. I will deal with the non-residential 
aspect of children’s mental health and Dave will deal with 
some of the residential questions that have to do with 
children’s mental health. 

In the package that has been circulated to you, there is 
some information about a program I supervise called 
South Georgian Bay Child and Youth Services. It is an 
Outpatient children’s mental health program operated by 
the Simcoe County Children’s Aid Society. I will spend a 
bit of time talking about that. There is also a paper entitled 
A Role for Children’s Mental Health in Child Welfare. We 
will spend some time talking about that, the premise being 
that children’s mental health is a very broad area and that 
the child welfare system is part and parcel of the package 
when you are looking at children’s mental health. 
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First, with respect to South Georgian Bay Child and 
Youth Services, as I said, it is a child and family counsell- 
ing service operated by the Simcoe County Children’s Aid 
Society, which makes it very unique. That is very unusual. 
Very few children’s aid societies in the province operate a 
child and family counselling service. One does not have to 
be a child welfare client to have access to this service. 

I would like to talk to you about something you will 
probably have heard and will continue to hear about, but 
which I think is probably important to know about, that is, 
the whole question of availability of services in children’s 
mental health. In Collingwood we have a service that ser- 
ves Collingwood and area, which is about 40,000 people. 
We have two social workers who are available to provide 
that service. What that means is that people will often wait 
six months before they are able to see a social worker. That 
means that children who are in need of treatment, whether 
they have been sexually abused or whether they are 
suicidal, will often wait for six months when they have 
these very serious problems. 

That is not unusual just to Collingwood. We have 
branch offices across the county and I can report that that 
is not unusual at all. In fact, I know of one service in the 
Barrie area where families and children will wait nine 
months for any type of counselling service. There have 
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been, of course, numerous attempts to obtain extra funding 
for more staff over the last three years, but we have not 
met with any success in obtaining extra funding so the 
problem remains very serious. 

As I said, the other area I wanted to talk with you about 
was the role of children’s mental health in child welfare. 
The ability of the child welfare system to address the men- 
tal health needs of children is being seriously eroded and is 
being further eroded. In the child welfare system we see 
our mandate not only to protect children but once we en- 
sure the immediate safety of a child to do something about 
the family situation so the family problems can improve to 
a point where the child will be safe. Unfortunately, more 
and more we are becoming social cops and not able to 
provide the vital counselling services that families require 
in order to remedy some of the problems. 

The legislation gives us a mandate to provide guidance 
and counselling to our clients. There is a flexible services 
section of the Child and Family Services Act which talks 
about the possibility of providing funding from different 
areas to meet the needs of children, so we certainly feel we 
have the mandate to provide children’s mental health ser- 
vices but simply do not have the funding to be able to do 
it. 

At South Georgian Bay Child and Youth Services, we 
feel that one thing we have been able to do which a lot of 
child and family counselling services are not able to do is 
be very helpful to socioeconomically disadvantaged 
clients. It is important when you are looking at children’s 
mental health that you look not so much at the traditional 
boundaries of who ought to serve whom. but at what types 
of services are best suited to meet the needs of the children 
we are talking about. In some cases the child welfare sys- 
tem is in a better position to meet the needs of children in 
families than some of the traditional child and family 
counselling services that are available. The reason for that 
and the experience I have had over the last three years with 
South Georgian Bay Child and Youth Services is that be- 
cause we are operating in a children’s aid society we have 
some unique abilities to work with socioeconomically dis- 
advantaged families. 

As you probably know, for the most part children’s aid 
societies do deal with low-income families and develop a 
certain expertise in dealing with people from low-income 
families. Because of that, South Georgian Bay Child and 
Youth Services has been a kind of unique model in that in 
the 12 or so years I have been in the child welfare system I 
have never felt more positive about our ability to provide 
treatment services than I have over the last three years, 
because of the fact that within our children’s aid society 
we can offer a treatment program to low-income families. 

The traditional approach taken is that a child welfare 
agency does an investigation of some particular problem 
and then the agency refers the family on for services else- 
where; the child welfare agency cannot provide the treat- 
ment services to the family. In my experience, where we 
have this treatment service available within our agency, 
where we have already engaged a family and developed a 
relationship with them within the children’s aid society, it 
is much easier for them to make use of a treatment service 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


offered within the agency as opposed to going to some 
brand-new agency. Our child welfare clients feel very 
threatened by that. It takes a long time to develop <¢ 
relationship with them. They are very resistant to makin 
use of counselling services; that is why when one attempt; 
to refer them to other agencies very often that is not suc; 
cessful. So, as I have said, I am very pleased by the fac 
that we have been able to offer a treatment service oul 
clients can make use of. That does not usually happen. 

What I would encourage is that when we look at dif: 
ferent models for providing children’s mental health ser: 
vices we continue to look at all sorts of possibilities anc 
that we not ignore the very vital role that child welfare 
agencies should play in providing treatment to childrer 
with mental health problems. That concludes the com; 
ments I wanted to make. 


Mr Myers: I want to give you some quick perspective 
on Simcoe county and the lack of services we have. We 
have no children or adolescent psychiatric units in any 0 
the hospitals throughout the county. Basically, we hav 
two child psychiatrists in Barrie. Naturally, they hav 
extensive waiting lists and really cannot provide immedi: 
ate service to children or families; they have an ongoin 
case load, obviously. What this means is that in crisis 
situations for a adolescent we might be able to secure treat 
ment at Whitby or Youthdale or that kind of service out 
side our area, but within our community basically all we 
have are psychiatric wards for adults, or perhaps in certair 
situations a general practitioner will admit a young child t¢ 
a paediatric ward, so obviously we are have very much 0: 
a make-do situation in terms of just general psychiatric 
care to children and adolescents. 
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I think we who live in the county and have been ther 
for some time, who are seeing the growth of Barrie and the 
southern part of the county, really continue to wonder how 
long this county can go on not having some sort of basic 
psychiatric service, at least in some part of the county. The 
fact that we are shipping kids out, as I say, to Whitby 
Psychiatric Hospital, Youthdale Psychiatric Crisis Service 
etc, we just think is not adequate. 

We do have some facilities that are funded by the 
Comsoc for adolescents and young children, so we canno 
say we do not have services available for kids with be: 
havioural problems or emotional disturbance. We have 
Blue Hills Farm, Robert Thompson Youth and Family 
Centre and Kinark. We have had some services available 
so I do not think we can say that it has been doom anc 
gloom in that sense. 

Of course you all are probably aware of the Kinall 
tragedy last year, in Midland, in our county. Naturally we 
found that Kinark has been very restrictive in its admis: 
sions since that. We have traditionally, as an agency 
looked to Kinark to provide treatment to young children: 
this would be eight and up. Over the last number of years 
they have preferred to work with that younger age group 
but since this tragedy, naturally they are very cautious 
about what kind of child they will admit. 



























We recently had the unfortunate experience of realizing 
shat they had a bed available for a nine-year-old boy whom 
they agreed was appropriate for their program due to his 
emotional problems and his aggressive behaviour and so 
on, but their staff are so frightened these days that they are 
actually now—I hope I am not treading on Kinark’s toes, 
decause I am assuming they might speak to you at some 
d0int today also—looking at the extended family, wanting 
(0 know who in that family might represent a risk to their 
‘reatment staff. In this case they discovered a common law 
oartner who is presently in jail and they felt he potentially 
was a risk, so they turned the child down on the basis that 
this extended family member poses a risk, so as an agency 
we had to provide a specialized foster home for that boy. 

Obviously, as I say, I do not want to be overly critical 
of Kinark because of the tragedy it has been through, but I 
would like to highlight to you that I think that kind of 
situation, I guess, represents a number of problems. We 
need more resources. We need more funding, obviously. 
Hopefully, in the future staff in that kind of situation are 
going to feel they can provide services to a nine-year-old 
boy who could otherwise be in deep trouble. 

I want to highlight a couple of other areas just briefly. 
We are seeing quite a gap between what we would call 
crisis service and long-term treatment. As I mentioned, if a 
child is suicidal or homicidal, there is probably not a great 
deal of difficulty getting him admitted to Whitby or Youth- 
dale, but that treatment or that crisis service is only going 
to last three weeks or a month, maximum, and then they 
are knocking on our door, saying, “Where’s this child 
going to go next?” 

If we are lucky, we might find a spot in a facility like 
Blue Hills Farm or Thompson centre in our own county, 
but if they have no beds we are really hard pressed. We 
have some group homes operating in the county—some 
have closed—but there really are not enough long-term 
beds that would have adequate staffing and adequate con- 
Sultation and backup. I think the fact that we just do not 
have a basic psychiatric service in the county also really 
impacts on these other services that are operating, because 
if they take a child who is suicidal or overly aggressive or 
whatever, if they do not have adequate backup and con- 
Sultation, they are very hard pressed to deal with these 
‘children. 
| There are the obvious sort of extraordinary situations. I 
‘Temember about three years ago we had a boy who attack- 
ed someone with an axe, so therefore he met the criteria 
for secure treatment. We have a lawyer on staff and he was 
able to go through that court process and get that boy into 
Syl Apps Youth Centre for a period of secure treatment. 

__ Again, I think it shows that we have this sort of all or 
nothing at all. At one end we have nothing. At the other 
end, if you meet this very rigid set of criteria, you might be 
able to get secure treatment through the court. But for this 
whole area in between we are really lacking in services. 

__ Maybe you have questions. I think we need to try to 


highlight some of the areas that are in need in our county. 

_ Mrs McLeod: Once again, it is hard to know exactly 
what area to focus on, but perhaps I will come back to the 
fact that this is a children’s aid society with a difference, 
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rather than touching on the whole gamut you have just 
raised about the gap in service, which I know is true in so 
many parts of the province. The fact that you are a 
children’s aid society with a difference is of interest, both 
in terms of why it happened—I gather that is related in 
large measure to the lack of service in a sense on the 
regional administration’s part, that you were there as an 
agency and could perhaps step into an area of service 
delivery that other children’s aid societies are not involved 
in. It would be interesting to look at the decisions about 
funding from global budgets and how that has been 
managed for you. 

But perhaps if you deal specifically—there is a sense 
that we heard previously on the committee that there needs 
to be a clear separation of treatment services and children’s 
aid society child welfare and protection, that the families 
because of the clout the children’s aid society has legally 
to literally remove children from the homes, to take legal 
action against parents—that they are not in a good position 
to be able to provide the intervention and treatment and 
support. Do you feel that is a need from your experience? 
What I have gathered you are saying is that families not 
only accept it, but that it can be almost a preferable posi- 
tion. What happens then if you have to take the next steps 
and are they conscious that you can take legal action if 
they do not participate? 

Mr O’Brien: I think you are quite right. I think that 
sort of an approach cannot always work, but the way we 
have our children’s mental health service set up is such 
that we operate it as a distinct service and that if a client is 
making use of that service, that is their choice, whether or 
not they make use of that. They may be involved with the 
protective services of the children’s aid society and be 
required to be involved, but the message that we give to 
them at South Georgian Bay is that this is your choice to 
be here and if the children’s aid society says that you must 
be here, you may decide that you will follow that 
guidance, but we are not requiring you to be here. 

In a lot of ways it is operated as a voluntary service. I 
think we have in some ways a two-tier system in this 
province in terms of children’s mental health, that the middle 
class make use of the more traditional child and family 
counselling agencies and that the poor are dealt with by 
children’s aid societies. 

There are a number of reasons for that. I have men- 
tioned one of them. I think there is a real sort of resistance 
and feeling threatened in making use of services. They are 
not people who reach out and who will make use of 
services perhaps quite as easily as the middle class. It is 
unfortunate because what we have with this two-tier sys- 
tem is that as children’s aid societies become more and 
more social cops and do not have the manpower to provide 
counselling services to their clients, it means that with this 
two-tier system for the low-income people in our province, 
those children are not receiving the type of counselling 
services they need. That is one thing that I felt very good 
about with respect to this service. I think one third of the 
clients we service at South Georgian Bay would fall below 
the poverty line. We track goal achievements and 60% of 
them have made some really positive gains. I can assure 
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you that is unusual, from my experience in the child wel- 
fare system, to see that kind of progress. 


Mr Myers: Can I make a brief comment? We have 
been a progressive agency and I think we have every con- 
fidence that if we had more dollars we could organize 
more service and deliver it. But I want to tell you quickly 
about one program we have which we feel has really 
worked wonders. We have a teaching homemaker pro- 
gram, and as Mike was talking about a two-tier system, 
these are primarily women—there could be men also, but 
they are women who go into homes and really offer a 
hands-on kind of service with child management, 
household management, budgeting and a whole variety of 
practical day-to-day events. 

We could double our staff in that period, because once 
we have made that connection, as Mike said, maybe the 
lower class is not as organized or does not have the ability 
to get to a traditional counselling kind of service, but if 
you can deliver a service in the home where it has immedi- 
ate impact on the children and the way that household 
functions, we could service many more of those families. 
Yet the paradox of it is that we are having to fight with 
Comsoc now to continue funding that program, because 
under the rules of the game with Comsoc, they are saying, 
“That is not technically a child protection service and you 
are a child protection agency.” We are having to battle like 
hell to get those dollars and yet every day I think that 
ministry office would agree that we are delivering a very 
viable and valuable service. 
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For every family that we can serve in that way, if we 
can prevent those children coming into care and make 
them a more functional family and those kids more suc- 
cessful at school, we could save a bundle of dollars, I 
know. But that is the dilemma. We are having to fight tooth 
and nail to get those basic dollars. 

I think what we would argue is, why not enlarge the 
scope if you can prove a viable service? I mean, every- 
thing does not have to be a traditional counselling service. 
In fact, one might debate and say that this kind of service 
in a family is much more valuable than sending them off to 
see a psychiatrist or a social worker every two weeks, 
because it is artificial in a sense and does not really meet 
the needs. I think it is really a question of service delivery 
and can you offer a viable service. 


Ms Haeck: I welcome your report and I have also had 
the privilege of having some discussions with my local 
children’s aid society and have met with members of the 
Niagara Children’s Services Committee, which is really a 
volunteer organization giving umbrella service and allow- 
ing some co-ordination and discussion around children’s 
services areas. But despite the fact that they meet regularly 
and do have some discussions about what is needed in the 
Niagara Peninsula regarding child care and children’s 
mental health, all of the issues, it has come to my atten- 
tion—which is something that you bring out as well and 
maybe you can come out to address how to correct the 
situation—that the children’s mental health centres that do 
exist are not only restrictive but really deal with success 


stories when they admit children. They do not deal wit 
the youth. 

I wanted to ask this question of Dr Bradley when she) 
talked about transitional ages, what ages she was speaking) 
to in the sense that we seem to be talking about, even ir 
your situation, that Kinark is not talking about even allow 
ing young adults into its programs, although that really 
would be part of its mandate. In our area it is extremely) 
difficult to find placements for young adults, children 1 
years and up. Do you see the same problem in your areg| 
and do you see any way of solving that particular prob} 
lem? 

Mr Myers: That is a complex problem, I would think) 
I think we face it also and part of the spirit of the act wel 
are working under now was to move away from that ideal 
that you send a lot of kids into group homes or put them| 
into treatment, and then not have them do well and have 
them sort of bounce around and flounder around and even-| 
tually end up in the training schools. So we understand the| 
spirit of the act, but there obviously are some very troubled} 
kids out there who, if you give all these choices and liber-| 
ties and then also arm them with a lawyer at family court, 
could successfully avoid being in placement of treatment. 

Maybe the pendulum has to swing back a bit and 
maybe there needs to be a little bit more teeth at times in| 
order to force a kid into a treatment situation. As it is now, 
if a kid says, “I am not doing it and I am not staying and i 
will run,” it is very hard to compel him. Obviously it is a 
sensitive balance because we do not want to be in a situa- 
tion where you are forcing kids and compelling them and 
locking them up. That is the other extreme, but maybe we 
have swung the pendulum too far in the sense of individual 
choice and liberty. 

It is a sense of balance, but parents complain, “You’re 
telling me I can’t get my 15-year-old in treatment because 
he says, ‘No, I won’t stay.’” That is the bottom line. We 
really cannot. Maybe we need to re-examine the legisla- 
tion. I do not know. That is one area and obviously w 
need more resources too. 


Mrs Witmer: You have pointed out to us again the’ 
problems we are experiencing on this problem, the lack of| 
co-ordination, the fragmentation of services provided, and 
I would like to compliment you on your attempts to meet 
the void, the gaps in the service. I think you have done an 
excellent job. 

I was particularly pleased to hear about two things that 
we were doing. We talk about the long waiting lists; we 
talk about the increased number of children who are Te-| 
quiring mental health treatment. I believe we do need to’ 
focus on prevention if we are going to reduce that list and I 
think you have indicated you are doing something that I 
am certainly supportive of. 

I notice that you are doing something else as well. You | 
mentioned the homemaker plan and you mentioned the 
parenting courses. Do you feel that there are at the present | 
time in this province parents who lack parenting skills? | 


I 
fi 
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Obviously you do, but what is the cause of this? Why has this _ 
happened? We have heard from Mr Morris this morning, for 
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ixample, the reason for it happening in the native popula- 
on, but what has happened to us? 


Mr O’Brien: It is a very difficult question, but I 


‘ive most serious problems that we would deal with at a 
Whildren’s aid society in terms of the difficulties the family 
vas, lack of parenting skills is right up there in that top 
five. The ability to provide parenting education is extreme- 
y important in terms of prevention and to have the funds 
+0 be able to offer those types of courses. 

As to the origins of the lack of parenting skills, I can- 
}iot really say why that would be the case. It certainly 
tands to reason that if parents themselves, and this is what 
ive often see, have very limited parenting skills, they just 
lo not prepare—they cannot possibly, they are just not 
quipped to prepare—their children for the types of life 
) kills and problem-solving abilities that those children are 
Oing to need when they become parents. That is time and 
igain what we see, that the children are just not being 
\:quipped at home because of the lack of parenting skills 
hat their own parents have. So it is continuous from one 
eneration to the next. 








Mrs Witmer: Are you encouraging these people to 
‘ome forward and participate in the parenting programs, or 
vhat method are you using to bring them out to the parent- 
ng courses? I would think some of them would be quite 
‘eluctant to acknowledge the fact that they are unable to 
)arent effectively. 


Mr O’Brien: We have not had too much difficulty 
ictually. We have been running parenting courses out of 
he Collingwood branch now for about a year and there is 
iever any difficulty getting enough people to come to the 
‘ourses. 





Mrs Witmer: So people are looking for help then? 


Mr O’Brien: Yes, very much so, and out of that, one 
hing we are doing is helping them establish self-help 
‘soups because, as you said, prevention is really an area 
‘hat we have to move heavily into in this province, and I 
hink self-help groups are one way of doing that. People 
earn that they can support each other and that they do not 
Always have to resort to more and more services. 


The Vice-Chair: Thank you very much. We have run 
ut of time for this presentation. I apologize to those mem- 
yers who did not get their questions in, but we simply have 
0 abide by these very stringent rules. Thank you for 
naking your presentation. 


Mr O’Brien: Thanks for your time. Most appreciated. 
The Vice-Chair: On a point of order, Mr Malkowski? 


Mr Malkowski: Yes, I would like to bring up a point 
»f concern actually. The first thing. it seems to me when 
ve look at the list of people for presentations, I am looking 
it the absence of mental health consumers. There does not 
\ppear to be anyone who will be making a presentation 
ind it looks like a lack of consumer participation. I do 
lave a concern that we are going to miss their perspective. 
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The Vice-Chair: The only thing I could comment on 
that is that we referred the matter of scheduling to the 
subcommittee prior to our meetings being held and each of 
the caucuses was given an opportunity to put forward in 
the agenda with respect to those groups who made presen- 
tations to us. The various presenters could have included 
those groups. I would refer that to the subcommittee. 

Mr Beer wants to raise a point. 


Mr Beer: Yes. I think Mr Martin yesterday and then 
again today raised the question of those who come before 
the committee. I think we need to recognize that, apart 
from perhaps just a couple of these sorts of 12-hour com- 
mittee hearings, this is really a very new mechanism in the 
Legislature. I think I share with others that sense that we 
have to look at how, once the issue is brought forward— 
and it is always brought forward by a particular party that 
says, “Look, we want to discuss that.” They may well have 
thought through how they would like to see the question 
addressed and have some groups or individuals. I think we 
are going to need to fine-tune the process because there are 
some lacks. 

Clearly in 12 hours, no matter how much we try to 
plan, we are never going to have everyone, but I would 
Suggest that at the end of our two weeks there may be 
some observations around how this works that we want to 
provide to the House leaders. I suspect we may find 
similar sorts of issues that will arise at other committees 
which are doing this for the first time. Apart from the food 
bank issue, this is the first time that the social development 
committee has done these. 

Perhaps we might then want to talk with our own 
caucus members and then at the end, in terms of the future 
process, try to have a system that will ensure that wherever 
possible we do not have some of the holes that may 
emerge. 


The Vice-Chair: Mr White, I do not know if we want 
to get into a long debate about this, but I will entertain a 
few more comments. 


Mr White: No. I think this is a very significant point 
that my colleagues bring out to Mr Beer’s request. I think 
there are two points to that. One is that although we have 
only 12 hours, our report and recommendations will be 
significant. It is therefore incumbent upon us to mention 
that very significant lack in terms of these hearings. Essen- 
tially we heard from a great number of educators, some 
directors, service providers, psychiatrists, fine, outstand- 
ing, educated service providers, but none of the con- 
sumers. 

It somewhat puts in question the committee’s findings. 
I think it is incumbent upon us to note that in our report, 
but further that this particular and significant lack is also 
something which is a part of and endemic to the delivery 
system. There needs to be an effort, and perhaps that needs 
to be one of our recommendations, to enable groups to 
participate wholeheartedly from a grass-roots perspective 
and not simply from a professional perspective. That needs 
to be part of the information of our government. 
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The Vice-Chair: I am getting instructions from the 
clerk suggesting that those recommendations regarding 
procedure must be referred to a procedural affairs commit- 
tee. It is not really appropriate to put that at the end of our 
report with respect to this subject. We might separate the 
two things and refer that to the appropriate place, whatever 
committee that is, and therefore proceed. 

This is new, and as Mr Beer has pointed out, I think we 
all have to work through this process to find out what 
works best. I feel that we are in a hurry-up offence in the 
last minute of a football game. 

I thank the members of the committee for their co- 
operation in trying to get through this, but we are restricted 
to the 12 hours and therefore we have to keep within those 
limits. That is something that is imposed upon us and we 
have a difficult time getting out of that. 

Mrs Witmer, a last comment. | 


Mrs Witmer: I do not think it is appropriate that we 
engage in this debate at the present time. I think at the end 
we can. I just remind all concerned that, as has been 
pointed out, there was a subcommittee with representation 
from each party. In future, obviously, if individuals have 
concerns, they should be sharing them, in your case with 
Mr Owens, to make sure that the individuals and groups 
you feel should be recognized are placed on that agenda. ] 
think what we try to do is give each person an opportunity 
to place an equal number there. 

The Vice-Chair: Those concerns are duly noted. As 
say, I think the suggestion has been made by the clerk that 
we put that forward to the appropriate place and try t 
make those recommendations count. 

We are adjourned until 1:30 pm. 


The committee recessed at 1205. 











The committee resumed at 1330. 


MARY McGILL COMMUNITY 
MENTAL HEALTH CENTRE 
| The Vice-Chair: We will call upon Mary Lou Moir, 
who is the co-ordinator of the Mary McGill Community 
Mental Health Centre in Alliston. Welcome to the commit- 
jee. As I have been repeating this version of my gospel, we 
‘aave a very strict time limit. You are entitled to half an 
‘nour, so you have the choice of dividing that up in 
‘whatever way you see fit. You can allow for questions at 
‘the end of your presentation if you desire to do so. 


Ms Moir: Children’s mental health: I am wondering 
‘now far Simcoe county has come as of January 1991 in 
‘erms of funding and services. On a scale of 0 to 5, I feel 
‘hat we at the McGill centre are stalled at about 1. 

I come today representing south Simcoe county as a 
jservice provider. I am the co-ordinator of the Mary McGill 
Community Mental Health Centre of Stevenson Memorial 
Hospital in Alliston. This is an adult mental health pro- 
gram funded by the Ministry of Health, community mental 
aealth branch. We also sponsor two youth programs; one is 
a life skills funded by the Ministry of Community and 
Social Services, and a youth employment centre which is 
funded by the Ministry of Education, as well as a child and 
family counselling intervention program. I am the director 
of these programs and speak to you today in my profes- 
sional capacity. 

South Simcoe county is situated just north of Toronto 
and is included in the central area of the Ministry of Com- 
munity and Social Services administrative regions. My 
area office is in Barrie, 45 kilometres away. Up to 1 
January 1991, Alliston was the centre of the southwest part 
of the county. It was at the hub of four townships and is 
bound to the east by Bradford. Recent amalgamation will 
change the structure of our region, but it is not going to 
change our catchment area. Stevenson Memorial Hospital 
is located in Alliston, as is the area’s mental health ser- 
vices. It is a mixed rural and urban area, which has its 
distinct communities with individual needs. Growth in the 
1980s has expanded the industrial base and thus increased 
urbanization. For example, Alliston has gone from a town 
of just under 4,000 in 1980 to its present population of 
6,200. As Metropolitan Toronto has stretched northward, 
southwest Simcoe county is becoming more of a com- 
‘muter community. That has brought with it young families 
tequiring a lot of support and service. There are also other 
township restructurings that have occurred over the last 
decade. This has not changed our population base greatly, 
but it is an area to which families come because there is 
affordable housing. 

__ How were our services developed in south Simcoe 
county? The Mary McGill Community Mental Health 
Centre was established in 1980 through the efforts of Mary 
‘McGill, a community member and health professional. 
She was aware of the lack of psychiatric services in Allis- 
ton and area. Until then, obtaining treatment in Barrie, 
Penetang, Toronto or Newmarket proved a hardship in 
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terms of distance in an area where surveys had indicated a 
higher than average rate of suicide, alcoholism and marital 
breakdown. As soon as our doors were open in January 
1980, it became apparent that not only were services 
needed for adults but for children and families as well. We 
offered these services to the community, stretching our 
mandate from adult mental health, that is, to persons over 
the age of 18, to serve their families as well. In 1984, 
interim funding for a children’s worker was granted, I 
believe from surplus funding from the Ministry of Com- 
munity and Social Services. We borrowed a worker from 
another agency in Barrie on a part-time basis, and as soon 
as he arrived his case load was filled with complex, 
severely disturbed children and their families. He could 
only carry a percentage of the families in need, and so the 
adult program counsellors were still carrying a case load of 
families who had children under the age of 18. In 1988, 
full funding was approved, which gave us our present 
staffing quota. 

South Simcoe county, as you are all aware from this 
morning’s presentation, is also the location of Thompson 
Centre in Cookstown and Blue Hills farm in Everett. As 
residential treatment centres, these facilities have been lo- 
cated nearby but took most of their clientele from our area. 
They, too, were funded in 1988 for in-home counselling 
and treatment services, and they divided the area between 
their two programs at Highway 27 in Cookstown. Our 
service is a traditional office-based one in which clients 
come to our facility, and we serve the whole of southwest 
Simcoe county. 

By the time our ongoing funding was approved for one 
full-time counsellor, he had a full active case load brought 
over from the contractual interim funding. We targeted a 
maximum of 30 clients at any one time and hoped to serve 
100 to 125 families annually. This projection of our 
capabilities was really optimistic. One worker could not 
carry the burden of 30 families, at least not of the severity 
that came through our doors. Length of stay was extended 
because of the complexity of the cases, and of course then 
our waiting list grew. Our base funding of $52,000 would 
not support expansion of services. The sponsoring agency 
also did not have surpluses to help out with any expansion. 
The parent program provides management and administra- 
tive services as well as office space and shares other opera- 
tional costs with the children’s program. Adult mental 
health also has waiting lists, is understaffed and is only 
meeting its budget. 

In south Simcoe county we are the only service of its 
kind offering the traditional office-based assessment and 
treatment. We have a psychiatrist who consults to us on a 
regular basis. We offer groups and try to serve the mix of 
clients who come our way. Grossly underserviced are the 
severely psychiatrically disabled and those families at high 
risk due to family breakdown and being away from ex- 
tended families. We are unable to address the issue of 
increasing recognition of sexual abuse. 

The partnership with Blue Hills community program 
was not viable as the ministry had expected, as it too was 
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at capacity and with waiting lists. We have turned families 
away by putting a freeze on our referrals. We have referred 
to other agencies in the county. We have approached the 
ministry for assistance and enlisted the support for doing 
this from the public and from our colleagues. Still, ade- 
quate funding is not available. 

Our figures show a fluctuation in the volume of refer- 
rals over the last two-year period from a minimum of nine 
to a maximum of 45; this would take place in our quarter- 
ly. The waiting list has also fluctuated from a maximum of 
47 to a minimum of eight. Part of this fluctuation is 
reflected in the freeze we have put on referrals and by the 
reluctance of the community to refer to us because of the 
extensive waiting period. At present, we have a six-month 
waiting list. A survey of the general practitioners in our 
catchment area has shown that they tend to refer else- 
where, usually to private practitioners, but many of these 
families cannot pay and this is not a viable alternative for 
them. Most physicians still refer to us, although some have 
decreased the referrals they send. When they do refer, they 
send the most difficult and severely identified problem 
families our way. Very few of the general practitioners in 
our area do any of their own family counselling. 

When full, our centre has suggested alternatives in- 
cluding schools, doctors, private practitioners and other 
agencies. We try to offer services in Simcoe county, name- 
ly, in Barrie. This door is also shut to us as they too are 
stretched and do not accept referrals from outside their 
immediate catchment area. Families weather a crisis and it 
fades away for a while. Sometimes the families cope but 
many times the situation worsens until service is available. 
Also, so much more damage may be done and everyone 
has to work harder and longer to treat the family by the 
time they finally get to us. It becomes a rather revolving 
syndrome. 

What has gone wrong? In 1988, when proposals were 
invited for a counselling service, I was so hopeful. There 
were only so many dollars for this area and I reasoned that 
our facility was eligible as we had been providing a service 
co-located with adult mental health. We had a competent 
counsellor in place and we were centrally located in the 
south part of the county. The other two agencies, that is, 
Blue Hills and the Thompson centre, also had an excellent 
plan, which could be funded partially from their existing 
facilities if surpluses were available. As it turned out, all 
three proposals were funded, not one larger program in the 
area. That limited, I believe, each one’s growth potential. I 
would like to work on an evaluation of this kind of 
programming and funding. In the meantime, I feel that we 
at the Mary McGill Community Mental Health Centre are 
stifled in our growth despite attempts at seeking funding, 
and we have no surpluses with which to work. 

What this means for our service is a treatment program 
which rushes people through. As manager, I literally nag 
the staff about length of stay. I push to have inactive cases 
discharged. I am quite rigid about meeting the 
demographic and age requirements and to do anything to 
admit the next person who is waiting to be seen. We have 
established groups to serve more people at one time. We 
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have had parent meetings and used the telephone to offe| 
interim assistance where possible. 
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The Ontario Child Health Study of 1989 states that i} 
the central region, 18.4% of children suffer psychiatric dis 
orders but only 4% use a mental health and social service 
This indicates to me that we are grossly underservicing th 
region. The services in South Simcoe, though, ar} 
stretched. How many people are we not serving? Thi 
study is inconclusive and does not address whether set) 
vices are available in any one area or not. 

What has been suggested in planning strategie} 
through the 1988 consultation paper Investing in Childre: 
is collaboration, a service spectrum, community and agen} 
cy linkages, to name a few directions. Is this happening? | 
would hope that the collaboration between the Ministry | 
Health and the Ministry of Community and Social Ser 
vices will continue. Also included in the collaborativi 
process should be the ministries of Education, Correctiona) 
Services and even Housing. The schools in our area havi 
cut back guidance services to exclude personal counsellinj 
to adolescents. There is also a lack of diagnostic service} 
available. In the elementary school system, the behavioura 
personnel are not doing front-line work any more but onh 
act as consultants to the teachers. I find these cutback 
undesirable. The education system has been a forum fo 
identification of learning problems and correction of thes 
problems that can lead to behavioural problems. One ste] 
in a positive direction is that a preschool screening pro 
gram will include identification of high-risk families fo 
psychological and behavioural problems, along witl 
providing parenting skills and programs to those familie: 
that need them. 

It should be part also of every agency’s mandate t¢ 
address prevention and promotion. To do this, the public 
must be included and encouraged to join with the service 
providers to help each other. Use of non-professiona 
volunteer services should be encouraged where possible 
Why could we not use the energy and wisdom of our oldei 
citizens to develop community helpers? | 

Although we need a plan for the future of children’s 
mental health, there is also great need now. Once we iden: 
tify need and risk, we then ask people to wait for up to 12 
months for treatment. The gap between need and service 
availability is a dilemma for us in all of Ontario that is not 
readily solvable by saying, “Give me more dollars.” We 
must look carefully at how we can effectively use oul 
communities. There needs to be a balance between the 
demands of the taxpayers and their ability to pay. I would 
like to see in south Simcoe county a child and family 
centre in its own right with clinicians, home workers. 
management and support staff. The linkage and collabora- 
tion would be there with informal networks, with 
physicians, adult mental health, schools and other com- 
munity agencies. | 

Because of the overextension of the Mary McGill 
Community Mental Health Centre and the child and family 
services, I rated us at a | because of limitation in funding, 
staff and resources, all needed to plan and implement sug- 
gested programming. With the joint planning efforts of the 
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district health council in our area and government mini- 
stries, I still have hope for the future. . 

__ I thank you for inviting me to give my input into the 
future of children’s mental health. May we all work 
‘together towards our goals. 


‘Mr Jackson: Thank you very much for an excellent 
‘presentation. I am fascinated by your comments on the last 
page, talking about the cutbacks in guidance services to 
exclude personal counselling to adolescents. I am quite 
\familiar with high school programs and OSIS and all of 
that. Can you describe it in a little more detail? First, we 
\are talking about the Simcoe board? 


Ms Moir: I am talking about the Simcoe board, yes. 
Mr Jackson: Public or separate? 


Ms Moir: Public, mostly. I am most familiar, I must 
‘say, with Banting Memorial High School, which is the 
‘largest secondary school in Simcoe county with an enrol- 
‘ment of around 2,000 students. The guidance counsellors 
there had been providing counselling to troubled 
‘teenagers, using as a linkage and often as a backup. But 
‘through the director, from the board, they are to be deliver- 
‘ing vocational counselling services only and not be doing 
‘personal counselling. We feel this is a great loss because I 
know, again speaking in our own area, that Banting has 
‘had some good people there. 


Mr Jackson: I appreciate your clarifying that. I am 
familiar with some programs, but these programs are 
_mostly evolved to respond to a growing need in the com- 
\ munity or in direct response to a crisis which had great 
publicity. You are familiar with some of the suicide statis- 

tics which are shared internally professionally but not 
, shared publicly. None the less, there is some reaction. It 
seems this is an area we should be trying to examine, to 
| the extent that these programs are not formally entrenched 
/ by board policy nor funded specifically by the province 
through the Ministry of Education and reflected in their 
(grants. I appreciate you bringing that to our attention. I 
| know one of your area representatives, Jim Wilson, had 
brought this to our attention in our caucus. He has his staff 
here today, but he has a conflict in his schedule; he would 
have liked very much to have been here. 


Ms Moir: Yes, I miss his face here today. 


Mr Jackson: But he did share some of the points you 
‘raised in your presentation with our caucus and wanted 
_ you to know that. 


_ Mr Beer: I am interested in your comments in terms 
_ of the local level and coming to a decision around the three 
| programs. I am somewhat aware of the Blue Hills pro- 
| gram, because they have a base in York region as well. 
_ How do we get at determining at the local level, whether it 
_ is Simcoe county, being that area, to make some of the 
‘ decisions at times and to participate in the evaluation? I 
_ sense from your comments that your thinking is that for an 
| area the size of Simcoe county it would be best, perhaps, 
| to have one agency that had an overall responsibility for 
children’s mental health. I know you have sat in and lis- 
| tened to some of the presentations and the Children First 
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document that came forward that looks at how might we 
organize both locally and provincially. 

What would you like to see at the local level if we 
bring together the providers of children’s services so that 
some of these kinds of decisions would be made? Would 
you like to see some kind of body that could have some 
power over the distribution, allocation of dollars? How 
specific do we get here? This morning your counterparts 
from Simcoe County Children’s Aid Society were talking 
about what they felt was an effective program they were 
doing within the children’s mental health area. That may 
well be so, but there might none the less at some point be a 
decision made locally: “Let’s bring all of this together.” 
How do we go about making those decisions, where you, 
as part of that community, would feel, “All right, it may 
not be what I wanted, but there’s been proper consultation 
and this is the way people feel we ought to go’’? 
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Ms Moir: First, for all of us in south Simcoe, when 
we put this proposal together—and I worked very closely 
with Blue Hills in our own presentation to the ministry—I 
think we grossly underestimated the need despite studies; 
that is hindsight, unfortunately. We had hoped to have a 
closer working relationship with the home-based 
programs, such as Blue Hills was funded for, in ours, the 
traditional base. We do try to share cases back and forth. 
We have tried a joint management, but we cannot afford 
that, and we cannot afford—we both have very extensive 
waiting lists. 

I think that we have to look elsewhere, whether it is—I 
have mentioned the Ministry of Education and how even 
the preschool screening program—so I hark back to the 
idea of prevention and promotion and working together, 
with perhaps a central entry point. I think our district 
health council is actually looking at that in terms of mental 
health. I would have appreciated my visit here being the 
week after next. Next week the district health council is 
doing community consultations and coming to Alliston to 
hear from the providers and consumers there about mental 
health planning. 

But I have heard other ideas in Collingwood, talking 
about using the children’s aid society, using the Ministry of 
Education. I do not think it really matters. I think it has to 
be investigated in each area where we start, but I think it 
does need a central—I kind of picture a wheel, the hub—a 
centralized area where we can tap into informal and formal 
services and use the various ministries that fund us. 


The Vice-Chair: Are there any other questions? If 
not, then I would like to thank you for making your 
presentation before us here today and wish you well. 


McMASTER UNIVERSITY 


The Vice-Chair: I would now like to call upon Dr 
Dan Offord, McMaster University. Welcome to the com- 
mittee. I would also like to remind you, if you were not 
here earlier, that we have half an hour. If it is not used up 
entirely, it will put us further ahead, but do not concern 
yourself with our problems and predicaments. Use the en- 
tire half-hour in whatever way you would like to divide 
that up. 
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Dr Offord: Thank you. I have a handout that is being 
handed out here. I will just wait until everybody has a copy 
of it. 

I am delighted to have the opportunity to present brief- 
ly to you some thoughts I have on the charge of the com- 
mittee. The handout has the main points I am going to 
make, and I also have included attached to the handout two 
resource papers. They go into some detail about the points 
that are summarized in the handout. 

I am going to begin with some pertinent findings from 
the Ontario Child Health Study, which was a community 
study which gathered data on a random sample of 3,000 
children between the ages of 4 and 16 in the province. It 
investigated the mental health of these children, the physi- 
cal health and the alcohol, drug and tobacco use, as well as 
risk factors and utilization of services and associated im- 
pairments. . 

From the Ontario Child Health Study it was found that 
the prevalence of one or more psychiatric disorders in On- 
tario children 4 to 16 years of age was 18.1%. So the first 
point to make about children’s mental health problems is 
that a significant number of children in the province suffer 
from clinically important mental health problems. They 
are not rare. 

The second point is that children with one psychiatric 
disorder are at increased risk for other psychiatric disor- 
ders. Further, children with psychiatric disorders are at in- 
creased risk for other morbidities or harmful outcomes, 
such as poor school performance, chronic health problems 
and alcohol, drug and tobacco use. Just think of all the 
things you do not want for your kids. They tend to pile up 
in a significant minority of children. Thus, children with 
lowered life quality in Ontario have a combination of dis- 
orders or conditions which are not the mandate of a single 
ministry. 

Third, according to the study, children with one or 
more psychiatric disorders, compared to those with no 
psychiatric disorder, are four times more likely to receive 
specialized mental health or social services. The special- 
ized services include places like where I work, Chedoke 
Child and Family Centre, other child mental health 
centres, children’s aid, the courts, family service associa- 
tions and private practitioners. 

However, only one of six children with psychiatric dis- 
orders has received this specialized service in the past six 
months. Further, from our data, over half of the mental 
health/social services were being devoted to children 
without any of the four disorders measured on the Ontario 
Child Health Study. There may be other reasons, good 
reasons, why they were receiving those services. It could 
be that they have other disorders we did not measure, that 
there were other reasons to seek these services out except 
for psychiatric disorders in the children. However, it does 
raise the issue I will talk about later of the targeting of 
services. 

Lastly, family doctors and paediatricians in Ontario, 
with first-dollar universal health insurance, see almost 
60% of the children every six months. The schools, of 
course, deal with all children of 5 to 16 on a regular basis. 


What are the implications of these findings for the 
delivery of services? 

First, it is clear because of the magnitude of the prob- 
lem with children’s mental health difficulties that special- 
ized mental health social services can never adequately 
provide services for children with emotional and be- 
havioural disorders. 

Second, it is going to be extremely important that the 
specialized and expensive services be targeted to those 
children most in need of them and who can benefit from 
them. 

Third, family doctors and paediatricians in the schools 
should be centrally involved in providing mental health 
services to children and their families because they see 
these kids on a regular basis. | 

Fourth, in addition to servicing identified children and 
their families one at a time, no matter how that is set up, 
there is the gnawing feeling in the field that it is going to 
be important to develop public health approaches which 
focus on populations of children at risk. 

Examples of such programs include milestone 
programs where children at a particular stage in the 
developmental course are the focus. For instance, all 
children as they enter school in grade 1 could have certain 
programs in place. Second, there are high-risk programs. 
Groups of children at increased risk for emotional and 
behavioural problems are the population of interest. A 
major high-risk group in Ontario are the offspring of 
parents on social assistance. Third are community 
programs, children at increased risk living in a cir- 
cumscribed geographic areas such as public housing 
projects. Over 120,000 children in Ontario live in these 
large, publicly supported housing complexes. 

Fifth, services for children must be co-ordinated across | 
ministries since the conditions that exist within children 
are not ministry-specific, and comprehensive cross-minis- 
try programs are needed to deal effectively with these mul- 
tiple morbidities. | 

As part of the charge, the issue of the waiting list of 
children for services of the children’s mental health centres 
was pointed out, and I made some comments about short-| 
term and longer-term steps. 

First the short-term steps: 

Gather systematic information on the children on the 
waiting list, including the types and seriousness of the 
problems they have, their family backgrounds and where 
they live. ) 

Divide up the waiting list group into those who need 
immediate individual attention and those who do not. | 

Ensure that the former group receives immediate in-_ 
dividual attention and provide the latter with less intensive 
group or community interventions. | 

Encourage children’s mental health centres to review 
their case loads with a view to determining who does not 
need time-consuming, individually focused intervention — 
but for whom the appropriate intervention is less intensive | 
and perhaps not individually focused. 
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Institute a uniform data collection procedure on all 
thildren and their families touched by the mental 
nealth/social service system. The number and charac- 
eristics of these children being served by the system are 
simply not known in any systematic way. 
_ Use the data to determine the relative size of the 
yopulations of children with different types of problems 
and use this information to plan appropriate services. 
__ Combine this information we would have on the 
children touched by the system or served by the system 
with the already good information we have on children in 
‘he community. Then we will be able to investigate the 
appropriateness of the population served by specialized 
mental health/social services. A prerequisite to do that 
means that you have two good data sets, those children 
deing served and those children in the community. With 
‘hat prerequisite in place, we can then make sure that the 
mental health/social services are targeted to populations 
most in need and most likely to benefit from the services. 
Determine from the existing literature what interven- 
tions, whether they be individual, group and community, 
for children with mental health problems are known to do 
more good than harm for children with specific types of 
problems and, conversely, determine what interventions 
are known to do more harm than good or are ineffective 
for children with particular kinds of problems. Make sure 
that this information is widely available to the staffs of 
children’s mental health centres so that their practice is 
based on the best available knowledge. 
__ Institute a comprehensive research program to increase 
our knowledge about the effectiveness of prevention and 
treatment programs for children’s mental health: problems. 
Different delivery systems should be included in this 
enterprise: individual work by mental health and social 
service workers, family doctors, paediatricians, school 
staff. Different approaches should be investigated, in- 
dividual, group and community, and the intervention 
programs should not be restricted to the mandate of one 
ministry but should involve multiple ministries. 
The goal is to move towards a delivery system of 
children’s mental health and social services which 
provides effective services at reasonable cost to all 
children and their families in need of them. 


The Vice-Chair: We have Mr Malkowski first. 


Mr Malkowski: I am very impressed with your 
presentation. There are two areas on which I would like to 
ask for your comments. One area is in the mental health 
training for children’s specialized services. Do we have 
enough resources related to training in the non-traditional 
approaches in Ontario? 


Dr Offord: Non-traditional meaning what? 


Mr Malkowski: Traditionally we have used a medical 
approach to services and now we would like to take a more 
humanistic approach and provide non-traditional treat- 
ment. There are doctors or practitioners who still use the 
medical approach. 


Dr Offord: I am not clear exactly what is known by 
the medical approach. What I would say is that I think 
there will always be a need for services which are 
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delivered to identify kids and their families on a one-to- 
one basis. In those instances, it is important for the prac- 
titioners, whether they be medical doctors or 
non-traditional, whatever, to institute interventions that 
have been shown to do more good than harm so that ordi- 
nary clinical care, no matter who it is delivered by, is based 
on the best available evidence about what works. 

Second, as I have indicated, it is clear that, even though 
that is done to the best of one’s ability or system, there is 
going to be lots of room for other intervention efforts 
which will include, for instance, prevention programs for 
groups of children at risk, such as those in public housing, 
or high-risk groups, such as the offspring of mentally ill 
parents or the offspring of parents on social assistance. 

I see that the delivery system for children’s mental 
health problems will be a combination of those that are 
going to be done on an individual basis and those that will 
be delivered on a group basis. 


Mr Malkowski: If we are looking at comprehensive 
research projects, would you plan to include the role of the 
consumers in this research project? 


Dr Offord: Yes, absolutely. I think, for instance, if 
one is to do a research project in the community, that it is 
clear that one does not go in singlehandedly from a profes- 
sional side and impose some program on the parents and 
children in that community, but the consumers, in that case 
the tenants or the parents and the children, are actively 
involved in determining what kind of program might be 
implemented and what the evaluation strategies might be. 
Clearly there is room for a lot of community development 
and participation by consumers in any comprehensive pro- 
gram to reduce the burden of suffering in children’s mental 
health problems. 


Mrs McLeod: I am very much supportive of the goals 
that you have outlined here and I think you would see 
them as being consistent with the Maloney report that has 
recently been tabled although, as I have said earlier in the 
committee, while it recognizes the support in the delivery 
through schools, I am not sure that it goes the further step 
of recognizing the importance of providing support close 
to doctors’ offices. 

I am becoming a little bit more concerned as our com- 
mittee deliberations go on that we may almost see that 
decentralization in service delivery through the school as a 
hub as being an alternative to treatment provided in 
children’s mental health centres. I wonder if you could 
help us a little bit. You talk here about the number of 
children with psychiatric disorders and I assume you are 
referring to some very specific syndromes of children who 
have some particular and often severe problems. Where do 
you see those children being treated? Can they be treated 
through the school intervention program? Is there a con- 
tinuing role for the children’s mental health centre? 


Dr Offord: I think it is clear that the thing about 
children’s mental health problems is they are diverse and 
include a wide spectrum of disorders, everything from kids 
who are chronically aggressive and lie to children who 
have serious and lifelong debilitating disorders such as 
autism. 
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I think the thing to remember about children’s mental 
health problems is they are very diverse and a heavy bur- 
den of suffering, and the comprehensive program is going 
to have to include different elements. For instance, there is 
always going to be a place for individualized work that is 
done at the children’s mental health centres because some 
kids need that. My plea there would be to make sure that 
the interventions are based on the best available evidence; 
not what people have been trained to do, what they want to 
do, but what appears to work. 

Second, there are all sorts of other programs where the 
school could be central. There is good evidence, for in- 
stance, that what kids at risk need is the best outside-the- 
home programs this province can provide. What happens 
to economically disadvantaged children and children in 
public housing complexes is they tend to get the worst of 
those programs, whether they be recreation, summer 
camps etc. 

There is beginning evidence to suggest that if you give 
these kids the best of the outside-the-home programs for 
groups of them, that can make a difference. We see again 
that there would be different elements of a program on a 
group basis that could be launched in a school that I think 
would be very helpful. 

The third point I would make is about the school itself. 
It is clear that here you have an opportunity to work with 
groups of kids and the peer group, and there is beginning 
evidence that if you want to prevent antisocial behaviour, 
one of the most troublesome mental health problems in 
kids in Canada and Ontario, one of the ways to do it is to 
begin to pick these kids up early on. The thing about an- 
tisocial behaviour is it begins small and grows. Pick them 
up in kindergarten and grade | in school and do a com- 
bination of interventions, including teacher training, social 
skills training and academic remediation, which was 
launched in the schools and which may be able to reverse 
the course for these kids. 


Mrs McLeod: Would you also believe that part of that 
school program would need to provide for family interven- 
tion, which would not be done by a classroom teacher and 
would therefore need some trained personnel based in 
schools? 


Dr Offord: That is right. I think another interesting 
program that appears to be effective as far as we know is 
parent management training. If you offer the program, a lot 
of parents can gain skills which will help them deal with 
their kids. We need to do a lot more work. What happens, 
as you might expect, is the parents who need it the most 
are the ones who are easiest to engage in these programs. 
One has to do further work to see how to help these 
parents who are having more problems to stick with the 
program. 

Clearly the program is going to be based in the schools, 
but the personnel would not all be school personnel in- 
volved in these programs. I would include family doctors 
and paediatricians. See these kids. Nobody knows what to 
do with those who have behavioural problems. No one has 
ever studied that. I would include recreation. It is a very 


big thing in Ontario and these kids who need it the most, 
have the least of it. 

Mrs Witmer: Thank you for your presentation, D1 
Offord. You mentioned just briefly now again that there) 
was a central role for the family doctor and the 
paediatrician to play along with the school, and then as 
well the need for recreation. What role do you see the 
doctor and the paediatrician playing? 

Dr Offord: The data are clear that parents go to the 
family doctors and paediatricians, and our follow-up} 
presented today suggest they talk all the time about the, 
behaviour problems their kids are having. That is one of 
the places they go. I think what needs to be done is to train 
family doctors and paediatricians in what kind of interven-| 
tions they can do on a short-term basis that will be effec-| 
tive for these people and what kinds of kids they see need 
to be referred for more intensive services. But here I think’ 
is a large cadre of people who see the kids and are clearly! 
doing something for them for the complaints being} 
brought. What I am putting in a plea for is to be able to} 
upgrade their skills and to study the effectiveness of that| 
vague delivery system. ) 
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Mr Owens: I guess my question is more of a state- 
ment. Since we began these hearings, we have been strug- 
gling with the issue of the massive waiting lists. I think | 
you are the first presenter who has come forward with a} 
reasonable method of dealing with that issue, and both| 
your short-term and your long-term recommendations 
should be applauded. I guess my question is, when could 
we start to get these waiting lists down—as we talked | 
about earlier, even one child on a list is too many—to get 
them into some sort of manageable proportions? Why has 
this not been done in the past? Why are we just accumulat- | 
ing kids on these lists instead of going after the strategies 
that you suggested in your paper? 

Dr Offord: I do not know all the answers to that. I 
think that part of the time, with these kids and stuff like 
that, what happens in the children’s mental health field is 
that you are so pressured to service kids that it is just like 
breaking down the door. What is needed I think, in addi- | 
tion to good people on the front lines, is people to take a | 
look back a bit and see what the heck one might do on an | 
overall basis. I am putting in a plug for that. I think this 
could be instituted fairly quickly. : 

I think we have to know who is on them, how badly off 
these kids are. If the kid on that waiting list is suicidal, | 
clearly he has to be seen. That is dangerous. If there is a 
single-parent mom who is having some difficulties dis-_ 
ciplining her young boy, the evidence as we know it now 
suggests that she can be helped most effectively by a group — 
approach with other single moms, with parent manage- 
ment. So I think one should divide the waiting list into. 
more homogeneous subgroups of kids all of whom would 
not need expensive individualized treatment, I would | 
think. 

Then again, I would put in a plug on the other side for — 
children’s mental health centres such as our own. Let us | 
take a look at the case load and begin to see to what extent | 
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‘ome of the kids already being seen, and their families, 
ould be seen and benefit from a much more cost-effective 
“pproach. It might be defined groups. For instance, if all 
ihese kids are coming from one school, it makes sense not 
lo see these kids individually. Go out to the school and see 
vhat can be done in the school. So I think this kind of 
hinking is involved in trying to get the waiting list down. 

Mr Owens: Further to your point about checking the 
reatment these kids are receiving, is it actually being ef- 
lective or are we just throwing kids into specialized 
mograms, where they could perhaps be placed in a less 
ntensive environment. 


Dr Offord: Correct. If you had to say what the biggest 
ieed is in children’s mental health, the biggest need is to 
ind out what programs are effective, do more good than 
aarm, for which kids. It is not that we do not want to do 
nore good than harm, but I think in the majority of the 
vlinical effort we do the best we can but we are not really 
jure to what extent we are doing more good than harm for 
ihe kids we are seeing. 


Ms Haeck: In my role now as an MPP, I have been 
nade aware quite tangibly on numerous occasions, al- 
hough I have seen these things in the past much more in 
in observer status, that there is great concern about the 
ysychiatric community, the delivery system. I know there 
we a number of members, much more in the medical area, 
who have received some negative comments from 
‘eceivers of their services. 

| There is one thing that has been briefly touched on by a 
umber of people this morning. I was just sort of looking 
jt your comments and hoping to get some direction on 
orofessional renewal, education of professionals. What do 
you see would have to be done to keep things flowing in 
‘hat area? 

Dr Offord: There is not a simple answer to that. I 
think two things come to mind. One is that I think it is 
important for the field to know in Ontario what the state of 
knowledge is about the different interventions that are 
deing commonly employed in mental health centres, and 
to be able to say to people on the front line, “Listen, these 
are the things that appear to work; these are the things that 
are not effective,” and to bring their clinical practice in line 
with the kinds of things we know. 

I think there are two things involved. One is that you 
fave to get the information out. Someone has to know that 
stuff and write it up in a way that will be appealing to 
front-line workers. Second is to make sure that happens. 

_ Another aspect of that is clearly for professional 
groups to make sure that they are trained. The problem, 
and I can speak for child psychiatry because I am a child 
Psychiatrist, with child psychiatrists is that they tend to 
keep doing all their lives the things they have been trained 
to do. They are a product of their training and it varies 
depending on the centre. It used to be McMaster was big 
on family therapy and someone else was big on something 
else. The fact is the field has moved a lot from that. We 
know a lot of other things. I think it is clear that people 
should be brought up to date and be brought up to date 
concisely on these things so that clinical practice is in line 





15 JANUARY 1991 S-67 





with the best available knowledge. Now what happens, at 
least in settings that I am familiar with, is that people tend 
to do their own thing. That is simply not good enough. It is 
not the cheapest and it is not the most effective way. 


Ms Haeck: I am with the Ministry of Colleges and 
Universities as the parliamentary assistant. Do you have 
any recommendations for that area as to what programs 
should be adjusted to fit the kinds of concerns you might 
have around staff development? 


Dr Offord: It is again the same general theme. I am 
very much in favour in psychiatric training programs, the 
training of social workers etc, that their teachers do not 
teach them just what they were taught but that they are 
very concerned about critical appraisal, about effectiveness 
and cost of services. What we want to know is, how can 
you raise the life quality of kids with these problems in 
Ontario? There are large groups of them. That is going to 
take people who know, who have a critical appraisal of the 
literature and can employ it effectively. 


Mr Jackson: Thank you, Dr Offord. It is the second 
time in a little over a year that you have been before the 
committee. Last time you were a lot more controversially 
received, but appreciated very much. At that time we were 
dealing with early childhood education, as you recall. 

Maybe I am stating the obvious when I ask you this 
question, but I think we may be missing part of the point 
about access points to children at risk and their rights. I 
think one of the reasons there is that this infatuation with 
the school is partially because the law protects society be- 
cause of its custodial role with the child in a school setting. 
The other opportunity, of course, is through a court referral 
where a judge specifically orders a child to receive treat- 
ment. You would be familiar with the recent report that 
was allowed to become public in the last four or five 
weeks which dealt with a child’s right to reject service 
provision and support. 

Perhaps you might just briefly comment on the sig- 
nificance of the school and the role it can play in terms of 
it having this custodial function, where a child can walk 
away from many settings where support and care is given, 
but it is harder to do that in a school setting. I think we 
missed that point and it has not really been touched upon, 
but there is a reason for this discussion around schools 
aside from their academic mandate. 


Dr Offord: I think two points come to mind. The first 
one is that clearly you have to get a situation where the kid 
can stick with the intervention, where you have a chance to 
do something. Let me just tell you what the literature 
showed for years and what the big advance has been. You 
look back and say it is obvious. 

If you get a kid who is kicking up and he is a real pain, 
I was taught that what you do is you take that kid aside and 
you try to help him. You make him into a better kid. Then 
you put him back into the peer group situation. What you 
find, and everybody finds the world over now, is that when 
you do that the fact is you make the kid better when he is 
by himself. You teach him all these skills. He knows how 
to get along and all that stuff. He goes back to the peer 
group and they do not think he has changed at all no 
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matter what he does, so within 15 minutes or half a day he 
is behaving exactly the same way he did before. 

The way to help that kid is to involve the whole peer 
group. That is obvious. When you do that you can help the 
kid. The point is that here you have an opportunity in the 
school to have a ready-made peer group to do something 
about it. 

What happens and appears to be effective is you take 
the peer group aside and say: “Listen, kids have different 
kinds of problems. What do you think about kids who do 
not fit in? How can we help them?” You also have the kids 
come up with ideas. That kind of approach is very effec- 
tive. So I think the schools are a very effective source of 
the kinds of things that can be done to raise the life quality 
of kids that cannot be done in other settings. 

Mr Jackson: Post-suicidal it is almost critical. In 
some of the peer group incidents of attempted suicide fol- 
lowing a successful suicide attempt, I have seen numbers 
in my own riding as high as 22 students in a school at- 
tempting it over the course of a year subsequent to a suc- 
cessful suicide. It just crystallizes that point almost too 
well. 

Dr Offord: That is right. and I think suicide is one of 
these things that has a contagion effect. If one kids does it, 
it puts other kids at risk. 

Mrs McLeod: It comes back to trained personnel. 


Dr Offord: Absolutely, but there is no other setting 
that can provide this peer group intervention, even if you 
have the trained personnel. I cannot do it in my office. It 
does not do a darn thing. I would like to think I could do it. 
It does not do any good. It is a waste of time and money 
for me to try to do it. It is far better to do something with 
the peer group in the school. 
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Mr Beer: Briefly. I suppose that one of the things at 
the end of all this that we want to do is to put forward 
some recommendations that will move the yardsticks. 
Clearly in 12 hours we cannot become total experts. But 
one of the things that we have been wrestling with is the 
question of structure. Colin Maloney’s report has sug- 
gested a way of looking at that both at the provincial level 
and at the local level. 

I just wonder, from your experience—you have met 
and talked with so many people working at the local 
level—how structured do you think we have to become in 
terms of the delivery of children’s services, the allocation 
of funds, the determining of who is going to do what to 
whom? How much of that can we really structure locally 
to make for a more effective system and what are some of 
the things that we have to be aware of? I am assuming that 
you have looked at a number of different approaches 
throughout the province. I think we can see how we might 
do that provincially, in dealing with a number of ministries 
in bringing that together, but how far can we go locally? 

Dr Offord: Clearly it is going to vary from com- 
munity to community, but I think the first thing is that if 
you are going to do something in the children’s mental 
health area all the actors have to be on board. I think there 
is a lot to be said for local committees that include not just 
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Education and Health and Community and Social Serj 
vices, but include Housing and Tourism and Recreatior| 
These people are together and then they begin to thin| 
about what are the big problems in the community. 

The beauty of it is that these problems may vary fron) 
community to community. I think then they are going ti 
perhaps need consultation—perhaps it exists within—t) 
know what to do about these things. I think the advantagy 
of the local stuff is that they can address local problems 
provided all the actors are there. 

The other thing I would say is that accountability ha: 
to be built in and so, for instance, the thing we are working 
on is recreation. Now the fact is that for poor kids nobody 
knows if they get even their share of recreation dollars, s¢ 
if anyone is going to do recreation then I would want te 
know how many kids come out and exactly how mucl, 
they learn. There has to be an accountability built in fo} 
everybody in there. I think that with the local work group 
on accountability that there are a lot of advantages to doing 
it on a local level. 


The Vice-Chair: I see that you have obviously 
generated quite a number of questions. That is very gooc 
for this committee. We will be wrapping things up oe 


| 
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row with our report, so I would like to thank you for ¢ 
stimulating discussion. 


Dr Offord: Thank you for inviting me. 


ONTARIO ASSOCIATION OF CHILDREN’S AID 

SOCIETIES | 

The Vice-Chair: Our next set of presenters are from 
the Ontario Association of Children’s Aid Societies: Mary 
McConville, executive director, and Bruce Rivers, execu- 
tive director of the Children’s Aid Society of Metropolitan 
Toronto. Welcome to the committee. Again, I will repeat 
that you have a stringent time limit of a half-hour. Please 
commence. : 
Mrs McConville: I would like to thank you for the 
Opportunity to appear before you today to discuss the im 
portant and troublesome matter of children’s mental health 
services in Ontario and the need to improve these services. 
Although we wish to speak to you today primarily from a 
child welfare perspective, we would like to begin by 
making some general observations about the subject of; 
children’s mental health in Ontario. | 
The committee obviously is aware of the important, 
epidemiological work in this area that was done by Dr Dan} 
Offord, who has just preceded us. The study is a watershed 
document in our opinion that proposes, conservatively) 
speaking, that at least 18% of our children suffer from a 
serious mental health disorder. In reality, if we consider a 
variety of other conditions which are well documented and’ 
which are not represented in that study, up to 30% of the’ 
youngsters in our communities are affected by mental 
health disorders during their childhood years. 
These epidemiological indicators alone tell us two 
things. First, we will never have enough services to ad- 
dress a problem of this magnitude if services are viewed as 
the primary response to the problem. Second, the in- 
dicators also suggest that there are inequities in the health 
status of our citizens, especially children, which appear to: 

















































'e connected substantially to factors such as poverty, eth- 
icity and other factors such as public housing. 

The relationship between poverty and health outcomes 
sas been well documented. Children who live in poverty 
ire 40% to 50% more likely to be of low birth weight, 
‘emature or with growth retardation and experience a 
10% higher death rate from all causes. These children are 
flso twice as likely to be afflicted with psychiatric disor- 
Ners and poor school performances than non-welfare 
\hildren. 

' These compelling facts, and there are many others 
ivhich I am sure will be placed before this committee 
‘hroughout its hearings, can only lead us to conclude that 
! n addressing the mental health needs of children, we must 
| hink in a broader context than the adequacy of our ser- 
‘tices. We believe that the government must first and 
loremost concern itself with the necessity to promote the 
development of a better societal capacity to ensure the 
wellbeing of children in order to reduce the number of 
special needs cases that require the use of the safety net. 

| Simultaneously, we must attend to assessing the proper 
‘ole of our specialized services in relation to that children’s 
igenda, which does not exist in the province of Ontario, 
ind as Dr Offord pointed out, the proper targeting of these 
vesources. Within that context we can then properly assess 
he adequacy and the effectiveness of the services that are 
provided to vulnerable children and families. 

__ The recently published document entitled Children 
First, a report of the Advisory Committee on Children’s 
Services to the Ministry of Community and Social Ser- 
vices, is an excellent framework within which to consider 
‘he development of strategy to support the wellbeing of 
‘hildren, and also to improve the capacity and the impact 
lof a variety of services that are applied to the problem of 
children’s mental health. 

| The United Nations Convention on the Rights of the 
Child is also a useful document in assisting with the 
development of principles which should guide govern- 
‘ments in forming social policy with regard to children. 

_ Those principles are: Childhood is entitled to special 
lcare and assistance. The child, by reason of physical and 
mental immaturity, needs special safeguards and care 
before as well as after birth. The child, for the full and 
harmonious development of his or her personality, should 
grow up in a family environment and in an atmosphere of 
happiness, love and understanding. Children who live in 
exceptionally difficult conditions need special considera- 
‘tion. 

| There will always, then, be a need for a safety net that 
‘captures those children and families who are broken and 
who suffer from a variety of social, health and psychologi- 
ie problems. Child welfare services and children’s mental 
health services are two of the cornerstones of specialized 
services in this province. 

Children’s aid societies in Ontario primarily service 
‘children within their families and their communities, 
‘providing service to over 152,000 families in 1989. We 
also provided substitute care to over 19.000 children 
‘during that calendar year. On any particular day in this 
‘province, there are approximately 10,200 children in the 











15 JANUARY 1991 


S-69 


care of these societies; 53% of them are cared for in foster 
homes and the rest are cared for in a variety of paid or free 
institutions, group homes, etc. 

Children’s aid societies received more than 19,500 al- 
legations of child abuse in 1990, an appalling increase of 
2,300 allegations over 1989 and an increase of 100% since 
1984. Although the numbers of abuse allegations and 
documented cases of abuse and neglect have skyrocketed, 
none the less the number of children in care has sig- 
nificantly decreased. This is partly because of the thrust of 
the new act which demands the least intrusive approach, 
but also because of improved methods of providing ser- 
vices to children and families at risk. 

Having said that, there is a downside. Because 
societies are required to exhaust all possible measures by 
the courts before admitting a child into care, more and 
more children who are being admitted are being admitted 
in extremely damaged condition. Children’s aid societies 
consequently are required to parent both on a short- and 
long-term basis many of the most damaged children in our 
society. It is essential that we have a variety of caretaking 
options, consequently, to ensure for the adequate care and 
treatment of these children. 


1430 

The proclamation of the Child and Family Services 
Act, in our view, was a great leap forward in significantly 
reducing legislative barriers to service and treatment by 
virtue of the integration of a number of pieces of children’s 
legislation. Some feel that moving the responsibility for 
children’s mental health back to the Ministry of Health 
will improve things. We feel this will only create more 
fragmentation. 

The government should rather consider more integra- 
tion of ministry structures to better support children, be- 
cause we also believe that co-ordination across ministries 
in and of itself is not sufficient. The service system in the 
province of Ontario, which is essentially a transfer pay- 
ment one, despite integrated legislation, is none the less 
not supported by a clear vision of social policy and service 
delivery, or by adequate funding mechanisms, information 
systems or other systems management tools. 

In short, service providers do a significant amount of 
good, given very limited resources, but we could do a 
much better job if we had basic support, such as the infor- 
mation system which Dr Offord just referred to, with 
which to plan and evaluate the impact of our services and 
effective mechanisms to ensure that children do not get 
caught in systems or are denied access to services. 

There is no question that the problems of children’s 
mental health go well beyond some of the inadequacies of 
the legislation or the waiting lists in various communities 
for services and we must be vigilant in our attempt to 
understand the problem so that we do not end up with 
simplistic answers that in the end are no solution. 

Children’s aid societies in the province, despite having 
responsibility for many of the most difficult children, are 
frequently unable to gain access to children’s mental 
health centre beds, even in those communities where there 
is a wide spectrum of services and a large number of ser- 
vices. Many factors come into play here, the underfunding 
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of some of those services that have beds but also insuffi- 
cient staff, rigid eligibility criteria, the lack of innovative 
programming in some instances and the lack of planning 
in the use of residential beds. 

At this point, I will just turn briefly to the director of 
the Metro society to give you a more specific feel of how 
that translates into the impact on children. 


Mr Rivers: The placement problem for hard-to-serve 
children in residential facilities became so acute for Metro 
Toronto societies recently that they requested that the Min- 
istry of Community and Social Services make a special 
attempt to deal with the local access crisis. 

It is worth noting that the occupancy rate of local 
children’s mental health centres in the Metro area is fre- 
quently as low as 74%, while local CAS occupancy rates 
at admission assessment residences have consistently ex- 
ceeded 100%. It is also important to note that children’s 
aid societies do not have the latitude to refuse service and 
develop waiting lists. The children’s mental health centres’ 
waiting lists are composed of families in the community as 
well as child welfare clients. 

We believe much of what is creating the waiting list 
crisis is the reduction in available foster parents. For ex- 
ample, between 1982 and 1989, the child welfare sector 
experienced a 25% loss of foster parents. That percentage, 
by the way, is higher in Metro, closer to 50%. 

When one looks at the number of children in mental 
health facilities who are wards of the societies, and the 
number is often remarkably low, there exists an all too 
frequent bias against accepting these children because they 
are considered too disturbed. It is a fact that many of the 
most disturbed children in the province languish in CAS- 
operated admission assessment facilities, frequently break- 
ing down, and a large number of our children are placed 
out of sheer necessity to private group homes, often miles 
away from their local community, which is a terrible dis- 
service to them and their families. Many are placed in 
foster homes or agency-created, staff-operated resources to 
fill the gap that is not being met by a residential resource 
system. 

Children’s aid societies themselves and the private 
group home sector have been forced to fill the gap left by 
the children’s mental health centres in caring for highly 
disturbed children. 

To give an illustration, one in three children referred by 
our agency to special placements required intensive long- 
term treatment, and -by that I am referring to up to two 
years. In one year, 100 such children were referred to treat- 
ment facilities and only 33 were placed. The rest were not 
accepted because they were considered to be too disturbed. 
These children were eventually placed in foster care or in 
private group homes, often out of their home communities. 

We recognize that many of the youngsters in children’s 
aid society care, because of the severity of their problems 
and early deprivation, will not do well in residential treat- 
ment that in Ontario is, at best, a short-term resource. 
More long-term and crisis beds are required, but alterna- 
tive methods of caring for these children must be sup- 
ported, such as treatment foster homes and therapeutic 
foster care. Child management support in the home, group 
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support for foster parents and higher per diems are all par 
of a spectrum of supports that must be available tc 
caretakers. Foster care providers in the 1990s must be 
recognized as professionals who are expected to care fo; 
very disturbed children. They will require training, decen 
compensation and staff support, not only from child wel. 
fare professionals but from the mental health professionals 
in our children’s mental health system who must be will: 
ing to apply their expertise in different ways, such as 
through case and program consultation. 

We would like to refer you to an article in the Journal 
of the Ontario Association of Children’s Aid Societies 
which discusses the value of consultation between child 
welfare and children’s mental health. It is item 4, and te 
help you, there is a summary at the end that I think will 
lead you to some practical solutions. I would also like te 
refer you to an OACAS fact sheet, which is green, inside 
the Journal, which indicates from our annual survey the 
very low rates of compensation for foster parents in child 
welfare. By the way, the average is anywhere from $15 to 
$18 per day, depending on the age of the child. Spending 
more on these kinds of essential supports and less on 
regulation, for example, would allow us to enrich a range 
of services. These are some of the practical solutions that 
we would suggest in getting the list down and expanding 
our foster care system. 


Mrs McConville: It must also be said that children’s 
mental health professionals and others are not clear about 
the mental health needs of discrete populations of children, 
although they know a considerable amount about the needs 
of individual types of cases. Consequently, professionals 
are not in a position, without more research, to define 
strategic ways to secure the level of resources required to 
address apparent needs. 

More research is required to determine what kinds of 
children can best benefit from residential treatment and 
what kinds of children are best served through other 
methods of service delivery. We need to develop com- 
munity strategies and service strategies for reducing risks 
for those at highest risk. Service providers themselves 
should not be able to define service responses in isolation 
of the clear articulation of community needs, as is present- 
ly the case. They should not be able to unilaterally control 
access to scarce and expensive resources such as children’s 
mental health beds. 

Accountability mechanisms must be put in place so 
that services relate to community needs, and we further 
need to create incentives to comply with regional plans 
and other policy requirements that emanate from the 
funders and local planning bodies and community groups. 

In conclusion, we believe there are gaps in service. We 
no doubt could use more residential mental health beds, 
but some immediate relief or short-term solutions could be 
provided by doing a much more efficient job of allocating 
the resources we have, supporting alternatives to residen- 
tial care for those children who need it and planning more 
carefully and in a targeted way for any expansion of the 
residential system. We have many examples throughout 
the province of the value of the collaborative efforts be- 
tween child welfare and children’s mental health profes- 
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jonals. For example, in the city of Toronto we have child 
velfare and mental health professionals out of the spécial- 
ved safety net working directly in schools, such as Ryer- 
tn Public School, with the sole purpose of supporting 
pachers so that they can identify risky and vulnerable kids 
ad families much earlier and apply interventions, ob- 
‘iously at a stage when they are much more likely to work. 
We, in addition, must expand these kinds of efforts, 
which do exist here and there throughout the province but 
jt a very fragmented kind of way, and this expansion of 
\lternatives can only be provided through ministry leader- 
jip and funding incentives. We must kickstart these ef- 
rts with an infusion of funds to keep services that are 
iresently there afloat while we shift our structures to 
flect another approach. 

) In the long term, a targeted reduction in the incidence 
f health inequities through strategies such as those put 
orth by the Social Assistance Review Board, which target 
‘overty and early intervention and prevention strategies, is 
ie only hope for changing the balance between the need 
or and the availability of specialized resources such as 
hildren’s mental health services. Only a province-wide 
‘ealth strategy which promotes the wellbeing of all 
hildren will enable these strategies to develop and reach 
‘uition. Specialized services, in the long run, should be in 
sss demand in the future, but also should be restructured 
) reflect a wellbeing model of services and one that does 
jot solely assign its expensive resources to individual case 
pplication. 


_ The Vice-Chair: We will move right into questions. 
Ar Hope is first on the list. 


_ Mr Hope: I welcome the information you have put 
orward. The one thing I have noticed is, when you stated 
bout clear policy and direction and leadership of the min- 
stry in itself—and I think that is one of the key important 
iings. I am sometimes wary of putting power into local 
ommunities, because, number one, we do not know what 
irection, and the best interests of the board level, who is 
mm those boards. A lot of times in smaller communities in 
ural Ontario we have a hard time getting people to serve 
n these boards, so it is done by a minute group, which 
Aay not really see the whole picture of what is happening. 

| I have to agree with you that we need more direction 
fom the government itself and from the ministry in im- 
‘lementing more direction and clear direction. I think there 
re a number of plans out there that we are trying to put 
orward and I think Better Futures, Better Beginnings, 
vhich was implemented by the previous government on 
‘ne research part of it—and he is a member of this com- 
Aittee and I have to commend him on putting that effort 
nere. I think with that focus of starting to solve the prob- 
2m at the earlier stage—I am glad that you put some of 
Ais information about children’s aid forward, because it is 
N issue and I think the community mentality of children’s 
‘id, education-wise, is not there. I think more people have 
> be aware of what the children’s aid function is really all 
bout, because in smaller communities I do not think they 
eally know. I am glad you put this forward. 





15 JANUARY 1991 S-71 





Mrs Witmer: Thank you very much for your presen- 
tation. I appreciated the information that you put forward. 
You mentioned on the final page that you feel the only 
hope for changing the balance between the need for and 
the availability of these specialized resources such as 
children’s mental health services is through early interven- 
tion and prevention strategies. What strategies at the 
present time would you be recommending? What do you 
feel is working successfully and what should we be pursu- 
ing? 

Mrs McConville: I think one of the most frustrating 
things for service providers—and I am sure Dan Offord 
would agree with this; I do not know if he is still around— 
is that there is already a good deal of information out there 
through good research indicates that early intervention 
strategies work with individuals and families as well as 
with groups and vulnerable populations. I know that is 
what Better Futures, Better Beginnings is all about and I 
applaud the ministry’s attempt to promote these broader 
prevention strategies with some significant money over a 
long period of years. 

My frustration is that we have demonstrated many, 
many times on a local basis and in broader kinds of ways, 
and not just in the jurisdiction of Ontario, that working 
with vulnerable populations, for example, works; interven- 
ing earlier works. We know that in our own daily practice 
in the children’s aid society. The problem is that we cannot 
express that experience by way of information that you can 
roll up in a global fashion so you can learn from it. 

We do not do enough program evaluation. We have 
good professional experience that tells us what works and 
what does not, but the information is not available in such 
a way that professionals can learn from it and funders and 
social policymakers can learn from it. I think service 
providers at large in the province, and I would include 
many medical people in this, are doing a lot of good work 
and their experience is telling them that what they are 
doing is working, but we are not doing enough program 
evaluation and we are not doing enough research to docu- 
ment what works. Consequently, when you turn to the 
funders, they say, “Well, prove that what you do is effec- 
tive,” and we cannot. 


Mr Rivers: If I could just also comment on that ques- 
tion, it is interesting to note that last year in Metropolitan 
Toronto we were funded privately to the tune of $1 million 
to experiment with primary prevention, but we were un- 
able to convince the government that such an expenditure 
was necessary. It was the corporate community that in fact 
supported the program at Ryerson Public School and it 
was the corporate community that has supported programs 
for young mums to get out of their homes and to look at 
new and better ways of parenting. So there needs to be a 
look at the children’s aid society’s mandate as dictated 
under the Child and Family Services Act. You have to take 
a closer look at that prevention issue, because presently it 
is not getting the due attention that it requires. 


Mr Beer: A bit in the same vein in terms of looking at 
some of the things that you have been doing, I was inter- 
ested in your paper. I think this is the first time we have 
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talked in some detail about foster parents and their role. I 
think it would be interesting for the committee if you 
might tell us a bit about the Homebuilders program that 
you and your colleagues in Metro have been trying to 
develop. It seemed to me that had the promise down the 
road of providing a lot of help in this area. I wonder if you 
would just share that program in conceptual terms with us. 


Mr Rivers: Homebuilders is an exciting program that 
could have a major impact on the waiting list that you are 
dealing with. Instead of a child being admitted to a 
residential program or into foster care, it would see the 
worker moving into the child’s home for anywhere up to 
20 or 24 hours a week so that the worker is there at the 
critical times that the stress is on the family. 

This concept has been tried throughout the United 
States and has been demonstrated to be 80% successful in 
holding high-risk kids out of care. For the last year or so 
the Toronto agencies have had before the ministry a 
proposal for funding that is about $1 million to implement. 
That is the kind of kickstart that we are referring to when 
we Say that there needs to be some risk here. 

Presently, you will be interested to know that we have, 
as well, a couple of corporations that are prepared to back 
the project but cannot pick up the entire bill, so we have 
been able to convince people throughout Toronto that it is 
a good idea and we are just waiting to hear now about 
implementation. 


Mrs McConville: I should also say that we did have 
in several societies throughout the province what we call 
family support programs, and there are many varieties of 
them, but the purpose of them is to assist families that are 
disorganized and have all sorts of problems in improving 
their parenting skills and reducing the crisis element of a 
family’s functioning so that we can reduce the risk of 
bringing kids into care. We know these programs work and 
they have been a large part of reducing the numbers of 
kids in care by half over a 10-year period, and yet those 
programs today are vulnerable because, and this goes back 
to the mandate issue, as money gets tighter and tighter and 
the ministry tries to control the child welfare budget, 
which is difficult to control because we must in many 
instances provide service, it is starting to target the front- 
end programs, the early intervention programs in our spe- 
cialized context that have enabled us to keep kids out of 
care who should not be coming into care, and obviously 
have, in the bigger sense of the term, reduced costs be- 
cause it is a heck of a lot more expensive to bring kids into 
care than it is to service them in their community. 


Mr White: I have worked both with the children’s aid 
society in Metro Toronto and with a couple of children’s 
mental health centres. What I am struck with, within the 
body of your report and certainly within my experience, 
has been that although we have two different services 
funded by the Ministry of Community and Social Services, 
there seems to be more than just a creative tension be- 
tween these services. There is often a battle royal over a 
sector, where the wellbeing of the children involved should 
be the paramount issue. You refer here to the crisis in 
placements, situations where there were only, say, 74% of 


the residential beds in children’s mental health centres oc- 
cupied in Toronto. I understand that Metropolitan Toronte 
has fewer beds than does Hamilton. Some of these are 
startling statistics. 

At a very practical level, what suggestions might you 
have in terms of how the Ministry of Community an¢ 
Social Services might effect greater co-operation between 
two very valuable services working on children’s behalf 
and in what ways the ministry presently may not be fulfill- 
ing its mandate to regulate children’s mental health 
centres? 
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Mr Rivers: First of all, the battle royal you referred te 
is not as expressive as you might have experienced in the 
past. In fact, I would say the situation has improved. Par 
of the solution I am going to suggest to you is I think, the 
reason why. Over the last two years, for example, in the 
Toronto area office there has been a concerted effort by 
Comsoc to leverage co-operation. When I say “leverage” 
co-operation, I think a number of children’s mental health 
centres and children’s aid societies realize that if they are 
going to be successful and focus effectively on the child. 
they have to collaborate. There is no better way te 
motivate people around that issue than to make funding 
contingent upon it. 


Mrs McConville: I would also say, to further leverage 
local planning initiatives where they exist—and of course 
they should exist everywhere—has to be mandated. You 
do not ask people to collaborate and co-operate with one 
another. You tell them they are going to and they will, and 
they have done in the past. 


Mr Martin: One of the questions I was going to ask 
you has already been touched on by Mr White. I certainly 
agree with you that leveraging and funding co-operative 
efforts is probably one of the ways to go in terms of get- 
ting those folks together who need to get together in com- 
munities so that resources can be more adequately used to 
meet the end of serving kids. 

The question I have that you might want to comment 
on is a political one, in terms of ownership of the problem 
and the fact that children’s aid societies are seen to service 
the poor in our communities more than the more-well-off 
who access mental health centres. Because of that, they do 
not get the high priority, perhaps, in terms of funding that 
they should. That is a problem you might want to comment 
on. It was raised this morning. 


Mr Rivers: I would just like to speak to who our 
clients are, because your comments are quite accurate. The 
problem is that the most disadvantaged in our society, 
close to 60% of the parents we deal with, are single 
women. More than 50% of them are on welfare and about 
48% live in public housing. All that constitutes the highest 
risk in our society, and we have been arguing long and 
strong to focus on those most in need. I think Dr Offord’s 
comments previous to ours indicated that is one of the 
strategies that has to be undertaken. 

Mrs McConville: I think your comment was very 
much worth making, because I do think this is a dis- 
enfranchised group of kids. There is no community owner- 
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‘ip of their plight and the child welfare system ends up 
veing their advocate and that is not good enough. 

There is another element here that we try to get at in 
fe presentation; that is, that we are not very good yet in 
arms of identifying those interventions that work with cer- 
hin populations of kids. Of course, we have a population 
'f very disturbed kids with a whole spectrum of difficul- 
es. So I think there is another real resistance on the part 
‘f our most specialized institutions that has to do with the 
evel of disturbance of the kids we are having to place. We 
‘now for a fact in child welfare that our most disturbed 
‘ids are far more often being taken care of by everything 
yut the children’s mental health system, because it cannot 
‘ope with it. 

The Vice-Chair: We have run out of time. I thank you 
‘or your presentation. 

Members of the committee, I think it is appropriate to 
lake a five-minute break at this point, a seventh-inning 
stretch. We will reconvene at 3 pm. 


' The committee recessed at 1455. 
(503 
ONTARIO TEACHERS’ FEDERATION 


The Vice-Chair: We have before us the Ontario 
Teachers’ Federation: Guill Archambault, president; Mar- 
zaret Wilson, secretary-treasurer, and Ruth Baumann is 
here as well. Welcome to the committee and please 
oroceed with your presentation. You have half an hour— 
the usual refrain. I have been repeating myself over and 
over again, but we are pressed for time so I hope you 
appreciate that. 


Mr Archambault: The Ontario Teachers’ Federation 
is pleased to have the opportunity to discuss with the com- 
mittee today its concerns about the availability and co-or- 
dination of children’s mental health services in Ontario. As 
you know, OTF represents over 125,000 teachers in the 
publicly funded schools in the province and we provide 
education for almost two million students. 


As teachers in the schools of Ontario, we have the 
Opportunity both to witness first hand the increasing dif- 
ficulties of children within our society and to be a part of 
the response to their needs. 

The average child spends between 15,000 and 16,000 
hours in school. Teachers spend more time with children 
than doctors, social workers, nurses or other service 
providers. For a significant number of children, more 
waking time is spent in school on a daily basis than with 
their parents and families. While teachers are not trained 
mental health professionals, the teaching profession must 
ibe an integral part of the delivery system for children’s 
‘mental health. 

School is an environment in which the ability to relate 
to others and a healthy self-concept are critical to success- 
‘ful learning. For some children, it is the first arena in 
which expectations for behaviour and outcomes are set by 
non-family members and in which they must learn to re- 
late to the multiple needs and desires of a group. We would 
like to examine briefly some issues which we believe are 
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related to the state of children’s mental health in Ontario 
and to any discussion of the delivery system. 

Let’s talk about incidents of violent school behaviour. 
The Ontario Teachers’ Federation, working with its five 
affiliated bodies, has conducted a provincial survey of the 
incidence of assault on teachers by pupils in Ontario 
schools. For those affiliates reporting, there was at least a 
doubling of major incidents of assaults by pupils over two 
school years. We define major incidents as assault with a 
weapon, threatening with a weapon, serious physical in- 
jury, serious verbal threats re teachers’ physical safety, and 
constant bullying. Minor incidents were described as 
punching, scratching, biting, pushing, insubordination and 
serious verbal abuse. Minor incidents also increased 
dramatically. Many of the very serious incidents reported 
involved children as young as six years of age. 

Comments provided by the schools indicated frequent 
frustration in the ability of the school to have the problem 
behaviour taken seriously by parents, social service 
providers and the justice system. 

The relationship between school and mental health ser- 
vices: the present gap between educators and providers of 
mental health services exacerbates the difficulties ex- 
perienced by children. While some school personnel may 
be involved in referral, the provision of mental health ser- 
vices is usually at another location and often does not 
involve the school community in the treatment plan. The 
school in turn defines problems in educational or discipli- 
nary terms, partly because of its limited ability to access 
other resources on behalf of students. 

When Ontario’s special education legislation was 
developed, a deliberate decision was made to use an 
educational model rather than a medical model. This 
meant that for students whose acting-out behaviour re- 
quired special intervention, the focus was not to name the 
psychiatric disorder but to identify the unacceptable learn- 
ing-classroom behaviour and build an educational program 
which would attempt to modify that behaviour in a posi- 
tive way. There are times, however, when the difficulties 
are rooted outside the school environment and the school 
is unable to do more than address the student’s needs 
within the school itself. 

Teachers are often uncomfortable dealing with students 
whose behaviour is unusual or threatening because they 
have not had any training in doing so and feel isolated in 
their attempts to intervene. In those facilities where educa- 
tion programs are funded under section 27 of the general 
legislative grants, there is often interdisciplinary co-opera- 
tion between educators, health care providers and social 
services personnel that allows an integrated approach and 
the opportunity to share strategies and resources. More 
active collaboration between the professions on an ongo- 
ing basis in the community school would do much to en- 
hance both the skills and the understanding of the various 
professions involved. 

Confidentiality is an issue that frequently touches the 
school. Many parents are reluctant to identify their 
children’s mental health needs to the school for fear that 
the child will be labelled. The lack of an ongoing interdis- 
ciplinary approach to the needs of children in the school in 
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turn makes the negative effects of sharing information 
more likely. However, it also puts children at risk. 

Consider the case of an adolescent with a history of 
suicide attempts and subsequent hospitalization and treat- 
ment who is enrolled in a large secondary school for the 
first time. The parents instruct the health care providers not 
to share any information with the school because they are 
concerned about the stigma. Without any information 
about the student’s history or the source of the anxieties, it 
is impossible for the school to respond to his or her in- 
dividual needs at all. 

The balance between the need to know and the right to 
privacy can be maintained much more effectively if the 
working relationships among and between the various 
professionals are sound and trusting. A further advantage 
of ongoing collaborative relationships among the profes- 
sional communities would be that the improved working 
climate would be of general benefit to the mental health of 
children in classrooms and not just to those who have been 
identified. 

Then we have the changing family context. As the one 
social institution that touches all children, the school has 
been left with the major responsibility for coping with the 
changes in family life which society has experienced over 
the past 20 years. The majority of child care centres are 
now located in schools and more and more school systems 
have recognized the need for some kind of before- and 
after-school programming for school-age children of 
working parents. Unfortunately, while services offered 
under the Day Nurseries Act for young children are subject 
to clear standards, those services provided for school-age 
children are only occasionally provided under the auspices 
of the Day Nurseries Act and are widely variant in the 
quality of programming, staffing ratios and available 
resources. Many children are on their own before and after 
school for significant stretches of time. 
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Beyond the number of changes in the number of work- 
ing parents and single parents, another significant change 
in the family context is the loss of the assumption by 
children of their unconditional acceptance by their 
families. The growing number of adolescents living on 
their own is testament both to their willingness to leave 
and to the willingness of some families to have them leave. 
Perceptions of student welfare within the community have 
shifted from a view of welfare as a last-resort solution to 
very difficult situations to a view of student welfare as the 
alternative of least resistance to family conflict. This too 
becomes a significant issue for the mental health of 
children. If the support of the family for the child is 
tenuous, what resources can teachers or health providers 
call on? We did not take time either to discuss the whole 
matter of family violence, sexual abuse and all that. 

It is time for government to make clear statements 
regarding our collective expectations of families and the 
support required by children and adolescents and to sup- 
port these expectations with a service network and an in- 
frastructure that meets the needs of Ontario families. 


We will not reiterate some statistics, but I quote fror 
Children First, the Report of the Advisory Committee o 
Children’s Services. They say: 

“We therefore believe that it is in the best interest 
children to maintain them within their school wherev 
possible. The system must minimize the disruption the 
comes from removing children from their classrooms 
schools as a result of disruptive behaviours, exceptioné 
needs or required interventions from young offender, chil 
welfare, or treatment services. To enable the school to ac 
complish its significant tasks, teachers must receive th 
required resources to enable them to maintain the chil 
within the classroom.” 

In conclusion, the Ontario Teachers’ Federation share 
the grave concerns expressed by the Ontario Associatio 
of Children’s Mental Health Centres regarding the need 
of Ontario children and the state of the mental healt 
delivery system for those children. 

When children are experiencing difficulties, there is | 
need for rapid access to appropriate services. Teachers an 
schools frequently find themselves attempting to manag, 
and serve children with mental health problems withou 
access to appropriate mental health and social servic 
resources. There is a need for much greater collaboratio; 
between the mental health and social service providers an 
the education system in order to meet the needs o 
children. Ongoing collaboration and in-service fo 
educators can strengthen the support network available ani 
enhance preventive efforts. 

Any discussion of children’s mental health must alsi 
include a discussion of the environment in which ou 
children live. Access to appropriate child care, access ti 
protective services and access for families to a fundamen 
tal economic entitlement are necessary for a climate il 
which mental health is achievable. | 

As educators who care deeply about the children wi 
teach, the Ontario Teachers’ Federation declares its interes 
in being a partner in the provision of a healthy learnin; 
and living environment for children. 


Mrs Witmer: On page 6 you make reference to thi 
fact that the majority of child care centres are now locates 
in the schools. I was wondering what type of data yot 
have to support that. I was rather surprised to see tha 
statement. | 


Mrs Baumann: I think that came from Children First 
If you give me a moment I will try to track it down. 


Mrs Witmer: I know that there are many child car 
centres in schools but I was not aware of the fact that the 
majority of them are now located there. 


Mrs Baumann: They are not operated by schools, bu 
the statement that I believe is in here, and I will try to pit 
down, is that the majority of child care centres are 
operated by non-profit operators within school buildings i if 
Ontario. 

Mrs Witmer: I appreciate that clarification. 


Mrs McLeod: You indicate on page 5 that teacher: 
are often uncomfortable because of lack of training anc 
feeling isolated when dealing with students whose be: 
haviour is unusual or threatening, and I can appreciate thai 



















sentiment. Would you say that is true even for children 
vith the supposedly mild or moderate behaviour problems 
tat are, in the current designation, seen as being within 
ae mandate of the education system to deal with, as well 
5 the more perhaps seriously troubled children? 


Mrs Baumann: I think there are a lot of students who 
re falling under the rubric that we have assumed would be 
nild who in fact are kids with quite serious difficulties, but 
ecause the education system, in identifying those 
oungsters, really has limited access—and if you go back 
ind look at the specific process the schools use through the 
dentification, placement and review process, it is board 
‘ersonnel who by and large do the assessment of the child. 

It is quite possible to have the youngster who may be 
Xperiencing even more serious difficulties outside of 
jome get through that system and be identified on the 
hasis of what appeared to be in-school difficulties with an 
n-school solution and to miss the kind of cross-refer- 
mcing that probably should be occurring, either to health 
‘are providers or social service providers. 


if 


Mrs Wilson: We were surprised at the survey results 
yecause, particularly in the elementary panel, they iden- 
ified quite clearly that a large part of the increase in inci- 
lents which were serious enough to concern teachers were 
ied to children who had been labelled behavioural. Nor- 
nally the assumptions that we would have made are the 
issumptions you are making, that the disorders would be 
ninor and that the teacher would be able to cope. 

We are going to go back and try to pin down exactly 

what is happening. We asked the schools to identify over a 
yeriod of time how things had changed and we are startled 
it the change over a short period of time and that they 
sould identify the children who were involved in saying 
hey had been through the IPRC system. Something is 
askew and we are quite sure, regardless of what we go 
yack and find out, that there is inadequate assistance being 
ziven to both the children and the teachers. 
Mrs Baumann: I think the one other comment I 
would make about that may tie into some comments that 
were made by the previous presenters. The spaces that are 
available for students who are not in the normal be- 
havioural program within the special education context in 
the school system are spaces that are in mental health 
facilities, so if there are youngsters who have not been able 
to access spaces in group homes or agencies which would 
have a school component, they are in the schools and 
where they end up is often in the behavioural programs. 


Mrs McLeod: I was even looking beyond the 
children who would be IPRC, because there is a clearly 
identified problem of some sort that requires special assis- 
tance and identification and placement. I am looking at 
those children who would not even go that route, with 
whom the teachers are coping in a classroom. I guess in 
the work that I did briefly I had a sense that teachers were 
loften frustrated because the root of some of the relatively 
mild behaviour problems was in the home and they had no 
access to the home to deal with family stresses. 

_ Ialso quite honestly found learning problems that were 
missed because kids were inaccurately picked up as just 
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mild discipline problems. That leads me to say that the 
direction of the Maloney report sounds as though it has a 
lot to recommend it, provided the resources can be put in 
place. They have been around long enough to see the 
school system has to take on a lot of new tasks without 
being given adequate resources. Are you worried about it? 


Mrs Baumann: Yes. 
Mrs Wilson: Yes. 


Mr Malkowski: I was very impressed with your 
presentation. It had quite an impact. We are aware of the 
changing world and how quickly it changes. Those chan- 
ges influence family life and then of course influence the 
educational system. 

But we are wondering, on the management of daily 
problems, looking at the teacher-student ratio and the 
children who come from different backgrounds, from dys- 
functional families, or refugees from other countries who 
have suffered abuse, how teachers can manage all those 
problems. I am also wondering, from your experiences 
with the availability of counselling services within the 
educational system, does there not seem to be enough staff 
support who can make the referrals to outside agencies? 
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Mr Archambault: This is true. For a long time we 
have asked for more guidance at the elementary school and 
more guidance at the secondary school, because it is surely 
a lack of a number of personnel. There are not enough to 
go around. 


Mrs Wilson: The regulations state that schools must 
have guidance personnel in the secondary schools. The 
regulations do not insist on guidance personnel in the 
elementary schools. In fact, it would be quite unusual to 
have any significant time allocated to guidance in the 
elementary schools. This is a serious problem, one that we 
have been addressing ourselves for years. It leaves the 
onus in terms of finding assistance for children to already 
overloaded teachers, vice-principals, principals—the vice- 
principal if there is one. In many of our elementary schools 
the principal is a principal-teacher and teaches as well. 

As Lyn said, if we are going to try to improve things 
for children without putting one more load, another straw 
on the camel’s back I guess, we have to look at the in- 
frastructure in the educational part of the system as well to 
make sure there are people there who can make the con- 
nections. I will not even address myself to the guidance 
ratio in the secondary schools. It is not terrific. 


Mr Malkowski: Do you feel that it is important to 
expand the guidance counselling services and that they 
should happen in the elementary schools? Do you think 
that will help to reduce the problems that would be then 
faced at a high school level, and maybe if we give the 
guidance at the elementary level it will provide the stu- 
dents with better coping skills? 


Mr Archambault: We have been asking for guidance 
personnel at the elementary school for some years now, 
and even though guidance personnel are added to the 
elementary school, I think we will have to put some more 
guidance counsellors into the secondary schools also. 
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Mr Jackson: I want to build on Mr Malkowski’s 
questions. It was the area I wanted to get into. First of all, 
let me say that I have asked that the recommendations in 
two reports of the select education committee be shared 
with this committee, since you are now the fifth presenter 
who has been before both committees on similar themes. 
The numbers just seemed to get worse since last year 
when you were before us. Those recommendations con- 
tain areas that deal with education specifically and 
guidance generally. 

I have a concern and I would like you to react to it. We 
have not been fair to the OSIS document, which I know 
calls for more guidance support but we are not providing 
it. I want to ask you to react as line professionals who 
comment on education but are impacted by educational 
decisions by trustees. Trustees will be up in a moment and 
you will be able to talk to them. They sometimes make 
policy decisions based on ministry direction and what is in 
vogue or what is the going thing. They also protect certain 
program areas, such as French language, which we know 
is coming at great expense—immersion, I should say— 
and yet we are not getting this priority for children’s be- 
havioural problems. 

I want to ask you a couple of very specific questions— 
Margaret perhaps from her OSSTF background—with 
respect to the OSIS document and proper supports, and 
perhaps a general question about whether the ministry 
should be giving more specific guidelines with respect to 
boards that are protecting some program over another pro- 
gram. Obviously these children are not learning, and there- 
fore, in protecting one set of programs, the will of the 
board might not be as appropriate as supporting these 
kinds of linkage programs for outside agency support. 

I should tell you that earlier today we received a report 
about a specific board which has withdrawn to a degree 
some of its personalized support services. This is not the 
general guidance, this is the personalized support services. 
I am sorry, I am getting into a delicate area here. 


Mrs Wilson: I think I should clarify one thing for the 
committee. I was on the steering committee of the secon- 
dary education review project, which was the mother or 
father of OSIS. That really is what Cam is referring to. 
One of the recommendations that project made when it 
was dealing with essentially grade 7 through what was 
then grade 13 was that there be a significant improvement 
in guidance services. I think part of the focus of that report 
was on trying to improve career guidance services, be- 
cause that committee felt that guidance services had drifted 
almost entirely to personal counselling. I want to make 
that clear. 

That report also suggested that there should be—I feel 
as if I am here reinventing the wheel—better integration 
and that in fact some of the personal counselling services 
should be provided in the school setting by other agencies 
and that the school guidance department should be able to 
tap with ease into other agencies that would go into a 
school facility and provide assistance to students. I think 
when some school boards are in part withdrawing right 
now, they are looking at limited money and saying that 
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other agencies should be doing this, but we do not have ar 
infrastructure that enables us to interconnect with them. 

At the same time, when we were working on tha 
project, what was absolutely evident was that a number oj 
what secondary school people would call problems that we 
had identified were problems that did not begin when the 
kid hit grade 9. They in fact were sometimes learning 
problems, sometimes family problems, sometimes per: 
sonal psychological problems, and they required assistance 
very early in the child’s educational career since it was the 
school that was the venue where they had been identified. 

I think even then all of us felt very strongly that the 
whole area of guidance, to a mild degree career and to ¢ 
large degree personal, in the elementary school needec 
really serious examination and that also in the elementary 
school we had to develop an infrastructure that brought the 
expert outside professionals into the school and into a bet- 
ter interplay with teachers who know about teaching read. 
ing but might not be trained in how to overcome, let’s say 
an emotional disorder that is preventing a kid from learn: 
ing how to read, which is possible, and might not know 
what is happening in a child’s family that is creating the 
blockage. 

I was very happy when I heard that this committee was 
going to look at that particular area, but this is, I hope, the 
end of a long debate in Ontario about how we proceed or 
this. 


The Vice-Chair: I have Mr Beer next for a very brief 
question. We are quickly running out of time for this seg- 
ment. 


Mr Beer: Because we are running out of time, |] 
would simply say that the last comment, Margaret, that 
you make is critical, that this is the beginning of a public 
discussion. 

When I look at the Children First document, which 
provides the basis for a very meaningful and necessary 
debate but we know raises a lot of issues around structures. 
I think that the question we cannot go into fully here is 
how exactly, if the school is to be the hub, it is to be the 
hub, and what the role of individual classroom teachers 
and principals as they interface with the other sections of 
the children’s services sector is. 

I would take it from that last comment that, if there is a 
recommendation that somehow helps the government go 
on with more focused public discussion over a reasonably 
short period of time, that is very necessary in your view so 
that the educational world can have a clearer idea of what 
would be expected from it in any major changes as to how 
we deal with children’s mental health. 


Mrs Baumann: I think it would be safe to say that we 
would like to see a lot of discussion about how to integrate 
those services. We have tried to say in the submission that 
you have today that we think the case has been made for a 
long, long time about the fact that they need to be in- 
tegrated and that we no longer need to talk about the need 
for integration but the mechanisms. 


Mr Archambault: I would like to have a few seconds 


to respond to Cam’s second question on the protection of 
some programs. I think the trustees do whatever they can 




























unding so we can see why some programs are being 
brotected at the expense of others and it becomes a politi- 
sal choice for them. 


The Vice-Chair: Thank you for your presentation. 


[Later] 


The Vice-Chair: Members of the committee, I have a 


rection. I will read it into the record: 
(} The statement on page 6 of the submission of the 
Ontario Teachers’ Federation to the standing committee on 


WATERLOO COUNTY BOARD OF EDUCATION 


| The Vice-Chair: We will move quickly to our next set 
.of presenters, the Waterloo County Board of Education, 
represented here today by Susan Sanderson and Bill Otto, 
\respectively. the chairperson and the vice-chairperson, and 
janyone else who I am not aware of may identify themsel- 
| ves. Please begin, and welcome to the committee. 


| Mrs Sanderson: Thank you, Chairperson, members 
‘of the standing committee. We welcome this opportunity 
‘on behalf of the Waterloo County Board of Education to 
| share some of our experiences and perceptions with regard 
to mental health services for children that are provided 
within the region of Waterloo and across the province of 
‘Ontario. 

I would like to take this opportunity to introduce to you 
‘the people who have accompanied me this afternoon. Mr 
Otto, our vice-chairperson, is in the audience. John Mon- 
) teith is to my right. He is a trustee and as well chairperson 
“of the special education advisory committee. This, as you 
} may know, is a legislated committee comprised of com- 
‘munity members with an interest in special education. Dr 
Steve Chris is also in the audience. He is co-ordinator of 
| student services and a psychologist with our board. Vic 
| Graham, also in the audience, is executive officer with the 
_chairperson’s and director’s office, and on my left is Gord 
| Backenhauer, superintendent of special education with our 
} board. I extend regrets from our director, Ray Ward, who 
_is unable to be here today because of illness. 

I would like to refer you to the document before you 
“and spend a few moments to highlight some specific con- 
cepts that form the base for the recommendations that we 
‘shall put before you, and at the conclusion we will be 
' pleased to entertain questions. 

| If we turn to the first page, the first part of our presen- 
_ tation is simply background on public education within 
Waterloo county. 

“Co-operative working relationships—past and present: 

_ “The Waterloo County Board of Education has a long 
tradition of working co-operatively with the local agencies 
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within our community. However, because of individual 
mandates and budget restrictions, ‘territoriality’ is some- 
times seen as a factor in creating gaps in service delivery 
for students with social, emotional and behavioural needs. 

“Schools have assumed an ever-expanding respon- 
sibility to respond to a broadened range of needs of 
children, regardless of exceptionality....As we have 
worked on studying student needs and taking a look at 
gaps in service delivery, we can see that good interagency 
resource interaction can best provide for the needs of stu- 
dents. We can also see that the school can be a focus for 
service delivery models that are initiated from the multi- 
agency viewpoint. This does not, however, negate the 
needs for the provision of existing services by hospitals, 
treatment centres, children’s aid societies and others.” 

Under “Directions for integrated service delivery,” the 
Graham report does promote an integrated, collaborative 
approach to planning and service delivery. 

On to page 3, “The school as the focus: 

“The school system must be a key partner in the 
development, implementation and evaluation of service 
delivery models....There must be a commitment at the 
provincial as well as the local level to use existing and 
expanded budgets in a flexible way to design and imple- 
ment co-operative ventures.” 

Pursuing the funding, “There will still be a need for the 
availability of additional designated funding by each of the 
ministries to meet the broad range of children’s mental 
health needs.” 

Under “Summary,” we say: 

“If agencies are to work co-operatively as a multi- 
faceted response mechanism, then they must have the 
mandate to do so and must be accountable in a way that 
will provide consumers, family members and the service 
units themselves an opportunity to help to plan, implement 
and evaluate what is happening. Funding must then, by 
mandate or by legislation, if necessary, facilitate these 
directions.” 

In our “Specific Recommendations,” we say: 

“The partners, especially Education, Health, Com- 
munity and Social Services and Corrections, should be 
mandated, both provincially and locally to legislate the 
development of ‘Children’s Services Planning/Advisory 
Authorities’ to assist in the co-ordination of children’s ser- 
vices at the local and provincial levels; to work co-opera- 
tively in planning for and implementing changes and new 
directions; to fund services that are planned co-operative- 
ly; to enable schools to become a central focus for inter- 
agency needs assessments and service delivery; to support 
a continuum of services by the ministries of Education, 
Community and Social Services, Health and Corrections.” 

Once again, we thank you for the opportunity to be 
here today. 


The Vice-Chair: We have a fairly lengthy period for 
questions, so I will be begin with Mrs Witmer, and there 
are several others on the list. 


Mrs Witmer: I would certainly like to extend my ap- 
preciation to the staff and the board. Having been a former 
trustee on that board, it is a pleasure to know that the 
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presentations are still excellent and that once again a 
tremendous amount of research has gone into your presen- 
tation. I guess the one thing I personally appreciate are the 
very specific recommendations that you have made to this 
committee. That is certainly something that.we were look- 
ing for. 

You talk in this report about co-operation, the need to 
work with all of the ministries, the need to work with local 
agencies. I wonder if you can give us a little more infor- 
mation about the joint early identification/early interven- 
tion school-based program that has been initiated in your 
school board area. 


Mrs Sanderson: Thank you, Mrs Witmer. I would 
turn that over to Mr Backenhauer, who certainly has been 
instrumental in that program. 


Mr Backenhauer: For the last couple of years we 
have been involved with the ministries of Community and 
Social Services and Health and the separate school board 
in a joint venture, taking a look at children at the kinder- 
garten to grade 3 level who are exhibiting behavioural, 
emotional and social needs within some of the schools 
within our county. 

We were able, through that joint effort, to develop a 
co-operation among those four bodies and, ultimately, in 
getting resources from the boards of education, getting ex- 
tended resources from Health in the form of public health 
nurse involvement in expanded school-based teams and 
actually receiving a dollar allotment from the Ministry of 
Community and Social Services to hire intervention 
workers in the schools, we were able to begin the project. 
It is under way at present time. We are going to build in an 
evaluative process to it. We are going to call it program 
evaluation, as opposed to research, because feel that we 
want to know what is going on in the program. Hopefully, 
it will emphasize the co-operative nature that has hap- 
pened among the four agencies and the community. 

I will tell you up front that when we began that there 
was a lot of territoriality and people were saying, “What 
can I bring to this and what can I get out of it?” I think we 
have come a long way, as we need to, in the whole at- 
titudinal direction in working together. I guess I would use 
that as a last point to state that if there is to be a mandate 
that should come from the provincial government, it 
should be two agencies to have the mandate to work 
together in order to provide this type of co-operative ven- 
ture. I may get an opportunity to expand upon that. 


Ms Haeck: I really do appreciate your being here 
today because you allow me to put forward a question 
centred around a particular project that our Lincoln County 
Board of Education would like to put forward. I think it is 
very innovative because ultimately what it will end up 
seeing result is that teenage mothers are able to have their 
children looked after while they are also in school. 

My question centres around the funding issue. because 
in fact the regional municipality of Niagara will be funding 
the day care component. How do you see yourselves, or 
school boards in general, working with regional govern- 
ments on issues like this? Basically, it is a primary preven- 
tive area. 


1540 


Mr Backenhauer: If I may respond to that, as we 
suggested in our recommendations to you, and I think this 
would apply to Lincoln county as well, I think the provin- 
cial government has to mandate local agencies to work 
together. I guess when you take it to the local base, you 
have to give some degree of flexibility for local people to 
meet local needs, whatever those needs are, and to deal 
with issues such as the one you are talking about. 

I would suggest that the mandate should come down to 
existing political and staff bodies that presently exist 
within regions at this time to put that forward as an issue 
and then to say to those people, “Can you develop a struc- 
ture that will satisfy the needs within your own community 
to do that?” 

One of the second points is that if you are going to do 
that, there has to be some flexibility in the ability to fund, 
and that then may mean that additional dollars, at least in 
the interim, have to flow provincially and might be ear- 
marked, but along with that, a direction within that man- 
date to say, ““You need to work together in order to provide 
those types of directions.” 


Mr Beer: I would just note, Christel, there is a project 
like that which the York Region Board of Education and 
the region of York and the province have started that 
sounds very similar. It is a pilot project but one that we 
have a lot of hope for. 

I wonder if I could ask you one of the questions around 
governance and structure that arises from the Children 
First report. You are, I think, our first board of education 
and I know you will not have had a chance as a board to 
discuss it, but perhaps just some of your preliminary 
thoughts. I should note that we were chatting earlier about 
this, but I think it would be useful for the committee. 

In the Children First report there was a suggestion that 
there be some kind of elected body that would be looking 
at the provision of children’s services. We have had the 
structure of the school boards in the way that we have had 
them for some time, and I think the purpose of its being in 
the report was not so much that this is the only way to go, 
but to try to get a public discussion going about how are 
we delivering children’s services at the local level, where 
we have one institution, the school board, which is very 
large and has a large budget and a large mandate, and then 
a whole series of other people who are busily at work and 
whose work takes them into the schools, or certainly work- 
ing with the kids who are in the schools. 

As we go forward with this, I notice in your presenta- 
tion to us you talked at the end, under “Specific Recom- 
mendations,” about having these children’s services 
planning advisory authorities to assist in the co-ordination. 
Do you think we can do it that way or is there a sense that 
we are going to have to have a body with some sort of 
power, in effect—some elected clout, if you like—in order 
to make the kinds of changes that are going to deal with 
the problems that everybody has been describing for us? 
What are some of your initial thoughts on that? 


Mr Monteith: I can speak to that. Initially I have a bit 
of difficulty with the concept of an elected body at the 
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ocal level dealing with this, the reason being that if this is 
ing to work, it is the workers in the field who have to 
0-operate and collaborate to make it effective. 

_ I would rather see a structure somewhat parallel, if you 
ke, to the way special education advisory committees are 
‘tructured, where various agencies in the community ap- 
oint and elect—delegates elect—individuals to act on a 
‘ommittee. This way, I think we would tend to get people 
vho have interests in the specific areas that they represent 
ather than leaving it to chance that the various interests 
vould be represented through a general election. 

_ I think also it would encourage appointment of perhaps 
taff personnel to act on this committee who are the people 
vho ultimately have to work together in the end anyway. I 
‘now I worked for a number of years in a situation, in a 
srovincial institution, where Community and Social Ser- 
‘ices and Education not only worked together but within 
hat, the disciplines worked together. I worked at Mid- 
vestern Regional Centre and under that structure we had 
»sychology, we had medicine, we had the chaplaincy, 
ecreation, residential setting, social workers, teachers, all 
vorking together on committees at case conferences for 
he children’s mental health care and at other sessions re- 
ated to their needs. That was very effective. The people 
vho were working with the individuals worked together in 
he planning, worked together in developing the proce- 
lures and so on, and it was exceptionally effective. I 
vould like to see that same type of situation applied to 
vhat we are talking about here. 


Mr Beer: If we were to follow that sort of outline, that 
tind of children’s advisory group or council or however 
talled, ought it to have some authority or power over the 
location of dollars, whether they came from Education, 
Comsoc, Health, Recreation? I am trying to get a sense at 
he local level of how much authority we want to vest and 
ow much accountability in a new structure we might put 
here. Again, I am not going to quote you a year from now, 
Dut we need some direction. 


Mrs McLeod: Hansard will, though. 


Mr Backenhauer: I think within Waterloo county we 
lave met on an ongoing basis, and we did last Friday 
Norning as a matter of fact, at the latest with people repre- 
senting Health, children’s aid societies, some of the treat- 
‘nent agencies and so on. One of the questions that comes 
4p is exactly the one that you raise. I think that people see 
‘ocal political structures—eg, the district health council, 
the social resources council, the boards of education—as 
aving a political mandate, if they get together, to be able 
‘0 direct these services. 

_ We have talked about the funding aspect of it. I think 
there is a twofold opinion on that. One is that if you give 
Jollars to an advisory body of that nature, then it gives it 
more clout and consequently it will be able to direct. There 
are other people from other agencies, at our level at least, 
who are saying, “Hey, we don’t want that because that 
takes away from the planning advisory aspect of it.” 

I think it is something that is going to have to be 
weighed very carefully. Just to put in a plug for Waterloo 
county, I think we are just about ready to take the next step 
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if those political bodies were given the mandate to do so. I 
think we would be able to take the next step and it would 
be interesting, as a pilot direction at least, to say what 
would happen if some degree of funding were given to that 
group in a co-operative planning way, for example our 
early identification/early intervention type of program and 
saying, “You have a mandate to begin.” We will carry out 
a program evaluation and we will then have a respon- 
sibility to report back to whomever to say, “Does that type 
of co-operation really work?” We think it will. 


Mr Monteith: Just to add to that, while there may be 
funds necessary, I think the other thing happens when you 
get people who actually work with the children working 
together in a model. But I suggest that my previous ex- 
perience was that, where it was determined that a par- 
ticular discipline should provide a particular activity, 
service, whatever, to an individual—for instance if it was 
decided that I as the educator should perform a certain 
service and needed a certain piece of equipment, if during 
the course of the case conference I said, “Well, yes, I agree 
completely but I don’t have the money for the equipment,” 
it was very common for someone from the other ministry 
to say: “Look, I have a few extra bucks in my budget. I can 
spring for it this time.” Next year it might be the other way 
around. There tended to be a sharing of budget across this 
fund and even between a few ministries in that setting. I 
think with the extra funding, plus getting people working 
together at the root level, money is spent more efficiently 
as well. 


Mr Hope: As we are seeing the indication in school 
boards and your interest in getting involved, and I am 
proud that you are, in voicing your concerns about the 
children, because yes, you do spend a lot of time with our 
children as we have shift workers who have seen what is 
going on with the economic stages. But I guess my ques- 
tion pertains to the time frame between when that child is 
born and he enters the school system. 

I have heard the reference of the school board being 
the hub of the situation, and I am now wondering if we are 
not trying to put a Band-Aid on the sore after the sore has 
been there, wondering about that time period when we 
should be addressing the need, when we can develop the 
change. Are we going to devise two mechanisms now, an 
earlier stage between the birth and entering the school sys- 
tem, and then we are going to have another system after? I 
guess that is the question: How do we get to them at the 
earlier stage, when we can get to the parent and get to 
straightening out the problems initially, not waiting till 
later on? 
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Mr Backenhauer: I think you can have two systems 
as long as the systems work together and communicate 
with each other as to what is going on. As an example, one 
of the directions that is going to be taken by regional 
health and public health nurses is taking a look at the 
three- to four-year-olds who are in our region at this time 
and those who exhibit needs, and then very carefully 
building up communication directions to us in the educa- 
tion system so we know before the youngster comes into 
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the situation some things that have been tried, some direc- 
tions that have been taken, so we can be in that dialogue 
process before the child actually comes into school. 

Another thing in our early identification, early inter- 
vention program is that the hours of the workers who have 
been assigned are going to be extremely flexible, because 
some parents are not available during the day, particularly 
single moms who are working. We are setting up a system 
where meetings take place in the home at the times when 
parents are available, and even reinforcing the fact of 
recreation opportunities and that meetings might take place 
in a town house grouping and so on. These types of things 
need to be brought together, and only through the type of 
planning advisory body we are talking about do I think all 
of those things could come into some type of focus. 


Mr Hope: We have already indicated the category of 
people in need of this service; we have labelled these 
people as welfare people. I imagine there are some here 
who have had a few years of service in the school system. 
Has the school system, in its calculations—is there a dif- 
ferential between the time frame of the early 1980s, when 
a recessionary period was on, and the time frame we are 
dealing with now, those two time frames? Are we maybe 
missing something in our education system and are not 
fully informing our younger adults—I am talking from 
grade 9 to grade 12 or whatever—about the real facts of 
life, that everything may not be peaches and cream and 
coping with the realities of what may happen? Have we 
even done a study between those time frames, between the 
recessionary time of the early 1980s to the recessionary 
time now? 


Mr Monteith: I will take a shot at part of what I think 
you are asking. One of the situations you run into with 
time frames is not necessarily preparing children for the 
reality of the situation they are going to face when they get 
out there, but dealing with the reality of now, especially 
now with the freedom of information act in fact protecting 
a lot of information—and even before with the degree of 
confidentiality that existed and so on. 

In the past, quite often what would happen is we would 
get an agency dealing with a child on some particular 
aspect. The child could have benefited from a multiagency 
approach in that the child had other needs, but somewhere 
down the road, because the child has only received support 
in a particular area, all hell breaks loose and all of a sudden 
somebody else says: “Look, why didn’t you call me five 
years ago or three years ago? I could have done something. 
It’s too late now.” 

If we are concerned about time and the time factor, I 
think it is even more important that we get these agencies 
together under some form of mandate or legislation, be- 
cause, if I remember the freedom of information act, one 
section provides that where a body is mandated or legis- 
lated—I forget the exact wording—they can then share 
information. If we get working with these children, getting 
all the agencies that need to be involved, at an early 
enough age to develop appropriate attitudes towards 
education, appropriate mental health, appropriate attitudes 
towards life, the children can then benefit from education 
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relating to changing times and the things that schools are 
trying to do. 

Too often what happens is that you get a situation like 
the early 1980s, where a child has a problem and one 
agency deals with it. We get into better times, and because 
times are better the problem diminishes. We hit another 
recession and boom: because the problem has never been 
solved it is now major. 


Mr Jackson: I would like to concur with Mr 
Monteith’s observation about the elected board. I have not 
dwelled on that issue, but I have a real concern about 
people competing to be elected to that board. Even Colin 
Maloney made brief reference to its relationship to some- 
thing that is happening in the Ministry of Health, which is 
the whole elected nature and shift of accountability with 
respect to district health councils, which also deal with 
children’s mental health services and delivery 
mechanisms. We have not even got into this whole conflict 
that exists between those two bodies and government 
policy in those areas. I, for one, would not abide any sys- 
tem which sets up a blockage between the kids who need 
the service and us here at Queen’s Park. In other words, we 
have some board we can offer it to and say, “Will you set 
the priorities in Waterloo county and you iron it out and 
argue with the people in Waterloo and then come to 
Queen’s Park and prioritize your 10 needs down to 2?” I 
am really not interested in developing systems like that in 
this province. You are spot on, and I commend you for 
being so clear on it. | 

My question has to do with the select committee on 
education reports and concern for transfer of funding. We 
have heard from every group about funding. We have 
heard from everyone about financial incentives to get off 
projects and move into consistent program delivery. For 
that reason, the Tories and the NDP have strongly objected 
to the move to take special education funding and roll it 
into general grant. This has a devastating effect in terms of 
accountability from us at the province to school boards in 
terms of special education delivery. We recommended in 
the select education report that that system be stopped and 
that we go back to identified special education funding, as 
well as tearing down the elementary and secondary fund- 
ing panels which we have had traditionally. That recom- 
mendation is outstanding. We have heard nothing from the 
new government. Would you recommend to this commit- 
tee that we reinstate that so we have at least an account- 
ability mechanism for special education funding instead 
of, on bended knee, competing for these pilot projects that 
everybody loves but we know we are not going to get the 
funding for—even the successful ones may not get the 
funding? That is not a leading question. Take that 
anywhere you would like to take it. | 


The Vice-Chair: I would like to leave time for a 
response, Mr Jackson. 


Mr Jackson: A yes answer is what I am looking for. 

Mr Monteith: And that was my answer. I cannot be 
any briefer. Yes. 

The Vice-Chair: You have put it clearly on the 
record. We have run out of time, unfortunately. I would 




























ike to thank you for your presentation. Obviously, it 
itimulated a great deal of discussion, but we will have to 
ove on. 
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ONTARIO PUBLIC SCHOOL 
BOARDS’ ASSOCIATION 

| The Vice-Chair: We must move on, pressing ahead 
ith our next group of presenters, the Ontario Public 
ichool Boards’ Association. I call upon Ruth Lafarga, past 
mresident, Penny Moss, executive director; Rhea 
jpringsted, I am informed, is also here. Welcome to the 
sommittee. As I try to impress upon all the presenters, we 


lave a strict limit of half an hour for your presentation. 






Mrs Lafarga: Thank you very much. I am very 
leased that you made time for us today. We really do 
\ppreciate the opportunity to present. 

The Ontario Public School Boards’ Association repre- 
sents 94 public school boards in the province and some 1.5 
inillion students, the majority of whom are very healthy, 
ivell-adjusted students, and I think we should keep that in 
mind. Nevertheless, our concern is for those students who 
lo need some extra help. 

Our presentation reflects very much the presentation 
ive made to the Advisory Committee on Children’s Ser- 
vices. We do not have a set of recommendations or really a 
magic way in which we can address the changing needs of 
yulnerable children. We do not have any structures for the 
delivery of services, but we do want to focus on the con- 
sern. I am sure you are very familiar with some of the 
statistics of the Ontario Child Health Study, which has 
identified that some 40,000 children are identified with 
antisocial behaviour. In listening to the previous presenta- 
‘ions, I would like to reinforce what we hear in the school 
system, that that is increasing at quite an alarming rate. I 
think the reasons for that are very complex. You cannot 
doint a single finger at them, but nevertheless they are 
ausing a great deal of concern in the school system. 

It is also true that the traits we find in antisocial 
children are more often identified in needy children and 
‘hose who are poorly housed and nourished, children of 
single parents and parents who have ineffective parenting 
skills. The superintendent of special services with our 
‘board stated that he believes we are starting to see an 
underclass—the same term which has been used for a lot 
of years in the United States—that is more or less per- 
petuating itself with problems. 

I think what we see in the school system is that in the 
early years children come into the school system, whether 
it be junior kindergarten or kindergarten, with irritability, 
discipline problems, inattentiveness. That is a forerunner 
to low academic achievement, because they have low 
academic preparedness, they are just not ready. 

__ Over the years, you discuss this with teachers and they 
‘increasingly tell you about the sorts of students they are 
trying to deal with. In the mid-years, with many of the 
same students, we see they become aggressive and disrup- 
tive. Quite often, they are rejected by their peers. Oft- 
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times, they are rejected by their parents. They are possibly 
rejected by their teachers, because they are the problem- 
makers. We are all very familiar with that. Or they may be 
excessively compliant and withdrawn from their peers, 
too, and create problems in terms of their achievement 
from that. Whatever the manifestation, it results in poor 
school achievement. Then, of course, in adolescence we 
see this further alienation from the mainstream and they 
withdraw from their peers and eventually get in with what 
we Call the wrong group and we see adolescent delinquen- 
cy forming. 

Through all of these various stages, of course, they 
cause problems for adults and ultimately for their own 
quality of life, which is lowered as a result of these 
problems. They have problems with relationships. They 
have problems with academic performance and, ultimately, 
psychosocial problems with alcohol, drug abuse, 
criminality and poor parenting skills, so the cycle is 
repeated. 

Many of the programs currently in place address adult 
mental health problems. They are expensive and there has 
been very little success with those various problems. What 
we would like to see is that the intervention and prevention 
should be in the early years for these children, with the 
focus particularly in the school system. 

One of the things we have to realize is that the school 
is the only common element in all children’s lives. It is a 
safe haven for many children. In some of our schools, you 
will find that some children are reluctant to go on over- 
night excursions because they are not sure what the home 
life will be when they return there. This is the extreme for 
many children, of course, but this is a reality for them. I 
think the focus of the school cannot be overestimated. It is 
the common area for them. 

For the majority of students, it is compulsory for them 
to be there from 6 to 16, except those who go through our 
SALEP committees, supervised alternative learning for ex- 
cused pupils. Where we have JK and where we have day 
cares in our schools, that is lowered. What teachers ask is: 
“How do we teach children who come to our schools 
angry, hostile, ill-fed, ill-clothed and distressed by what is 
happening in their personal life?” They are indeed very 
vulnerable children. 

When we have other agencies we have the problem of 
the lack of services available and the lack of resources 
within the school system. I have heard some of the ques- 
tions earlier, and I think, too, there is still an ongoing 
debate in some boards about the extent to which the school 
system should have to pick up this problem. But in many 
boards they have done it because they recognize the 
children simply cannot be taught if in fact they have all 
these social problems. We have to deal with the social 
problem. You cannot attempt to teach a child who is very, 
very unhappy. 

In our presentation you will see a list of programs—as 
usual, I never have the presentation quite in front of me— 
on page 3 that are not universal to all boards but are ex- 
amples of various programs that boards have moved into. 
It is not a complete list, because there are in some boards 
programs for pregnant teens; there are other programs we 
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are always introducing because we see the need. I think 
there is very much the recognition that the school system 
has to deal with these issues. 

We make the point because we see that the problem is 
increasing and because we recognize, as I have mentioned, 
that the schools are the only thing common to all children. 
The setting is usually where the first identification is made 
for children when they come in for their early identifica- 
tion. This is where these social and emotional problems 
may be first identified. 

Very often the parents, because of their own experien- 
ces, may not feel really that ready to come into a school 
setting. Nevertheless, with their child they will come in 
and through programs that have been made available, they 
can be helped with the parenting of their children. Schools, 
too, provide a setting for group intervention with many of 
these children; that is being tried in a number of areas 
across the province. If poor school performance con- 
tributes to increased antisocial behaviour, the deficit we 
hope can be remedied within the schools and, as I said, the 
parent concept of the school as a place that will help their 
child. 

Obviously, you have heard over and over again about 
the need for improved availability of treatment services if 
prevention is to be successful. When I go into my own 
schools, which I do on a regular basis, and hear of the 
problems, what I am told, even in schools where we have 
social workers, is that there simply is not the availability of 
services for these children. Even when you identify the 
problem and know where you want to go, the services are 
simply overwhelmed. We need to improve the availability 
of the treatment services. 

You have heard, too, and we want to reinforce, that the 
mandates re children’s mental health through Comsoc, 
Health and Education have to be more closely defined and 
the policy level has to be addressed. We need to break 
down the territorial barriers between these areas. People 
working in this field are very, very frustrated about the 
talking about this that goes on. People say they have been 
working in this area for years and they keep talking about 
breaking down the barriers but it just does not happen. 

I want to reiterate how important we think the work of 
this committee is and how hopeful we are that some posi- 
tive results will come out of it, and to really emphasize that 
as the Ontario Public School Boards’ Association we want 
to be involved in the discussions that take place, because 
so many of our boards are already working in this area. 
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Mrs McLeod: I am in complete agreement about the 
importance of developing a more integrated co-ordinated 
approach and sympathetic to those who have expressed 
frustration at the number of times we have come close to 
trying to create a model and not been successful. I am 
going to direct my question very specifically to one of the 
toughest parts of implementation, following up on what 
Mr Beer asked the Waterloo county board. It may be 
premature to ask for a response, but I am going to raise the 
question quite specifically anyway. 
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The Maloney report suggests elected children’s ser} 
vices bodies at a local level. The Waterloo county board, ir} 
responding to Mr Beer’s question about structure} 


cy with professional staff, maybe community repre} 
sentatives, that would do the planning for programs with 4 
centrally targeted funding from the province. At least ] 
hope I am doing justice to the suggestion they made. 

I would like to ask you whether you think there is 
room for something larger, for local authorities that would 
have global budgets which they would then have to allo- 
cate according to priority. If you think there is room fol 
that, do you think it should be elected or not elected, and if 
not elected, should only school boards have access to the 
tax base? I am making the assumption that you cannot 
access the tax base without elected representation. How 
would school boards then determine what were traditional 
school activities that should be served with local tax dol- 
lars? 









Mrs Lafarga: I am going to ask our executive direc-+ 
tor, Penny Moss. Give her the difficult questions. 


Mrs Moss: So that I can say we do not have a position 
on it, and hopefully we will not. Maybe I can suggest why, 
I would like to hope at this point in time that the recom- 
mendation of the Maloney report plants a very big see 
and says there are some serious issues of governance, ac- 
countability and funding that need to be resolved, and if 
we can accept that is what the report says, then look a 
how to do that. 

I suspect that in an ideal world, being Ontario, the’ 
model that would be appropriate to ensure the needs of 
children are met may differ community to community. If 
that is the case, one other way of looking at this is to ask 
what range of services ought to be available to com- 
munities in Ontario if our desire is to raise health 
children, healthy in terms of school achievement, of men- 
tal health issues and physical health issues, social and 
emotional. What is the range of services, who is doing 
what and who is not doing what, and what are the provin- 
cial policy expectations for those services? At the local 
level, let lead jurisdictions that already exist, for example, 
have a bash at working out structures that would deliver 
those. | 

There are some quite wonderful examples. In Ontario, 
for example, there are municipalities that fund to the maxi- 
mum infant child care spaces for the parents in high 
schools. There are other municipalities that refuse to make 
that a priority. In other words, teen parents in one jurisdic- 
tion have access to high-quality child care with parent sup- 
port services and school and very similar teenagers 
somewhere else do not. | 


I think if we clarified the expectation of that service to 
be available, it helps at a local level if people say, “That is 
not within our mandate.” I think what we want to do over 
the next little while is to work with key other partners in 
this area to start to define some of the models in ways that 
are sensitive to governance issues but that do not divert 
any more money than is necessary to the creation of more 






























management and bureaucratic structures when the cry 
iverywhere is for direct services to children. 
I think there is a longer-term agenda and an immediate 


We cannot separate, as a last point, this policy discus- 
sion from the question of reforming education finance in 
erms of the need to define education’s mandate, let alone 
j:verybody else’s. I think it is an exciting time for the 
province but it is hard to imagine those big questions being 
Healt with in an either/or manner and not in an evolution- 


jury manner. 





) Mrs McLeod: I guess I raised the questions because I 
am concerned that the conceptual model will break down 


| Mrs Moss: Could I just have one minute? To be really 
‘adical about it, what would happen? Local municipalities 
jind local education are creatures of the province at this 
Doint in time. What would happen if government said to 
i‘de-elect” these bodies that they already have? “Tell us 
your plan for the delivering of this range of services and 
what might be the mandates and the provincial-local split.” 
lf they cannot do it, then perhaps it is that bigger solution. 
‘But the health care councils have not solved those 
oroblems themselves. That is possibly one of the models 
we have got. There are some models in the training area as 
well, but none of them actually do what Maloney asks to 
be done. 


Mrs Lafarga: I would just like to add that there are a 
‘umber of pilot programs, of course, now through Dr Of- 
ford that are taking place—I am sure you are aware of 
those—where you have, with local boards bringing in 
Various agents, representatives of various groups. While 
they are just in their infancy, I think that the results of 
those pilot projects and the various ways that they work 
‘out in different areas of the province will give us a good 
handle on perhaps what the model should look like. 


Mr Martin: It may be just a regurgitation of what we 
‘have just gone through; however, I would like to chase it a 
little further. I have given the history of the discussions 
‘Detween various agencies and bureaucracies that have 
grown up over the years in Education and Health and the 
‘Ministry of Community and Social Services. The sugges- 
tion that you have here, after speaking of the Children First 
Teport by Mr Maloney—he used a term that I like but none 
‘of us in North America, and particularly in my experience 
in Ontario, are very good at, and that is the building of 
‘consensus among all interested parties. Do you think that 
is possible? 





Mrs Moss: I do, but I am an optimist—I do not know. 


Mrs Lafarga: I think you have touched on something 
that is quite interesting, because I think it is a new mode of 
Operation to build consensus. It is probably true that many 
of us do not have the skills in that particular area, so we do 
‘have to learn what consensus is and probably never more 
‘than we see in the world today. We realize the importance 


of that. I think we are starting to see people who have 
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these skills coming into leadership roles. I think that is 
something we have to continue to work at. 


Mr Martin: I suggest to you, as you have suggested 
to us, that that will be key in any successful— 


Mrs Lafarga: I recognize this is the problem and it 
has been tried before. I think there probably needs to be 
some direction from the government in terms of encourag- 
ing that, whether that be financial or in organization ways. 
But we do need some structure down because we are get- 
ting all the projects around but we need something to 
say— 

Mr Martin: We used the term earlier, “levering,” a 
little reminder to just sort of move it along a little bit. 


Mrs Moss: Yes. That always helps, but while 
everybody says incentive funding and pilot projects to test 
out models in education, we have growing concern about 
the development of models in individual locations which 
in fact do not get transferred. The Ministry of Community 
and Social Services itself a few years ago engaged in quite 
an innovative program on the development of prevention 
models for high-risk children. Some of those were really 
innovative, but it is interesting to look now and see which 
of those projects still exist. 

I do not know if I am quite up to date, but by and large, 
the ones that exist still are the ones that used prevention 
money, as it was called in those days, to develop models 
that would feed into the existing funding structures. Those 
who used the money for operations had a real problem if 
the government did not continue to fund them in an ex- 
traordinary mode. I think that has to be watched for. 


Mrs Lafarga: Very often, that sort of funding comes 
away from your main funding and people become increas- 
ingly hostile about it. That is really a danger. 
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Mrs Witmer: I certainly appreciated the opportunity 
to hear your very thoughtful and thought-provoking 
presentation. You made some reference to the Maloney 
report. What other recommendations do you feel are con- 
tained in that report that we should be pursuing and taking 
a look at? 


Mrs Moss: It is new and it is out of print so our 
association has not had committees and suchlike look at it 
yet. My own view is that the section on entitlements raises 
some interesting questions about the possibility of creation 
of a model, if you like. This is our vision of entitlements 
for healthy children, healthy again in the broadest sense of 
what the implications of that are for the provision of ser- 
vices in local communities. I still maintain that they have 
different implications in different communities. 


Mr Owens: One of the things we have not heard a lot 
about in the last couple of days is kids who are faced with 
multiple challenges, perhaps having a mental illness but as 
well being physically challenged or deaf. How are these 
kids identified and how are they serviced, or are they ser- 
viced, within the school system? The last paragraph in 
your “New Directions” section talks about wanting to 
make the school system a key partner in this process. I am 
just wondering how that process takes place now and how 
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the assessment is done. Do we lose kids as a result of the 
overlap of problems, and what kind of resources would 
you see yourselves, as persons involved in education, 
needing to carry out that kind of work? 

Mrs Lafarga: Are you talking about multihan- 
dicapped children? 


Mr Owens: Yes. 


Mrs Lafarga: They are of course identified very 
early, the first six months, but they are in the school sys- 
tem and they are fairly well serviced by the school system, 
I believe. I do not see that the problem is with the multi- 
handicapped children. I think in terms of our services for 
those children, we are spending quite large resources on 
them. I believe it is in terms of dealing with children with 
emotional problems that we are having more problem. 


Mr Owens: That is what I am referring to, the overlap 
where a person has a physical disability of some descrip- 
tion and also an emotional illness. How is that dealt with at 
this point? 

Mrs Lafarga: I am not sure. 


Mrs Moss: In a variety of ways. At the level of the 
school boards we do not have intimate knowledge of the 
individual circumstances and approaches, but I think it is 
fair to say in most jurisdictions the multiply handicapped 
children in school have, as Mrs Lafarga said, been iden- 
tified really early, and it is in some respects people's ex- 
perience that they find it easier to access further services 
for some families already well connected with the caring 
profession. 

There is always an issue throughout Ontario about the 
size of local resources, so that you will find that the 
sophistication and variety of services available in some 
centres in schools is dramatically different than other com- 
munities. Some school boards still have managed to retain, 
for example. qualified child psychiatrists on staff. Other 
school systems have not been able to afford social workers 
or a child psychologist, so I say it is mixed. In some 
respects, access for kids already being served may be 
greater than the new entries to the system. 


The Vice-Chair: Mr Hope for a brief question. 


Mr Hope: Through today’s presentations, and yester- 
day, it was indicated that a lot of the people who do not 
receive services are either going to end up becoming mur- 
derers or being thrown in jail. Hearing what you were 
expressing yourself today. you are saying most of them 
cause self-infliction of trying to commit suicide. 

] just want some clarity, because we seem to be losing 
sight of it and I would just like to know. There are those 
who may attempt to commit suicide under frustrations, but 
the thought that may be being put out there is that if they 
do not get these services, they are either going to go to jail 
or commit suicide, and I just want some clarity on that. 


Mrs Lafarga: I think we made the point that they will 
have behaviour that is socially not accepted. whether it is 
alcoholism or drug use or something like that. We are 
seeing more problems certainly with suicide attempts with 
young students as a result of various stresses in their lives, 
and I can attest to that. 















I do not know if that is because that has become ar| 
issue we are learning more about or if that is the reason| 
but there certainly are children who are very stressed and 
we have parents coming into the school system asking fol 
help. In many cases, because the resources are not avail 
able in the community, the schools are very stressed and 
they find that they have to try to adapt their programming 
for the child and that they really need more expert 
programming in other areas. | 


The Vice-Chair: Thank you for making your presen- 
tation. 


had to work with two partners in this process. 


The Vice-Chair: We certainly appreciate the time you 
have taken to present before the committee. 


EARLSCOURT CHILD AND FAMILY CENTRE 


The Vice-Chair: We have, last but not least on our| 
list, the Earlscourt Child and Family Centre. I would call 
on them and Kenneth Goldberg to make a presentation| 
before us. Please identify yourselves for the purposes o 
Hansard. | 


Mr Goldberg: I am Kenneth Goldberg, executive 
director of Earlscourt Child and Family Centre. To my left 
is our distinguished past president of the board. Paul 
Schroeder. I am also pleased to indicate in the audience 
two members of our board, Jinni Morton and Jane Shapiro. | 

Earlscourt Child and Family Centre is a non-profit 
children’s mental health centre serving predominantly the 
cities of Toronto and York and governed by a 16-member 
voluntary board of directors. We are committed to improv- 
ing the life circumstances of aggressive children and their 
families. We believe that children and their families are 
affected by their social environments and that services 
must be client-driven and delivered in the context which is) 
most relevant to them. We provide children and families 
Opportunities to improve their life chances through ser- 
vices which are based on the most advanced psychosocial 
treatments. 

Our goals are these: To provide effective programs for 
aggressive children, ages 6 to 12, and their families; to 
facilitate the development of social and self-control skills 
in the children and child management skills in their, 
parents; to conduct evaluative research: to improve pro- 
gram delivery and enhance our understanding of childhood 
aggression, and to ensure that all staff receive the best 
possible training and appropriate supports. | 

We operate a range of programs that I will just describe 
very briefly to give you an idea of what is going on. Our 
residential treatment unit for eight children will serve 
about 20 children annually, for approximately 8 to 10 
months, for mostly stabilization purposes. Our family ser- 
vices department serves about 80 families annually. Most 
of the interviews are conducted in children’s homes after 
regular office hours. Treatment there lasts roughly 6 to 8 
months and is delivered by a small department of four 
family workers, one of whom is Portuguese-speaking. 

Our under-12 outreach project was established in 1985 
in conjunction with the Metropolitan Toronto Police Force 
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ji response to the Young Offenders Act. This program 
Merves about 70 children a year and offers a multifaceted 


jitervention and school advocacy. 
__ We operate a school-based program in St Paul’s and St 
\fartin’s Catholic schools in the Regent Park area. This 


lruction, identifying particularly aggressive children for 
Joecialized withdrawal groups, individual coaching and in- 
jolving parents wherever possible. This program once 
lerved 16 schools. With underfunding it currently serves 
wo. That will be a recurring theme. 

630 

| Our school liaison programs at Huron Street, which is 
| contract program until the end of June, and at Lord Duf- 
arin assist about 100 transient children in these schools to 
Jategrate into regular classrooms while staying with their 
aothers in emergency shelters. 

With mostly private funding, we also operate a highly 
uccessful therapeutic summer day camp, called Camp 
Vimodausis, which serves about 48 children each summer 
ivhose behavioural problems would have prevented them 
irom any other organized summer activity. 

) Earlscourt is known in the community as specializing 
n the treatment of aggressive, non-compliant children, 
lypically from impoverished families. We have excellent 
vorking relationships with schools, child welfare societies 
ind other agencies, and our clients are overwhelmingly 
jatisfied with our services. 

Research carried out by investigators at Earlscourt has 
dentified the special treatment needs of children from Por- 
uguese-speaking families and the special needs of 
thildren who witness family violence, as examples. Our 
studies have demonstrated reason to be cautiously optimis- 
‘ic about the outcome of our treatment programs. 

Over the past decade Earlscourt has been active in the 
area of program evaluation and research. With minimal 
core funding and external grants we have demonstrated 
that some children do benefit from treatment and that in 
orograms like our outreach project gains are sustained at 
ix months and one year following treatment. 

_ Earlscourt is at the cutting edge of program develop- 
ment and applied research, but we require significant in- 
creases in funding for programs and research in order to 
‘meet the demands for service and to ensure that programs 
are effective. 

I want now to focus on the current crisis in the 
children’s mental health sector, which was the focus of 
these discussions from the beginning. I have three major 
points. 

The first is that aggressive children are different. There 
is a growing body of literature that suggests that aggres- 
‘sive children differ from their peers along several dimen- 
‘sions. They value aggression. They typically are suffering 
from another psychiatric disorder, such as depression and 
hyperactivity. They are less likely to attend to academic 
tasks than their peers. Many have learning disabilities and 
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are underachieving in school. Many are actively rejected 
by their peers. 

These children are difficult to raise and their lifetime 
prospects are grim. They require more attention and closer 
supervision from their parents than normal children, and 
yet these children’s high rates of whining and demanding 
behaviour, stubbornness and unresponsiveness to requests 
make them highly aversive to be around. Their parents are 
frequently under considerable stress, alienated from the 
mainstream of society and disfranchised. 

At school these children are defiant of authority, 
destructive, disrespectful and disruptive. Their teachers 
and principals are frequently frustrated and overwhelmed 
by their behaviours. Often by the time a case is referred to 
Earlscourt the child’s school feels it has tried everything 
and the working relationship between the school and the 
parent has reached rock bottom. These children are fre- 
quently suspended, threatened with suspension and placed 
on home instruction. They are at considerable risk of early 
school dropout, juvenile delinquency, adult criminality and 
adult psychopathology. 

I regret to have to inform you that services in 
Metropolitan Toronto are shrinking. Due to consistent 
provincial underfunding of children’s mental health ser- 
vices over the last 15 years, many services have been 
gradually cut back or discontinued altogether. 

Let me describe some of the cumulative effects of this 
underfunding in Metro. Twenty years ago there were about 
100 residential treatment beds for latency age children, 
children aged six to 12, in the Metropolitan Toronto area. 
Today in Metropolitan Toronto there are 24 such beds, 
fewer such beds than in Hamilton. Day treatment class- 
rooms are decreasing and outpatient services have also 
been under siege. 

As I listen to discussions around co-ordination, I am 
thinking that if you just wait long enough co-ordination 
will become easier, because there will be fewer and fewer 
services to co-ordinate. 

We regret that by downsizing, for example, the catch- 
ment area in our family services department in order to 
offer immediate response to requests for help, we have 
simply become unavailable to certain children needing 
help who live beyond our service area and for whom other 
comparable services do not exist. 

It is incumbent upon a caring government which is 
committed to children to ensure that resources are in place 
to allow centres like Earlscourt to help those children that 
other child-related sectors have given up on. We perceive a 
trend in government that seems to protect mandatory ser- 
vices at the expense of voluntary services. Consequently 
we are concerned that with no legislative guarantee of ac- 
cess to service, children with mental health needs who are 
not already receiving mandatory services will languish 
without the help they so desperately need. Children should 
be given the same legislative guarantee of reasonable ac- 
cess to mental health services as they currently have for 
physical health care and protection services. 

Workers in children’s mental health centres are under- 
paid. In transfer payment agencies like Earlscourt, salaries 
lag miserably behind salaries paid in directly operated On- 
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tario government facilities, such as Thistletown. This leads 
to resentment, low morale and high staff turnovers in our 
centres. The annual staff turnover in Earlscourt’s 
residence, for example, is well over 50%. In the fall of 
1988, over a three-month period of time, we experienced a 
75% turnover. An immediate redress of the historical ineq- 
uity in salaries in comparison with directly operated On- 
tario government facilities calls out for action. 

Child care workers and social workers—female 
predominant professions—have traditionally been under- 
paid as a reflection of society’s undervaluing of work with 
children. Recent union and pay equity settlements in 
directly operated Ontario government facilities have 
knocked the salaries in transfer payment agencies well out 
of the marketplace. This disparity is an injustice to our 
workers who certainly deserve and are entitled to salary 
equity within our sector. It is also an injustice to the 
children and families we are unable to serve because we 
cannot attract and keep experienced child care workers at 
our centres. There is an urgent need to achieve equity with 
wages paid to employees in the Ministry of Community 
and Social Services. 

This human resource crisis is particularly acute, we 
feel, in the greater Toronto area where our workers ex- 
perience a higher cost of living than anywhere else in the 
province. The combination of low salaries, the high cost of 
living in the GTA and our inability to compete with other 
sectors such as health and education have resulted in an 
intolerable situation. 

As a result of numerous human resource and service 
crises in the greater Toronto area, 26 local children’s men- 
tal health centres joined together to conduct a salary sur- 
vey. We actually have a committee called the salary equity 
committee and I would just like to introduce members of 
that committee who are here and who helped with the 
report. We have John Spekkens from Dellcrest, Tony 
Deniz from the West End Créche and Humphrey Mitchell 
from the Peel children’s centre. 

The attached charts I think clearly illustrate our 
desperate situation. We surveyed child care worker Is, 2s, 
3s and social worker 2s. These are the people who are 
working on the line with the children daily, often on a 
24-hour basis. 

If you look at the second chart, where we look at 
salaries in children’s mental health settings. In this chart 
we are comparing mid-range salaries. The mid-range 
salary for a child care worker | in a transfer payment 
children’s mental health centre in the GTA in comparison 
with the locally operated Ontario government facility is a 
whopping 41%. For child care worker 2, it is 30%. For 
child care workers 3s it is 21%, and for the social work 
staff it is 9%. 

The child care worker 1s comprise—we are looking at 
230 employees in the greater Toronto area in these agen- 
cies. For child care worker 2s, we are looking at 303: for 
child care worker 3s, 138; and for social worker 2s, 175. 

The salary committee of the central region has met 
with representatives of the Ministry of Community and 
Social Services as recently as 2 o’clock this afternoon 
about this pressing issue. The ministry has acknowledged 
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the seriousness of the problem. What is required now is thi 
political will to address it. 


1640 
The Vice-Chair: The chair wants to ask a question. 
am going to invoke my prerogative. 
Mr Beer: Shocking. | 
Mr Owens: Resign. 


The Vice-Chair: It has been a long day, I know. 

Very briefly, I just want to comment on the report anc 
also say that actually I am interested in the work that you 
do with culture-sensitive groups. You are located ir 
downtown Toronto and I am obviously familiar witl 
downtown Toronto, having grown up there, and also with 
the kinds of groups that are presently in downtown Toron 
to. It is a real catchment area. You must encounter a grea 
number of recently arrived Canadians in that area, a large 
number of immigrants. | 

I am particularly interested in the work that you d¢ 
with the Portuguese community because I know that as < 
result of their large number, in Toronto particularly, a grea 
many problems are associated with children in the Por. 
tuguese community going through the educational system 
I know that you have one worker on staff, as you pointec 
out in your brief. I think that is certainly inadequate and | 
am going to support your views on that and just simply say 
that there are not that many agencies dealing with the 
kinds of problems for those culture-sensitive groups. I dc 
not know what we should do at this point other than to say 
that other agencies must look at that. | 

I am making a plea for that to occur within your owr 
agency. I know that you will come back and say, “Well, we 
need more money,” and there is certainly that to be con- 
cerned about. But there is just a horrendous problem with 
culture-sensitive groups. It is different because of that fac- 
tor and the problems are multiplied and exacerbated be- 
cause of the barriers that are faced, not only with language 
but really it comes down to culture, something that is a 
little more stressful. 

That is my Chairman’s prerogative. | 

Mr Malkowski: On a point of order, Mr Chairman: I 
am just wondering, is the Chairperson allowed to make 
comments or discussion during the committees? 

The Vice-Chair: I believe that I am allowed to ask a 
question and I was trying to formulate a question out of all 
that. 


Ms Haeck: Actually I think I will be asking the 
same— | 

The Vice-Chair: Okay. 

Mr Owens: Where is Steve Mahoney when you need 
him? 

The Vice-Chair: We will proceed with Ms Haeck. 

Ms Haeck: I flagged it for myself as you were going 
through it, about the issue relating to Portuguese-speaking 
families. I was interested that you used that one particular 
ethnic group as opposed to knowing, I do believe—Penny 
Moss is not here, but those people who were involved. say, 
with the Metro area school boards—that there are at least 
80 languages taught in its heritage language programs. We 
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(now that there are a vast array of ethnic groups situated in 
ais four-million-population area that is called the greater 
/oronto area, so why the focus on this particular one as 
\pposed to Vietnamese or whomever? 


Mr Goldberg: There are certainly far more Por- 
jaguese children in this area than there are Vietnamese. 
here may be 80 or more ethnic groups, many in the city 
jf Toronto and in the city of York, but there are more 
ortuguese in this area than any others, so I think the 
jemographic data support our focusing on that. We gave 
p a long time ago trying to be all things to all people, and 
/1 fact the designated Portuguese language position we 
jave was developed out of a demonstrated demand for 
lervice and essentially cut back an English-speaking posi- 
‘on in order to do that. 

Numerous times we have asked government for fund- 
1g to increase that capacity but have received no positive 
sponse. The whole issue of the delivery of services in a 
qulticultural society and town is a complex one and re- 
luires further discussion. I am proud of the fact that we 
‘ave a designated Portuguese position. When I have to say 
jat our services are in English and Portuguese, I cannot 
pologize for that, because in fact attempts to broaden that 
ave fallen on deaf provincial ears. 


Ms Haeck: My reason for bringing it up was that you 
ocused on that one ethnic group and you have substan- 
lated why you have done that. Being an immigrant 
ayself, I was sort of interested in seeing why you par- 
icularly focused on that group maybe other than some- 
vhere else. 


__ Mrs McLeod: Obviously one of the frustrations that 
ll of the people who have appeared before us have is the 
inadequacy of resources to do all that they know needs to 
’e done in their field. I guess one of the problems that 
Teates is that there is often a competition for resources 
tween people with similar kinds of concerns. I think it 
vould be unfortunate to need to be pitting one against the 
ither, although I know in reality that tends to happen. 

_ I just wanted to get a little bit of clarification about a 
eeming tension between this presentation you have just 
made and the one that was made by the children’s aid 
Ociety a little earlier. You indicated that you felt as though 
nandatory services had received funding almost preferen- 
ially to voluntary service. Yet, the children’s aid society 
arlier—you may have been here—suggested that the oc- 
‘upancy rate of children’s mental health centres in the 
Metropolitan area might be frequently as low as 73.9%, 
vhile the CAS occupancy rates, demand rates, would be 
tigher than 100%. Again, I do not want to be seeming to 
‘Xacerbate the tension by pitting one against another, but 
‘ould you help us get a sense of why there seems to be that 
lifferent perspective? 

Mr Goldberg: I wish I could do it informally over 
offee perhaps. 

Mrs McLeod: Maybe we could substitute that. 

Mr Goldberg: Perhaps another time. When I say 
mandatory,” I mean in the context that if a child is seen in 
‘eed of protection, it is expected that the child will receive 
t; such as education. All children are entitled to an educa- 




























tion. In the sense that the children’s mental health sector 
has been withering on the vine, as has been stated before, 
we do see mandatory services protected. 

I want to try to address the point. I am sorry that I 
missed the OACAS presentation. If there are children’s 
mental health centres that are in the perception of any local 
children’s aid society not adequately or fully being respon- 
sive to the needs of their children, I would encourage them 
to have dialogue with their local children’s mental health 
centres and to have dialogues that involve perhaps the area 
office where they are located. I cannot help but think that 
with a little dialoguing and a spirit of co-operation, chan- 
ges could occur. 

Mrs McLeod: The vacancy rate then is not a reality 
for you? 

Mr Goldberg: We are at 100% occupancy, one child 
receiving specialized one-to-one funding in order to pro- 
vide him with 24-hour care. 

1650 


Mr White: I am very impressed with the evaluative 
research component that you mentioned. Earlier this after- 
noon we were informed that was not something which 
occurred regularly in children’s mental centres and that as 
a result those services were often trying old methods, 
which may or may not be effective or may or may not be 
more good and bad, as I recall the phrase was. 

In using that evaluative research in relation to the 
residential component, and you mentioned specifically the 
aggressive children which your centre services—I imagine 
those are most likely to be the kind of children to who 
would be using the residential services—what does that 
research tell you about the need for that kind of a service 
as a core, perhaps, of children’s mental health centres? 


Mr Goldberg: I guess it is our really firm conviction 
that residential treatment ought to be on a continuum of 
less intrusive, less intensive services. There is a valid role 
for it. The current trend would be to decrease, actually, 
funding for non-residential services in order to maintain 
the few residential beds that we do have in Metro Toronto. 
As indicated, there are fewer in Metro Toronto than there 
are in Hamilton. 

I would like to clarify, and it relates to Ms McLeod’s 
point as well, that we have eight beds; four of those are 
designated for children’s aid societies and in fact the other 
beds are also available to them. The use of those beds and 
the use of beds in the other two agencies in Metro provid- 
ing residential treatment to latency-age kids, Dellcrest 
Youth Services and Aisling Centre for Children and 
Families, meet monthly with the ministry rep and the 
children’s aid societies to co-ordinate the most effective 
use of those very limited beds that are there. So there is 
very close collaboration that way. 

I would say that residential treatment is very important, 
but the non-residential services in terms of secondary 
prevention are very, very important as well. 


Mr Owens: First of all, I would like to congratulate 
you on your report and to take on this issue of pay equity 
and wage disparity that we have in the helping professions. 
As a person who comes from a hospital setting. | can tell 
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you that the expectation is that people do not work in these 
jobs solely for money but for, I guess, a personal sense of 
satisfaction, and that sometimes is used as a hammer over 
their heads when it comes to, I guess in your situation, 
contract negotiations with the unions. 

It is my sense that this government will not shy away 
from trying to close up some of those discrepancies, as we 
have heard from several presenters and again from your- 
self, with an acuity that is astounding, that we will try to 
address those kinds of problems so that we do not have 
issues of burnout and 75% turnover rates. I find that is 
appalling and it certainly does not help the children in any 
way, Shape or form and it does not give the workers any 
sense of self-worth in their own professions. 

The Vice-Chair: I think we have come to the end of 
our session, unless there are any further questions. If not, I 
would like to thank you for your presentation, for taking 
the time to come before us. 

To members of the committee, I need direction from 
you with respect to our meeting tomorrow. We can meet in 
camera if that is the wish of the committee, or we shall 
continue to meet open to the public? What direction can 
you give me on that? Is there a desire to meet in camera, or 
shall we just continue the way we have been? We can do it 
either way. 


Mr Martin: Continue the way we have. 


The Vice-Chair: Consensus on that? Yes, okay, fine. 
We will meet at 2 o’clock tomorrow afternoon, Wednesday 
16 January. 

Let me just thank members of the committee for their 
co-operation in this most pressing and difficult endeavour 
of keeping on time. Thank you very much. 

Mr White: I was wondering about the arrangement of 
the tables here. 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 
















The Vice-Chair: Rearrangement. | 

Mr White: Rearrangement. I am wondering if thj 
could be changed back the way it was. I understand thell 
is only one member of the Legislature to whom we shoul 
be extending our backs. 

The Vice-Chair: The clerk would like to address thal) 

Clerk of the Committee: The reason for the chang 
in the setup is twofold. Number one, and most importan} 
if you have another member of your caucus who wants t) 
come in or if any other members of any other caucus¢) 
come in, in the other setup there is absolutely no way 
accommodating them. That is the main reason. The othe 
reason is this room is very small, as you saw over the la: 
couple of days, and we were not able to get the audiend 
seating in here that we needed yesterday. Those are thi 
two reasons. 


The Vice-Chair: The truth is I almost broke my knee 
Mr White: They can be rearranged. | 


Clerk of the Committee: What about other vier 
of your caucus who may come in and cannot be accon) 
modated? 


Mr White: In the event that occurs, I am sure w 
would be willing to give up our seats for them or mak 
arrangements. 


The Vice-Chair: Do we need a ruling on this? 
Clerk of the Committee: No. 


The Vice-Chair: I do not think so. Can you talk to th 
clerk further about it? Do you want me to debate this?| 
would like to adjourn the committee. 


Mr White: Why do we not rearrange the tables? 
The Vice-Chair: Okay, we will talk about it later. 
The committee adjourned at 1657. 
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The committee met at 1400 in committee room 2. 


ORGANIZATION 


__ The Vice-Chair: Order. The committee is in session. 
Mr Owens has a point of order. 


_ Mr Owens: Mr Chair, on a point of order, just a quick 
tem of business: I have spoken with the other two whips, 
Charles Beer and Elizabeth Witmer. We have received a 
equest from the Federation of Ontario Facility Liaison 
sroups, from Margaret Paproski, who is the president of 
his organization. She has requested that we add her to the 
ist of deputants under the multi-year plan, and I have 
igreement from the other two parties that we do that. Do 
ve pass the information to the clerk now to contact her, or 
san we do that through the minister’s office? 


The Vice-Chair: That would be for a deputant to ap- 
year before the committee next week, on one of our desig- 
lated days. 


_ Mr Owens: That is right. 


| 
The Vice-Chair: Would you please pass that informa- 
ion, if you have it available right now, to the clerk. 


Clerk of the Committee: Does this mean that you are 
mending the previous report of the subcommittee con- 
ering standing order 123? 


~ Mr Owens: That is right. 


Clerk of the Committee: And this has unanimous 
‘onsent? 
_ Mr Owens: That is right. 
_ The Vice-Chair: We have unanimous consent. All 


hree members of the subcommittee have agreed, so we 
an add the group. 


Mr Owens: I need to get this photocopied. I will pass 
to the clerk as soon as it is done. 


| The Vice-Chair: Terrific. Are there any other items of 
usiness before we start into our report? I do not see any, 
0 perhaps we could start. 




















i 
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CHILDREN’S MENTAL HEALTH SERVICES 


Resuming consideration of the designated matter of 
hildren’s mental health services pursuant to standing 
der 123. 


The Vice-Chair: We will now begin our deliberations 
the draft report. I remind members that we have ap- 
Toximately two hours. I would like to confine our discus- 
ton to a little less than two hours. That will permit us to 
ave a half-hour to approve final recommendations, the 
| inal report, on Monday following, at which time we will 
€ meeting in the afternoon to consider that. 

_ The committee will be meeting at three o’clock on 
Monday 21 January and the subcommittee will be meeting 
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at 11:30 am to clear up any difficulties with that final 
report. Is that acceptable to everyone? 

I would like to proceed now with our draft report. I 
will turn it over to our research officer. 


Ms Drummond: If everybody could tum to page 11 
of this document with the research services letterhead on 
it, this is solely for the use of the committee. I thought it 
might be convenient for the committee to have in one 
place the specific recommendations that were made by 
various witnesses. So I have tried to collect those out of all 
the documents that we received up until yesterday after- 
noon. I see there is one more. This is not even necessarily 
a format that the committee may want to stay with. It is 
just for reference. 


The Vice-Chair: Has the subcommittee met to dis- 
cuss the format of the report? Or you have not done that at 
all? 

Mr Owens: No, not at all. 


The Vice-Chair: We should proceed on the basis of 
dealing with the content of the report and how it is set up, 
and then deal with recommendations. Is that how you 
would like to proceed? I am open to suggestions here. 


Ms Drummond: In the last Parliament, in the last 
Legislature, this committee did a report on food banks 
under this standing order and the contentious parts were 
essentially the recommendations. The covering memo ex- 
plained what the body of the report is. As you will see, it is 
not entirely complete, because I was not able to put in 
everything that we got from the witnesses yesterday. 

If individuals have concerns about that, I would ap- 
preciate hearing about them over the next few days. It 
would probably be more productive for any concerns in 
the body of the report to be sent to the subcommittee for 
Monday morning. This part of the committee is really to 
give me some guidance on what the recommendations 
might be. 

Mr Beer: I know that our time is very limited. We 
have just received this document, and I will throw this out 
for questions. Do we want to stop so that we can all have a 
chance to look at those recommendations and meet, I 
would suggest, in 15 or 30 minutes, but just something 
whereby we can look? It is very helpful to have this, but 
then that would not be a formal part of our meeting. It 
would just give us a chance to look at those, to look at the 
notes we have made about things we thought we wanted to 
include, and then to begin again in 15 to 30 minutes, 
having had a chance just to look at these and be able to be 
a little more specific. I make that as a suggestion. 

The Vice-Chair: Mr Hope, I do not want to take up 
too much of our time here. 


Mr Hope: No, exactly. I believe we ought to have an 
Opportunity to review the documents that have been 
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presented by research. Just listening to Charles about some 
his comments that he is quoting, they do have recommen- 
dations and I guess we also have recommendations and we 
do not know necessarily if they are embodied in here. I 
think it is appropriate that we take a little bit of time to 
discuss and to look at what is being presented to us today. 
That is just my personal concern. It is not concerned with 
the topic. 

The Vice-Chair: I want to turn to the Conservative 
Party members and give them an opportunity to have input 
into this. 


Mrs Witmer: We want to read the information first. 


The Vice-Chair: Okay. I think then it is appropriate at 
this point to adjourn the meeting at least, I would say, until 
2:30, for 20 minutes, to give us an opportunity to go over 
the report. We will reconvene at 2:30 and then begin our 
deliberations on dealing with the actual recommendations. 
Is that agreed? Mr Owens? 


Mr Owens: Sure. Can I just ask a process question? 


The Vice-Chair: A process question, yes. Let me ad- 
journ the meeting and then we can deal with that. We are 
adjourned. 


The committee recessed at 1408. 
1452 


The Vice-Chair: I call the meeting to order once 
again. 

I will make my remarks very brief at the beginning 
here. We are just going to be looking at recommendations 
and the body of the report, as pointed out earlier. If there 
are any difficulties with that, it should be and could be 
brought up with the subcommittee members for further 
discussion. But we are going to deal with recommenda- 
tions, and I hope everyone has had an opportunity to look 
at the recommendations that have been put forward by our 
research officer. 


Mr Jackson: If the subcommittee is not going to meet 
until Monday morning, could we take a limited 5 or 10 
minutes just to discuss the first pages dealing with the 
narrative aspects of the report and then move into recom- 
mendations quickly? I have only three or four points we 
would like to raise. I think it may be helpful for Alison to 
get that now versus Monday. 


The Vice-Chair: Do we have agreement to do that? 
Mr Jackson’s suggestion is that we briefly look at the body 
of the report and then we give direction to Alison with 
respect to recommendations after that. Is that correct? You 
want five minutes to do the body of the report. 


Mr Jackson: Five or 10. 


Mr Owens: If Mr Jackson would like to make his 
recommendations, we in breaking did not study the narra- 
tive portion of the report. I would be glad to entertain that 
as a member of the subcommittee. 


The Vice-Chair: Why do we not do that? We will 
deal with that in subcommittee, if there is time at the end 
of this session. You obviously have not had time to look at 
the narrative or the body of the report. If there is still time, 
then we can deal with it in five minutes. 
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Mr Beer: If it is just a matter of putting on the recor 
some of the thoughts that they want to make sure are being | 
discussed, I would think we could take 5 or 10 minutes” 
and just do that. | 

Mr Owens: I do not have a problem, as I said, with its. 
being put on the record. 


Mr Beer: We have not looked at that but I would like 
to know what your concerns are. We may share them. Not 
necessarily concerns but additions or whatever. 


The Vice-Chair: Am I to understand there is consen- 
sus to allow for Mr Jackson to put his concerns on the 
record? 

Mr Jackson: No. I would like to take 5 or 10 minuteg 
for anybody to contribute to the narrative portion, if there: 
are some things that jump out at them, so that that is very 
helpful to Alison. Waiting until Monday so that she meets 
with the subcommittee in the morning and then presents to 
the whole committee in the afternoon is running her real 
tight. 

The Vice-Chair: Do I have consensus to do that? 


Ms Haeck: Just to be expeditious and in no way to 
interfere in any way with this process, as Mr Owens has 
already mentioned to you, as a caucus we did not take the 
time to go through the narrative. We solely looked at the 
recommendations. 

What I think we should be doing is that each caucus go 
back. At this point we should be looking strictly at the 
recommendations and overnight looking at the body of the 
narrative to suggest to our representatives, the whips, what 
we feel should be added and that the subcommittee deal 
with whatever additions there are. 

I can foresee the process of that 5 to 10 minutes ending 
up a whole lot longer and we are moving this a whole lot 
further around in time than really was allotted. I think we 
can probably handle this very expeditiously through the 
representative whips and the subcommittee can add or 
delete whatever it feels is appropriate and it can be brought 
back to us on Monday. 


The Vice-Chair: I, therefore, understand that there is 
no consensus to put forward Mr Jackson’s suggestion. 


Mr Jackson: I think the last speaker summed it up. 
We have spent so much time debating whether or not we 
should talk about it that we could have got my three or 
four quick points on the record so that the NDP could 
understand them when it was doing its own analysis. Un- 
fortunately, that is not the direction we are going. 


The Vice-Chair: That is not the direction we are 
going, so we are going to move forward at this point. 


Mr Jackson: That is fine. We will share them will 
you on Monday. 


The Vice-Chair: We are going to move forward and 
deal with recommendations as we planned to do and we 
will deal with the rest as we go along. 

I turn my attention to our research officer to direct us 
through her list of recommendations. We obviously have é 
set of recommendations from each of the parties which we 
will try to blend with the rest of the recommendations that 
have been put forward by our research officer and deal 


with those on each basis as they come forward from each 
sarty. All right? Can we proceed? 

_ Mr Owens: Mr Chairman, do we have the recommen- 
Jations from the Conservative Party as well? We are ready 
0 go and I have copies. 

_ The Vice-Chair: You have copies for each of the 
members. Why do we not ask the Conservatives? Do they 
vant to share their recommendations? 


| Mr Jackson: I think we had indicated already, Mr 
chairman, that we had met earlier today and that we hoped 
0 have them by day’s end in a written form. That is on 
ecord. | 
_ The Vice-Chair: All right. I am sorry if all members 
lid not hear that. I apologize. I should have taken note of 
hat. 
| Mr Owens: In terms of my understanding of today’s 
neeting, I guess I would like to understand what the end 
of the day means. Are we going to have them within the 
context of the two hours that we have today? 

The Vice-Chair: Is four o’clock okay? 

Mr Jackson: No. 
__ The Vice-Chair: Five o’clock? 
_ Mr Jackson: I will talk to my researcher who is 
vorking on it. We hope to have them done by day’s end 
ind we are going to make every effort to do that. We can 
‘ertainly get it in their hands first thing tomorrow morn- 
ng. 

The Vice-Chair: Is this going to be a real point of 
‘ontention? 
_ Mr Jackson: It is not even a legitimate point, Mr 
chairman. I am just telling you when I can get our stuff 
ogether. It is a point of information, not debate. 
_ The Vice-Chair: Okay. Shall we proceed knowing 
hat? 
Ms Haeck: No. 
Mr White: How can we discuss what is not here? 
Ms Haeck: We have managed to get ours together. 


The Vice-Chair: Just a moment. Let me try to bring 
‘ome sense to this. We will be proceeding with the recom- 
nendations that have been put forward by our research 
ifficer. We have time allocated to us to do so. If you do not 
vish to put forward your recommendations as a result of 
he information you now have before you with respect to 
he Conservative set of recommendations, that is your op- 
ion. But we will proceed with hearing the research officer 
ind her list of recommendations. That is how I intend to 
roceed. 


Mr Owens: Not to exclude the Conservatives from 
he process, but our concern is that we are limited to the 12 
iours. How are we going to be able to fully discuss the 
€commendations from the Conservative Party if we do 
iot have them at this point? Our intention is not to ex- 
Jude; we want to include so that we can fully participate. 

The Vice-Chair: I am trying to deal with all of these 
hings in a fair and equitable fashion, but if the Conserva- 
ives do not have their list of recommendations in written 
orm, then I think that is a more a matter of inconvenience 
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rather than a case for me to halt the proceeding of the 
committee until they get their recommendations. Short of 
that, I do not know what else we could do at this point 
other than to proceed. 


Mr Jackson: We have discussed all this. We broke 
once already from these committee hearings with the un- 
derstanding of how we were going to proceed. Now we are 
taking up valuable time discussing the process we dis- 
cussed 35 minutes ago. I am sorry to bring that to 
everyone’s attention, but I understand that we were going 
to proceed with the recommendations. I made a simple 
suggestion that we look at the narrative very briefly. It was 
not a consensus. I thought we were just naturally going to 
start looking at Alison’s recommendations as we heard 
them and get some discussion and feedback and, to the 
extent that we could contribute from our own caucuses, we 
would do that as we were able. That is what I understood 
your directions were. 


The Vice-Chair: If there was a misunderstanding, that 
might be the case, but I intend to proceed. 


Mr Jackson: As I just described it? 


The Vice-Chair: I intend to proceed with our hear- 
ings. This is the day we have to do that and this is the time 
we have scheduled to do that. I am looking for direction 
and I am looking for a consensus. Seeing no consensus— 


Mr Jackson: I am looking for a ruling. I have heard 
“consensus” from you on three or four occasions in the last 
five minutes. 


The Vice-Chair: A ruling will be made. I have al- 
ready indicated to you that I intend to proceed with our 
deliberations. 


Mr Jackson: That is exactly what I heard you say. I 
am waiting for us to proceed. 


The Vice-Chair: That is a ruling. I do not have to 
reiterate it. 


Mr Jackson: Great. I am not challenging it. I am en- 
couraging you to get on with it. 


The Vice-Chair: I am going to entertain one more 
comment from each of the parties and then we will 
proceed. 


Mr White: I just want to make a point of clarification; 
I am sure you will accept this in a friendly manner, Mr 
Chair. The point was made both by yourself and Mr Jack- 
son that the recommendations listed were from Ms Drum- 
mond. In fact, they are not her recommendations or the 
recommendations of the committee but simply a list of the 
recommendations from the witnesses, and in no way is it 
incumbent upon us to accept them, especially as many of 
them are contradictory. 


The Vice-Chair: Is there a comment from the other 
two parties? One final comment and then we will proceed. 


Mr Beer: As you noted, we are here. I think we 
should go forward and look at the recommendations. With 
the recommendations we receive later this afternoon, the 
subcommittee—I would make the commitment with Mrs 
Witmer and Steve Owens that we would look at those 
tomorrow morning or later this afternoon. If those 
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presented a problem in terms of our discussion and those 
kinds of things, then the subcommittee could determine 
that we are going to have to do something between now 
and when we come back together on Monday, just to be 
fair. But these are here, we have some time, and I think 
what we have put forward is just to be helpful, and I think 
much of it does fit in with what has been recommended. 
There are a couple of issues we want to discuss with 
everyone. 

Mrs Witmer: I would concur with Mr Beer. I am not 
sure why we are delaying. Many of the recommendations 
we would be putting forward would be similar to what has 
been put forward by the witnesses, and I would suggest 
that tomorrow the subcommittee could meet to discuss 
anything else. 


The Vice-Chair: Okay. We will now proceed with the 
list of recommendations from witnesses which is con- 
tained in our report. 


Mr Hope: On a point of order, Mr Chairman— 
The Vice-Chair: Is this on a different matter? 


Mr Hope: It is pertaining to this whole issue we are 
talking about. 


The Vice-Chair: I have made a ruling, unless you 
wish to challenge the Chair. 


Mr Hope: I just wish to point out something. You are 
saying it is all new. I have been listening to what has been 
taking place in the conversation. Yes, we are running out 
of time. We all sat here listening to the presentations. The 
researcher has now put it on paper. We listened and now 
we have to develop recommendations. We are arguing 
about whether we are going to review these or review what 
we have put together. I think we had better review what 
the parties have developed, because this is just reiterating 
the briefs. I think we have to move in a progressive way, 
not a regressive way, in making sure things happen for the 
children. We are sitting here arguing, and I am saying we 
have a prepared document that we wish to share and 
debate upon. 


The Vice-Chair: I have been very patient in address- 
ing everyone’s concerns and I have made a ruling. I intend 
to proceed at this time unless there is a challenge to the 
Chair. 

Alison Drummond, our research officer, will you 
proceed with the list of recommendations in the report? 


Ms Drummond: If everybody could turn to page 11, I 
have organized the various specific recommendations 
made by witnesses in terms of goals and principles, 
problems of access to services; on the following page, 
recommendations involving co-ordination of delivery of 
services; and on page 14, various recommendations that 
were made for changes in the funding process; and finally, 
research needs. That is just one way the recommendations 
could be organized. I am open to any guidance from the 
committee about whether that is an appropriate way to 
organize and how the committee wants to treat the recom- 
mendations by the witnesses. 


The Vice-Chair: Is there any discussion or debate on 
this item? Any suggestions on how we should proceed 
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with respect to these recommendations from witnesses? 
They are listed. In the past, if I could bring my limited 
experience to bear on this, I think we have always in a 
report listed recommendations from witnesses as they 
were presented. I do not see any difficulty with doing that. 
Unless the committee disagrees, we should do that. 


Mr Owens: A simple listing of the recommendations 
as opposed to adopting them as the committee’s recom- 
mendations? 


The Vice-Chair: It virtually gives us a summary of 
what we have heard in capsule form. That is all we are 
doing here. 


Mr Martin: I am wondering if it is valuable to spend 
our time going through something we spent the last two 
days listening to, whether we should not move into—this 
is where I have a concern—the recommendations which 
the two parties which have presented some positions have 
made, so we can see if there is some consensus on that, on 
a report we would move forward. I think we are going to 
have a real difficult time here this afternoon with all of 
this. 


The Vice-Chair: We are having a difficult time. 


Mr Owens: You are earning your $90 a day. Come 
on. 


Mr Martin: I would suggest humbly that we take 
what we have, wait for the PC recommendations to come 
later this evening and that we get a chance as a caucus to 
take all of that material and go through it and then come 
back on Monday with some further refined recommenda- 
tions that we could probably more readily agree on, be- 
cause we have seen what everybody is putting forth. 


The Vice-Chair: I think I have made it very clear, as 
the Acting Chair of this committee, that there is a limita- 
tion on us with respect to time. We cannot order our busi- 
ness beyond the time we have been given. It is impossible 
to do what you are suggesting. Mr White, on the same 
point? 

Mr White: Slightly different. 


The Vice-Chair: I want to deal with the matter before 
us, with respect to recommendations that have been put 
forward by the research officer. 


Mr White: A couple of points. I would like to move 
acceptance of the report, an excellent summary of the 
presentations and of the narrative end of the recommenda- 
tions that were before us, an excellent source point for 
further review. Of course, the recommendations which the 
Liberal caucus and ourselves generated were from these 
very points. However, after having used that, I think we as 
a committee need to discuss where it is we are going. We 
do not appear to be ready to do so at the moment. I would 
suggest that we simply accept this report and adjourn until 
such time as the third party representatives deem that they 
will be ready. 


Mr Jackson: First, I want to clear up one misap- 
prehension that all the new members may have. We have 
only had two committees that have done these 12-hour 
allotments. I had the privilege of working on one of them. 
on food banks. The NDP did not table its recommenda- 


tions. We proceeded. We had no difficulty. At the eleventh 
hour, they pulled out a minority report. That was fine, too: 
it was their right to do so. In no way was it seen by the 
Liberals or the Conservatives, at that time, to be disruptive. 
It was just the manner in which they were willing to 
proceed. I am going to further state for you that there is no 
specific strategy that there was perhaps in effect at that 
time. We are just simply stretched and we do not have it in 
\written form. 


The Vice-Chair: I have a suggestion. 























Mr Jackson: I just want to clarify some assump- 
|tions. 
| The Vice-Chair: This is the Chair’s prerogative. I 
}would like to stop the clock. Perhaps we can proceed 


}with our debate without using up any more of our time 
|for our recommendations. Let me adjourn. 


Mr Owens: On a point of order, Mr Chairman: Can 
[ make a motion or a suggestion that we hold these 
| discussions on the process in camera? 


The Vice-Chair: I need a consensus from the com- 
mittee to do that. 


| Mr Jackson: I do not support in camera meetings. 
Under most every circumstance, I do not support them. 
Stop the clock but do not ask people to leave the room. 


| The Vice-Chair: I will stop the clock, adjourn this 
joart of our session and try to deal with this in 15 
jminutes. That is what I am going to give us to discuss 
his matter in terms of how we proceed. Is that agree- 
able? 


| The committee recessed at 15:11. 
1519 
| The Vice-Chair: Order. 


Mrs McLeod: [ think it is important and I wanted 
/o make the statement on the record that we not be under 
iny illusions about the task we have undertaken, with 12 
1ours of committee hearings on one of the most com- 
plex and comprehensive subjects that we could possibly 
Nave undertaken. I hope we do not believe that in those 
ours we have heard all there is to hear, understood all 
of the perspectives, have them absolutely clear in our 
minds, and then can move to make recommendations 
which are comprehensive and all-inclusive. I really 
elieve all we have done is opened the field of 
thildren’s mental health so that we understand the com- 
plexity and the questions, and are ready to make some 
‘ommitment and call for some commitment to getting 


m to addressing those questions. 





The Vice-Chair: I am going to suggest, as the 
chair, that someone put forward a motion to adopt the 
‘ecommendations that have been put forward by our re- 
earch officer and deal with those. 


Mr White: I had put forward that motion. 
The Vice-Chair: You moved that? Is it seconded? 


Mr White: The motion was that we accept the 
<port of Ms Drummond, the research officer as a point 
'f information and discussion. 
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Clerk of the Committee: And be added to the full 
report as the recommendations of the witnesses. 


Mr White: Yes, as recommendations of the wit- 
nesses. 


Clerk of the Committee: It would be an appendix 
to the report. 


The Vice-Chair: Do we have agreement on that? 
Mrs Witmer: I second it. 
Motion agreed to. 


Mr Martin: There is a report on the back of this 
from the Ministry of Education. Is that part of the pack- 
et? 

The Vice-Chair: That is not part of the report. That 
is just for your information. 

We shall now proceed to deal with recommendations 
by this committee to the Legislative Assembly. Are there 
NDP recommendations or Liberal recommendations? 


Mr Owens: Again, in terms of process, before we 
get into wrangling, whichever group we decide to deal 
with, shall we deal with the recommendations in their 
entirety or one at a time? Again, it is a process question. 


The Vice-Chair: I think it is appropriate to deal 
with them one at a time and deal with them in as 
detailed a way as possible with the limited time, keeping 
in mind the limited time we have. Can we do that? I 
think we will start with Liberal recommendations and 
then move to NDP recommendations. Is that acceptable? 


Mr Beer: What we were trying to do here was set 
out an approach. I do not know whether the best thing is 
to read these through and then have discussion, but I am 
conscious of time. First of all, in the first one, looking at 
the question of a vision, it just seemed it was important. 
The first one speaks to a question of vision and how we 
approach children, and we are recommending that the 
government use the Children First report as a basis to 
initiate a progressive agenda for children. 

Again, that is partly in terms of what Lyn was talk- 
ing about, that in the nine hours of hearings we cannot 
pretend to understand everything and to set out all of the 
answers, but we thought we needed to start somewhere 
and that vision is something we would be asking the 
government to come forward with. 


The Vice-Chair: Could I make a suggestion that we 
read each of the recommendations. Each of these has 
been passed out. 

Mr Beer: Yes. 

The Vice-Chair: Every member of the committee 
has a copy of these recommendations, correct? 

Mr Beer: I believe so. 

The Vice-Chair: I would like to proceed in as ex- 
pedient a fashion as possible. I am trying to sort that 
out. 

Mr Beer: How much time do we have? 


Mr Jackson: I might suggest that reading them ver- 
batim into the record invites grammatical changes and 
the whole ball of wax. 
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The Vice-Chair: I am informed by the clerk that we 
must do that in order to approve recommendations. 


Mr Jackson: I understand that. 


The Vice-Chair: What I was trying to do originally 
was get consensus on the recommendations that will be 
put in the report. 


Mr Jackson: I did not know you and I were going 
to debate the issue. 


The Vice-Chair: Please allow me to finish. 


Mr Jackson: I thought I had the floor. If we were 
going to entertain a debate. then that is fine, but I under- 
stood that when you recognized me I could share with 
you my suggestions, for which you had asked. I was in 
the process of sharing that with you when you cut me 
off. 


The Vice-Chair: Actually, I did not ask for your 
suggestions, but you can proceed now. 


Mr Jackson: No. you did not ask for mine par- 
ticularly; you asked the group in general. I was simply 
offering a suggestion. It is your right to interrupt me, but 
I am unaccustomed to that in this building. 


The Vice-Chair: You are not accustomed to it? 
Mr Jackson: No, I am not when Iam in order. 


The Vice-Chair: We will not have a further debate 
on that. 


Mr Jackson: You did not rule me out of order. You 
interrupted me. Robert’s Rules of Order—read them. 


The Vice-Chair: Unless you wish to debate and 
challenge the Chair— 


Mr Jackson: I did not. 


The Vice-Chair: —I am going to cut you off at this 
point. I think what we should do is proceed with respect 
to the recommendations that have been put forward by 
the Liberal Party. We will deal with them each one at a 
time. and if there is no consensus then we will deal with 
the matters that are not in agreement. We will start with 
the first recommendation. 


Mr Beer: I think, as we have said, we are dealing 
with a new process here and one of the difficulties we 
are all finding is that we are looking for the first time at 
a number of different recommendations. We have put 
ours forward obviously in the context of having a dis- 
cussion. The wording of them is not necessarily set in 
stone. Perhaps something we are going to have to come 
to grips with is, how do we get that kind of give and 
take discussion that encompasses the New Democratic 
Party recommendations and our own? I guess I was 
seeing that at the end of that the indication is then to our 
researcher who would go away and try to put those 
together. 

I am concerned that if I am to read each of these and 
we are somehow to have to vote or whatever, it seems to 
me we probably do not have time to get through the first 
couple of these. How do we discuss and then have those 
crafted so we end up with something that is not New 
Democratic or Conservative or Liberal, but rather 
reflects the consensus? I just see a problem with process 
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here that is interfering with our attempt to deal with the 
substance. 

Mr Jackson: Mr Chairman, a point of order— 

The Vice-Chair: Just a moment. A point of order: I 
will entertain that and then I want to make a final com- 
ment. 


Mr Jackson: Mr Beer has made the point that I was 
attempting to make, so he will have our full support. 
That was entirely the point I was trying to make before I 
was cut off. 


The Vice-Chair: I apologize for any inconvenience 
to you personally. | 
Mr Jackson: It was only meant to be helpful. I ap- | 
preciate that. 


The Vice-Chair: Okay. I appreciate that. 


Mr Martin: I appreciate what Mr Beer has just said }) 
as well, and take his earlier comments to me as very 
constructive. | 


Mr Jackson: It’s the way to go. 
Mr Martin: Okay. 


The Vice-Chair: Do we have agreement on that?) 
Can we proceed in that fashion? 

Mr Martin: I just wanted to comment on his com- 
ment, because we were into somewhat of a discussion; 
on this here and I think it is important. Time is of the) 
essence. As Mrs McLeod said earlier, this is an impor-| 
tant issue and we need to come up with some good| 
recommendations. If we are going to sit and debate each) 
one of these for hours, we are going to be here for ever. 
That is why, I guess, earlier I had said that we are going} 
to have a really difficult time with just these two than 
the Conservative one later. | 

If somehow we could put in place a process that) 
spoke to perhaps groups of us, and the generic groups) 
are the ones that are here right now, the Liberals, Con, 
servatives—taking these away and working them over 
and seeing if we cannot put our report together with 
your report, so that we can all agree on it, and give it tc 
the research person to take away and incorporate int¢ 
some food for thought for us for the next meeting. Per} 
haps we might arrive at something. Otherwise we are 
going to go on for ever. 


The Vice-Chair: I am trying to get advice from the 
clerk in terms of how to proceed. | 
Mr Owens: I was going to recommend that we sto] 
the clock at this point. | 
The Vice-Chair: I think we are going to have to di 
that. Let me recess the meeting. 


The committee recessed at 1530. 
1608 


The Vice-Chair: I call the committee to order. W 
will hopefully restore some sanity to this process nov 
We have agreement by the subcommittee. Its report is C 
proceed in this fashion: the subcommittee will be meet 
ing and conferring with each other tomorrow at som) 
point with respect to the three lists of recommendatior| 
we have, which the research officer has been directed t 


| 







| 








amalgamate and synthesize, so that we will then have a list 
of recommendations. Some consensus will be reached by 
the time the subcommittee meets on Monday morning, 
which has been scheduled for 11:30 am. So you will be 
discussing this tomorrow after the researcher has been 
given time to amalgamate all of the recommendations by 
each of the parties, put them together in a digestible format 
and separate out those issues which are contentious. 

It does not mean we will not have time to debate. We 
still have an hour and 45 minutes remaining. We will be 
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meeting to consider those final recommendations which 
can also be amended, so nothing is absolutely final until 
we meet as a full committee on Monday. That will take 
place at 1 pm on Monday, at which time we will then 
proceed to deal with final recommendations which will 
then be voted on and adopted. Is that acceptable to 
everyone? Good. We will adjourn and this committee will 
meet again at 1 pm on Monday 21 January. 


The committee adjourned at 1610. 
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The committee met at 1313 in committee room 2. 


CHILDREN’S MENTAL HEALTH SERVICES 


Resuming consideration of the designated matter of 
children’s mental health services pursuant to standing 
jorder 123. 


_ The Vice-Chair: Members of the committee, we are 
now going to be sitting for an hour and a half, and hopeful- 
ly we can get our business done because I remind mem- 
bers we have witnesses appearing before us on our next 
item on the agenda at 3 pm. I hope we can get through this 
process rather quickly. 

Everyone has been given, and I believe the clerk has 
‘circulated, our revised draft in two pieces, actually, recom- 
mendations and body of the report. I think it is prudent to 
begin by looking at the recommendations, go through 
those and then come back to the body of the report. Per- 
‘haps our research officer could take us through that, detail 
‘the changes that have been made and go through that 
process now. 





















Ms Drummond: Perhaps everybody could look at 
page 9 of the draft report which was faxed to everybody on 
Friday. I am missing page 9 myself. The subcommittee 
‘met this morning and the result of that meeting is what was 
just given to you, which is headed “Revised Recommenda- 
tions.” These were the recommendations where there was 
a certain amount of consensus reached this morning. 
Should I take everybody through the changes that were 
made this morning? 





The Vice-Chair: I think so. Let’s zero in on those 
‘things and then if there are any further discussions, we can 
‘deal with that after. 

_ Ms Drummond: As you will see, there were some 
| changes to the preamble. I was asked to redraft it to make 
it more positive and there were some further changes this 
Morning. As you will see, there was a clause added to the 
first sentence, “...there is general agreement that many 
children are not receiving care in a timely and appropriate 
manner.” The original second sentence of the preamble 
was dropped. The subcommittee agreed to drop it. 

__ On the “Access to and Co-ordination of Services,” the 
first change originated in my misunderstanding, and the 
‘subcommittee had agreed that the implementation commit- 
tee should be set up and make a report by the end of 
September. I made the other changes on the representatives 
for stylistic reasons. The recommendations on the im- 
plementation committee were strengthened slightly, saying 
that “should address” rather than “could.” 

The subcommittee agreed that the first two bullet 
‘points under “Other issues” could be folded together into 
one which now reads “gather systematic information on 
the children on the waiting list, using the report by Craig 
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Shields commissioned by the Ministry of Community and 
Social Services.” 

The change at the bottom of that page was simply a 
stylistic one. “How to use” seemed a little awkward and so 
it is now simply “making better use of.” 

On page 10, the subcommittee wished to simply 
strengthen that first sentence, so it is now simply “We 
recommend.” The second bullet point has been changed 
slightly to read “residential centres in the province should 
receive adequate funding to ensure the safety of children 
and staff.” 

Under the fourth bullet point, “prevention programs 
such as the Better Beginnings, Better Futures initiatives,” 
simply so that is not constrained, that other prevention 
programs could be funded. 

Finally, the point of the last statement was to encourage 
co-operation by different agencies. Co-ordination is also 
an issue of course, but “co-operation” seemed to reach that 
more closely. 

Under “Research, Evaluation and Training,” the preamble 
was changed slightly, as you will notice. It is the Premier’s 
Council on Health Strategy. That is my error. Mr Beer has 
suggested that “request” might be a more appropriate verb 
to use rather than “assign” since it is an independent body. 

The third bullet point under “Research, Evaluation and 
Training” was changed to address the issue that there are 
human service problems in the field throughout the 
province and that there are unique needs in the north. 
There should be a semicolon after that; I missed that. The 
subcommittee wished to emphasize that the Premier’s 
Council should also be consulting a range of people in the 
field. 

Under “Native Issues,” the preamble again was 
changed slightly. On page 11, simply the preamble was 
strengthened. 

Finally, on the last set of issues, the subcommittee 
agreed that both language and culture issues should be 
addressed since one of the witnesses from the Earlscourt 
Child and Family Centre raised the issue of services to 
multicultural groups. 

I guess now the question is which set of recommenda- 
tions the committee should be working from. I would sug- 
gest it might be a little more convenient to work from this 
one called “Revised Recommendations.” 
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The Vice-Chair: Obviously this reflects a consensus 
of opinion from the subcommittee members in bringing 
together all of the various recommendations. I think at this 
point, if there are any discussions or debate on the recom- 
mendations as they have been put forward, it would be 
appropriate to entertain discussion on these, not that there 
has to be discussion, but certainly there is time for any 
discussion that committee members deem appropriate. | 
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open the floor to discussion of the way in which these 
recommendations have been put forward. Would commit- 
tee members like me to move forward, if all is agreeable, 
in terms of the recommendations? 

Mr White: There is a significant change, I think, in 
the preamble. Many of the recommendation points that Ms 
Drummond mentions are tidying up efforts, but in the 
preamble the change actually, I believe, is significant and 
omits basic issues about family disruption and child pover- 
ty which came clear, certainly in Dr Offord’s report and 
various other witnesses, as being significant contributors. 
In the revised recommendations, those references are not 
there. I wonder if we could have some comment as to why 
those changes have been made or that particular change 
was made. 


The Vice-Chair: Would one of the members of the 
subcommittee like to address that and then we can discuss 
it along that basis? 


Mr Beer: Let me try to recall our discussion on this 
and there may be a way of working that out so the concern 
you have is expressed. There was a concern that this 
seemed to indicate that income was the only reason or the 
basic reason why children had mental health problems. | 
guess it was that the physical needs of children were ex- 
pressed there in terms of shelter, food and clothing, but 
that then there were also emotional needs. 

It was not that one was trying to say that is not part of 
the problem, but trying to find some way of indicating that 
there are the physical needs and the emotional needs. That 
was why we thought then we will look at it that the em- 
phasis is on healthy children. Perhaps that encompasses it. 
Now, I recognize that when you make changes that could 
take away, and perhaps there is a way of expressing the 
point you raise as long as, I think, there is a need as well to 
express the concern around emotional needs, because all 
kids of whatever income level may also have mental health 
problems that are not fundamentally in terms of income. 

That was kind of what we were wrestling with. 


Mr Owens: I agree with both Charles and with Drum- 
mond that certainly poverty is an issue that contributes to 
mental health problems, but we did not see ourselves 
wanting to make it seem like it was simply an income- 
driven issue. We agree that there is a problem. We agree 
that the problem needs to be attacked at its root and this 
was maybe not the best way, as we are only human, and 
maybe you can propose a better way of framing that kind 
of philosophy. 

Mrs Witmer: I can understand what Mr Drummond 
is saying. I guess what we wanted to do was to be very 
positive in our approach. What we want to make sure is 
that with all children, not only are their physical needs 
going to be met but also their emotional needs. Certainly, 
we saw many different reasons for children suffering be- 
havioural and mental illness problems. Some of it was 
because of single-parent homes, family violence, etc. Cer- 
tainly that occurs in more than just homes where there is 
poverty. We wanted to be very positive and talk about 
helping families raise healthy children. That would mean 
we would do whatever we can, and obviously one of the 


things we would want to eliminate is poverty and whatever 
else we can. 

We are focusing here very much on what we can do 
and I do not think we want to label and somehow point out 
that only children from poor homes are suffering from 
these problems. It is children from across all levels of 
society. 

Mr White: If I could respond, I think again that a 
number of these points were mentioned. I would agree 
wholeheartedly with Mr Beer that implicit in a number of 
the recommendations are those very points, those very issues. 
I would think, however, that the issue of child poverty, of 
family violence, of sexual abuse, of family disruption are 
very key in terms of causing children’s mental health 
problems. 

I believe Jeanette Lewis, the executive director of 
Kinark, whose predecessor is here, spoke very keenly on 
that, that all of the children in her services were from 
disrupted homes and that the vast majority had been 
sexually abused. I think it is incumbent upon us, in terms 
of our preamble, to make reference to those issues. It 
might be in just a one- or two-sentence frame, but I think it 
is none the less incumbent on us. 


The Vice-Chair: Would it be helpful, if I might make 
a suggestion, that there is reference in a more detailed 
fashion or at least reference to what you are alluding to 
with respect to this elaboration of these problems within 
the body of the report? 

I have it on page 1. The last sentence reads, “Ninety- 
five per cent of residential patients served by one provider 
who spoke to the committee had suffered some form of 
abuse.” There was further reference in that paragraph earlier 
on. So there is reference within the body of the report. In 
the testimony that we heard, throughout it there was this 
underlying common theme, that these children came from 
abused situations and that violence was a problem, etc. I 
think it is fair to say that we have alluded to that in the 
body of the report as being certainly a problem and in a 
more detailed fashion. Is that fair to say, Alison, with 
respect to that? 


Ms Drummond: There are references to it that were 
raised by the witnesses, especially, and quite a bit of the 
original background briefing relied on Dr Offord’s Ontario 
Child Health Study, which of course raises a lot of these 
issues. Yes, it is in the report. I suppose the question is 
whether it should be in the preamble. 


Mr Hope: We are adopting this as a whole report, and 
as you stated the line above it says 60% of the child wel- 
fare clients seek counselling, and in the body of the report 
the third line up talks about preventive policies which ad- 
dress children’s mental health. I think the encompassing of 
both is that we detected where a percentage of the children 
come from, so the preamble of the report, the recommen- 
dations, would kind of reflect one another, so when we 
develop policies to try to address the children’s mental 
health problem, we can see that in the body of the report 
and I think they encompass one another, because it says, 
“The goal must be comprehensive, co-ordinated and 
preventive policies which address children’s mental health 
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| problems.” As we have seen in the body of the report, in 
_ the introduction section, the history, just a line above what 





you read on 95%, it talks about 60% of children of welfare 
clients seeking counselling or similar services. They inter- 
act with one another. I think the preamble just reflects that 
_when we establish preventive policies and look back on 
the main body of this report, it will tell us that one of the 


_ key areas we have to focus on is children’s welfare. 
1330 


Mr Beer: Both the Maloney report and I think Mr 


_Hayday’s presentation to us talked about the interrelated- 
ness or the term “predeterminants.” I am wondering if we 
































could express the fact that the committee recognizes the 


_interrelatedness, or some kind of wording like that, of both 
physical and emotional factors, in terms of the principle 
leading from our desire to raise healthy children. We could 
mention possibly some of those as well, family stress and 
a number of issues. I think the concern was simply not 
_ wanting to make it appear as though there was just one; it 
/ was the way that came forward. If we could have some- 
_thing that stressed the interrelatedness, that kids may face 
problems because of a whole series of things in different 


combinations. I am wondering if there is some wording 
that might help Drummond. 


The Vice-Chair: Let me turn to Mr Jackson, and then 


we will try and get some sort of consensus. 


Mr Jackson: Unfortunately, I was going to bring in 
something new. It is in this paragraph. I simply wish to 


Suggest that I am having difficulty that we are making a 
Statement that we have general agreement that many 
children are not receiving care in a timely fashion—fine— 


and appropriate manner. I am having a little difficulty im- 
plying that the current service deliverers are not providing 
appropriate care. That is one way of reading it. I might 
Suggest we put, “and therefore an appropriate manner,” 
where we link access to appropriateness. There was very 


limited information that there was appropriate program- 
“ming, and the examples we have addressed, but for it to 


become a general statement almost is an indictment of the 
current care givers, and I have difficulty with that. I know 


it is not the intent, but we are not always going to be here 
‘to interpret this. This language is very important as a 





preamble and principle. 

If I can just share with you two more concerns, then I 
will shut up. This is not a debate. I will share it and if there 
is no uptake, then that is fine. 

The Vice-Chair: Do not make promises that you can- 
not keep entirely throughout the whole two-hour period, 
but go ahead. 

Mr Jackson: The next concern I have is the reference, 
“The system must shift its emphasis to helping families 


“raise healthy children.” What is implicit is that there was a 


position which we are shifting from, and I would like to 


know what that was. If it was the individual child, then I 
would like to have that more in context. And “helping 


families raise healthy children” does not imply our defini- 
tion of families when we know that an overwhelming 
number of these children are in single-parent families or 


have been forced to be removed from their parents and are 


under foster care or some other institutional care. I have 
trouble with this definition of “families,” when we know 
there is a correlation to single-parent families. Maybe we 
can talk about fixing that. 

The Vice-Chair: I think “families” means families in 
general, whether they be single-parent families or two- 
parent families. It is a generic term for families, obviously. 


Mr Jackson: That is what I would hope it says. Per- 
haps we can strengthen that understanding with language. 

My third concern is, “at the same time, the resulting 
reduced demand for crisis services.” I understand that one 
of the pressures for comprehensive, co-ordinated and 
preventive policies was in order that the current system be 
able to meet the existing demand. I could not support 
“reduced demand for crisis services,” because we are not 
meeting the demand and we are not saying that. Yet that 
was the genesis of this report: so it will help us to better 
meet the current demand, in my view, is what this has been 
all about. If it is not, I am afraid I started these hearings 
differently. Those are my comments. I think that is closer 
to what I thought our understanding was. 


The Vice-Chair: Can I just point out with respect to 
that point—then I will move on to other members—that 
that is to be read with the previous sentence, that is, “the 
goal must be comprehensive, co-ordinated and preventive 
policies,” which will then imply a reduction in demand for 
crisis services because of the preventive efforts. That is the 
intention of that sentence, but if you read it in isolation and 
take it out of context, then I would agree with you, but it is 
coming on the heels of the previous sentence. 


Ms Haeck: I was going to concur with the statement 
you just made, because I read it that way, that because of 
these particular efforts we would see a reduction at the 
other side, the algebraic equation. 

I also felt—I do not want to say “strongly”’—I am 
somewhat concerned about the issue of Mr Jackson’s earlier 
comment on “appropriate manner.” I consider myself to be 
really a lay person in receiving the information from these 
very various groups. I can only say that I feel they have 
handled things in an appropriate manner. Unless by some 
chance I were an expert or we had some information by a 
group of experts and consultants who had done an inven- 
tory of the system and could say, “As a professional in the 
field, such and such a group is not handling things in an 
appropriate manner,” I think we have to stick to the 
general in that area. The only one of us here that I know 
of—obviously, I am not completely familiar with all the 
curriculum vitaes on the other side, but I know Drummond 
has worked in the mental health field and may be able to 
make some comments. I think for the most part we are 
very much lay individuals and we have to accept that type 
of terminology. 

The Vice-Chair: Before moving on to Mrs McLeod 
and other members, I just remind members that we are 
very pressed for time. I do not want to dwell too much on 
one point. 

Mrs McLeod: I have a suggestion on how we might 
incorporate the concerns. I think we would agree that we 
want to avoid making a judgement one way or the other 
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about appropriateness, for exactly the reasons Christel has 
indicated. I do not think we are in a position to make that 
judgement, so if we can find a wording that just takes out a 
judgement. 

On the second part, I would suggest that we might 
have a sentence to indicate that many interrelated factors 
which increase stress on families contribute directly to 
children’s mental health problems. Without having to list 
them all, it would indicate that family stress really is a 
significant part of the problem. 


The Vice-Chair: Is there agreement on that? Let’s 
deal with that and resolve that issue. Let’s try and get a 
consensus on the wording. 


Mrs McLeod: If I could just make my next point, 
which is my last one, it would try to tie in what Mr Jack- 
son was raising as well with that previous point. It might 
be a way of facilitating it, if it did meet with consensus. 
You might look, for example, after “in a timely and ap- 
propriate manner” at a statement to the effect that: “Many 
interrelated factors which increase stress on families con- 
tribute directly to mental health problems in children. It is 
therefore essential to provide support needed to ensure that 
families are helped to raise healthy children.” That would 
remove the shifting of the emphasis, which is a concern for 
Mr Jackson, and I think appropriately, because shifting 
emphasis suggests that we are somehow going to take 
resources away from one area, where we know there is 
need, and put them in another area, and I think all of us 
would agree it cannot be either/or. 
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The Vice-Chair: I think that is a helpful suggestion. 
Mrs Witmer: I can support that. 
The Vice-Chair: Can you repeat that? 


Mrs McLeod: Do you want me to pick it up from “in 
a timely and appropriate manner”? The wording will be 
approximate, because it has been scrawled down fairly 
quickly. 

The Vice-Chair: Okay. Try it again. 

Mrs McLeod: “The many interrelated factors which 
increase stress on families contribute directly to mental 
health problems in children.” You might want to preface 
that by saying “witnesses in committee agree” or some- 
thing to that effect. “It is essential to provide support 
needed to ensure that families are helped to raise healthy 
children.” 


Ms Drummond: I think that could be cut down a bit, 
but okay. 

The Vice-Chair: Did everyone follow that? 

Mr Jackson: Are we going to get rid of witnesses? 
“The committee agrees the system must shift its em- 
phasis.” We can stress it, but not saying we moved away 
from it. 


The Vice-Chair: We have agreed to remove that. 


Mr White: I would like to commend Mrs McLeod and 
Mr Beer on those points. That wording certainly encompas- 
ses my concem. 


The Vice-Chair: I think that means we have consen- 
sus, so we will move forward. That is agreed to. That 
clears up the preamble. 

Mr Jackson: Mr Chairman, the “appropriate manner” 
still sticks out. I recommended “and therefore an ap- 
propriate manner,” so that access becomes the pivotal 
issue in terms of appropriateness. I still leave out there 
questions as to the quality of work being done in mental 
health facilities in its present form, and I will not accept 
that. 


Mr Beer: I think we agreed with expressing that, that 
it was not meant to be judgemental. 


Mr Jackson: Fine. And you accept “and therefore an 
appropriate manner.” Thank you. 


The Vice-Chair: We will move on. Next is “Access to 
and Co-ordination of Services.” Any discussion or any 
relevant points to be raised on that item? 

Mr Jackson: I am sorry, Mr Chair, just to finalize it: 
We are leaving it that the preamble and principles have 
nothing to do with the waiting list; it only has to do with 
shifting the emphasis or reducing the demand for crisis 
services to parental services. We are not acknowledging 
the notion that we will be able to serve more children, that 
if we reduce the demand for crisis services we can there- 
fore assist more children in this province. I need to know 
the answer to that because that stems from the minister’s 
statement that we do not know if we will need more 
resources. This report would indicate we may not need 
more resources; we are shifting the emphasis. 


The Vice-Chair: I do not think that is what it says at 
all. I think it is a question of placing a premium on preven- 
tive measures so that we therefore would not be in a crisis 
situation with respect to urgent care. That is a crisis. I think 
it was acknowledged throughout our hearings that there 
was indeed a crisis. Therefore, by doing this we will not 
have a crisis on our hands, I think that is what the intention 
of that statement was. 


Mr Jackson: I challenge that statement, only because 
we have a crisis now in terms of access. You are suggest- 
ing you will reduce the number of people who will need it, 
but there are still going to be many kids needing the ser- 
vice. 


The Vice-Chair: It does not imply that services will 
be reduced. It will mean that the waiting list will be 
reduced and as a result, there will be less of a demand for 
that service. That is what it implies. One does not mean the 
other. Do you see what I am saying? 

Mr Jackson: By removing “shifting the emphasis,” I 
might buy it. But with “shifting the emphasis” and then 
“reduction,” it clearly implies reduced program. 

Mr Beer: Your shifting is gone— 

Mr Jackson: Has been removed. Yes. I can almost 
live with it. | 

Mr Beer: I want to be clear on the subject to my 
colleagues on the subcommittee that what we are talking 
about here is that we recognize that there is a problem 
right now, that there are children waiting for services who 
ought not to be waiting, and then we try to go on under the 
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next set of recommendations to begin to spell out how we 
can deal with that. If we can develop “comprehensive, 
co-ordinated and preventive policies,” we would hopefully 
teduce the demand for crisis services, but that would mean 
simply that the system was working better in dealing with 
kids much earlier in the system before it is a “crisis,” and 
that we do not have the lineups for that service. 


The Vice-Chair: Do we have agreement or shall we 
debate this point further? 


Mr Jackson: I do not want to debate it further. I now 
understand there was a blockage in the subcommittee 
‘meeting. I did not have a chance to read all of what con- 
‘stitutes amendments from this morning’s meeting. I 
presumed from day one that there would be an acknow- 
| ledgement in this committee that we find the current wait- 
ing list unacceptable. I assumed that surfaced somewhere 
in the report. I am now told it is not. Certainly our caucus 
is having great difficulty that we are not making a simple 
statement that the current waiting list is unacceptable. 
Therefore, recommendations and strategies should be posi- 
tive but at least acknowledge that we find the current wait- 
jing list unacceptable. That is why I am trying to imply that 
ithe preamble and principles make some reference to what 
Our initial assignment was, which was to deal with the 
waiting list. There is where my difficulty is, and I am 
having trouble moving when we seem to not wish to talk 
in any way, shape or form about the waiting list and/or the 
impact it will have on our recommendation. 

I am prepared to be flexible. I have suggested the shift- 
ing of the emphasis will help us better to address the cur- 
tent demand, which we consider to be far too great in this 
province. I could live with something as simple as that, but 
not to imply anywhere in this report would be, in my view, 
‘a substantive departure from where we believe we should 
De going as a caucus. 
yl just share that with you. I know Elizabeth shared that 













Mr mie I think it was our intent to recognize that 

there is a problem, that there are too many children waiting 
for service. There might be disagreement about numbers 
‘and so on, and one of the things we wanted to get to in the 
other recommendations is how we go about determining 
who is waiting and waiting for what. So we would not 
have any problem with trying to make it clear that we do 
Tecognize and must recognize that the current system is not 
‘Meeting that need. 
_ It is perhaps somewhat oblique, talking about not 
‘Teceiving care “in a timely and appropriate manner” in the 
‘context of the list. We could maybe have a look at the 
wording Cam has suggested in that last sentence, or some 
such wording. We are saying whether it is 10,000, 6,000, 
3,000 or 2, we do not want to have waiting lists if we can 
‘avoid it. If there is some way of expressing that concern, 
‘then we can do that. 


Mr Jackson: Before you move on, Mr Chairman, let 


, me simply say that bullet 3 on funding will constitute a 
‘major debate. That will put in context how we intend to 








deal, even in the short term, with the waiting list. I am 
prepared to suggest we move on, as there was consensus— 
except on that point—so we can get into the meat of the 
recommendations and get beyond the preamble. 


The Vice-Chair: I still have Ms Haeck, to address 
that same point. 


Ms Haeck: I think it would be appropriate to move 
on, as I am not exactly sure what wording we are talking 
about. I think we are generally agreed and obviously the 
minister was quite clear that one child on a waiting list is 
too many. It is a matter of shifting—and I will use that 
word—the system so that it deals with prevention and allows 
a number of other things to take place at the same time. 


The Vice-Chair: Mrs McLeod, do you have a sugges- 
tion for the wording of that? 


Mrs McLeod: Just to try to capture the sense of the 
concerns that are being raised. In the last suggestion, we 
were looking at “families raising healthy children.” We 
could go on to include there, “At the same time it is recog- 
nized that current waiting lists for children’s mental health 
services are unacceptable. The goal therefore must be 
comprehensive, co-ordinated and preventive policies 
which address children’s mental health problems. Com- 
prehensive services leading to a reduced demand for crisis 
services will help everyone.” 
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Mr Hope: Shoot that over again. 


Mrs McLeod: Sure. Basically it continues to recognize 
the family stress, the importance of helping raise healthy 
children, then says: “At the same time, it is recognized that 
current waiting lists for children’s mental health services 
are unacceptable. The goals therefore must be,” and it is 
the same line that is before us, stressing comprehensive, 
co-ordinated and preventive policies. 


Mr Jackson: And “increased access for children” at 
the end, so “providers of those services, parents, and 
increased access for children.” 


Mr Hope: You are contradicting yourself, because if I 
am understanding the preamble properly, the preamble is 
in a three-phase operation: the current situation, what you 
have to address in the midterm, and then your end result 
will be the reduced demand on crisis services. Is that not 
what a preamble is all about, first of all your initial state- 
ment, what is wrong with the system, what the goals 
should be and what the end results should be? What you 
are saying is what would be the end result, because in the 
end result you are saying we have to have more facilities. 


Mr Jackson: No. I said that reduced the total waiting 
list. You want to differentiate the waiting list based on 
what is preventive and what is acute care. 

Mr Hope: No, reduce the demand. 

The Vice-Chair: One at a time, because Hansard can- 
not follow that. 

Mr Jackson: For crisis services. Sorry. I think it 
hits the essence of what we are about, because it deals 
with the notion that if we accept that the waiting lists are 
unacceptably high, then we have to ensure that the goal 
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was that we increase the access for children who are currently 
on that waiting list. I guess the simplest way of describing 
it is, as it stands, the way it is presented, it says that of the 
100% we are doing now, it may be 80% crisis and 20% 
preventive. We are now going to shift that to 40% preven- 
tive and 60% crisis. I am simply saying that we have to 
increase both, which does not imply institutionalization, it 
implies access, that is all, with more emphasis on preven- 
tion. Then everybody wins, which is what we say, 
“Everybody wins.” 

Mr White: I would agree with some of Mr Jackson’s 
concerns. There are, I understand from the witnesses, some 
strong concerns about some of the core services which, 
regardless of the level of primary services, may still be 
necessary. I think that was clear from Kinark’s presenta- 
tion and IJ think as well from Earlscourt’s. We do not know 
what the relationship is between the provision of those 
primary prevention services and those core services. We 
do know it should prevent a fair bit of family problems, a 
fair bit of children’s mental health problems, but we do not 
know what impact it is going to have on those severely 
disturbed children. 

I think it is beyond the wisdom of this committee to 
make any ironclad statements. I would like to suggest that 
the last sentence be reworded to, and I hope this would 
encompass Mr Jackson’s concerns, “It is hoped that there 
will be a resulting reduced demand for crisis services, 
which will help everyone,” as was previously noted here. 
That way we are not necessarily tying an increase in 
prevention services to a decrease in those core services for 
the very disturbed children. There is not necessarily a 
relationship between those things. 


The Vice-Chair: We have a suggestion by Mr White. 


Mr Jackson: I could not accept it, because I think, in 
all due respect, Mr White has it reversed. He has created a 
linkage in the language that was going forward. I am 
trying to create separation of that to make sure that in fact 
we are not looking at a status quo and just shifting the 
emphasis, that there is some acknowledgement that our 
actions—and we should have the confidence to know 
that—are going to produce greater access. That is all I am 
trying to imply. I feel it must be clarified and not remain 
silent; increased access for children. 


Mr White: I do not think we have accommodation 
here. 


The Vice-Chair: Let’s hear from other members 
before we move on. 


Mrs Witmer: I wonder if we could not simply 
remove this sentence altogether and simply end it with, 
“The goal must be comprehensive, co-ordinated and 
preventive policies which address children’s mental health 
problems.” That is our objective. 


Mr Hope: What is the end result? 

Mrs Witmer: The end result, obviously, that we are 
hoping for is that any demand for mental health services 
will be drastically reduced and we are not going to have 
the long waiting list. We will be able to deal with children 


as the needs arise. We have our preamble and then our 
goal. 

Mr Beer: On that point, I think it is perhaps some- 
thing we want to look at. If we are saying clearly in the last 
part of our principles that we set out our goal, “com- 
prehensive, co-ordinated and preventive,” and we then in 
the body of our recommendations suggest ways to go 
about doing that, I think the argument we are getting into 
around that last sentence is a valid discussion but it need 
not cause problems with the preamble and principles state- 
ment. Maybe it would be better, so that we can have agree- 
ment, if we just left that last line out and then looked at the 
other recommendations, which speak to how we seek to go 
about implementing our goal, because I think we all agree 
with that goal. 


The Vice-Chair: Am I understanding this correctly? 
There is agreement to remove that last line? 


Mr Hope: In a preamble there has to be a Start, a 
middle section and a finish, and the finish is to take away, 
the demand of the crisis. I believe at the same time, and I 
guess it is the preliminary starting of that sentence, that we 
need to address that if we achieve the goals, when we 
achieve the goals of implementing comprehensive, co- 
ordinated and preventive policies, we will then result in 
reduced demand for the crisis services and will help 
everybody provide for those services, parents and children. 


Mr Jackson: We just cannot live with that. We find it 
discriminatory. If the goal cannot be that all children who 
require the service have a fair and equal shot at getting 
help, we cannot put our name to that report. It is that 
simple. It is a form of discrimination based on who gets on 
the list and how they get moved on the list. I know we 
have not spent much time on it, but I will not and we 
cannot endorse something that implies that we are just 
reducing a certain form of demand within a large problem. 


Mrs McLeod: I would like to suggest that even 
without the last sentence, I do think the sentence about 
comprehensive, co-ordinated and preventive policies ad- 
dressed the issue that Mr Hope was raising, because I think 
the preamble begins with the concern that we are not deal- 
ing adequately with children’s mental health problems. 
goes on to recognize that in order to address children’s 
mental health problems adequately we also have to deal 
with family stresses and that the comprehensive a co- 
ordinated approach is our way of dealing both with the 
waiting list and the family stresses that are contributing tc 
the children’s mental health problems that we identified ir 
the first line. 

I think the fact that we are emphasizing in our las 
statement—it would then be the last statement—com- 
prehensive, co-ordinated and preventive policies takes 
us very directly into the body of the recommendations 
and that the real achievement of our committee will be 
to say, “This is a new direction that we all agree i: 
essential and we recommend a task force to look a 
implementation.” 

Mrs Witmer: I know you are aware of it too, but i 
is the time I am concerned about. We are only dealing 
with the preamble. I wonder if we could have a show 0: 
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)nands showing some consensus, go on with the recom- 
mendations and then come back and make sure we are all 
comfortable once we take a look at them, or we are not 
going to get finished. I do not know how we will deal with 
it then. 

Mr Hope: Why do we not deal with the recommenda- 
‘tions we agree on? 

The Vice-Chair: That is perhaps a useful suggestion, 
that we move on to deal with the rest of the recommenda- 
tions. Then we will come back to any contentious points. 
‘The clerk reminds me we can vote on any contentious 
/points that we have at the end. So shall we move on then 
to the next part of the recommendations, which is “Access 
to and Co-ordination of Services”? Do we have agreement 
on this part of the report? Any discussion? No. Let’s move 
lon to funding, on the next page. Can we move on? “Re- 
‘search, Evaluation and Training.” 
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__ Mrs Witmer: I had put this position forward in the 
subcommittee and it is number 3. I believe that if we are 
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an increased amount of funds provided to help these 
‘children who are most in need of service at the present 
time. So I would like to see in bullet 3 that “the upcoming 
/provincial budget provide additional funds,” meaning 
‘more than what is presently being provided, “to enable the 
\children’s service sector to address the most urgent cases 
on their waiting lists,” because it is fine, we are going to 
ido this study, we are going to have a task force. However, 
we need to deal with those children now. Those children 
‘cannot wait for a year or two years from now. Their needs 
need to be addressed at the present time and it is going to 
‘require more money. 

| Mr Hope: I think the wording put forward is ade- 
‘quate. What we found out in the previous administration is 
that we just keep dumping money into a problem without 
‘taking a proper analysis of the problem. In the long term, 
/out of the analysis that we do in trying to come up with a 
‘resolution to the situation, we may need more funds. But 
whether it be more funds or equal funds or whatever, and it 
probably will be more funds, providing adequate funding 
for children’s services is one of the keys. 

Mr White: I certainly agree with there being urgent 
cases on the waiting list, but specifically targeting be- 
‘comes problematical, seeing we have spent half a page on 
recommendations about access and co-ordination and 
planning. We are prejudging the outcome of that discus- 
sion among the very service providers and consumers, 
‘who are much more familiar with these issues than we are. 

Mrs McLeod: I think that Mr Hope’s point—and I am 
‘sorry that Mr Jackson has left at the moment, because I 
‘think it addresses the essential conflict that was emerging 
in our discussion about preamble, and that is the inclination 
‘to make a judgement that there are not appropriate services 
being delivered by children’s mental health centres. 

’ I really cannot concur with any suggestion that there 
‘has been a problem with simply dumping money in and 





therefore they do not need more money. I really do not 
believe that was an indication, a judgement, that this com- 
mittee could make based on the testimony that we heard 
from witnesses. If anything, the testimony would lead us to 
exactly the opposite conclusion, that there was a tremen- 
dous shortage of resources even to deal with crisis situa- 
tions. Again, I believe it cannot be either-or. We cannot say 
that because we are going to recognize the importance of 
preventive programs and primary programs we can there- 
fore ignore the fact that there are long waiting lists of crisis 
situations without resources adequate to meet those needs. 
I would be very concerned about a report which attempted 
to make this an either-or situation. 


The Vice-Chair: Can I then conclude from this that 
there is not a consensus on that statement? Should we set it 
aside, Mrs Witmer? Can I just conclude that we do not 
have agreement on that, or would you like to hear further 
debate? 


Mrs Witmer: Yes, I would appreciate hearing further 
debate. I am not quite sure why people are reluctant to 
provide those additional funds. We certainly heard from 
the witnesses the fact that such things as pay equity and 
the employer health tax and the additional security 
measures that they were taking for their own staff were 
forcing them to use those much-needed financial resources 
to pay for those type of problems, as opposed to directing 
the money to help with the children who were desperately 
in need of services. They have not been reimbursed. That 
money has been taken away from them and they have not 
received any additional funds. This is the type of additional 
funding that I believe should be made available to them 
this year. If this government is truly concerned about 
children and the mental health of children in this province, 
I think it needs to be prepared to provide that additional 
money that has been taken away from providing actual 
service to children. 


Mr Owens: It is unfortunate that Mrs Witmer has 
framed her comments in the manner that she has, of pairing 
the level of care with the dollar value that this government 
decides to put into children’s mental health services. I 
think that is a very unfair comment. 

Second, I do not think it is within the jurisdiction of 
this committee to order the Treasurer to commit funds, and 
while we do take this as a serious issue, I think that we 
should leave it up to the Treasurer and the Minister of 
Community and Social Services to work out the when and 
the where and the how that funding will be granted to 
these services. You suggested, Mr Chairman, that this 
should be left aside as an issue for voting as a contentious 
issue. 


The Vice-Chair: I am prepared to. 


Mr Jackson: Would you clarify the question, just to 
correct his assumption that this committee cannot order up 
and recommend matters that impact the Treasurer. In fact, 
we very much can. 


The Vice-Chair: It is only a recommendation. 


Mr Jackson: Precisely. I just was hoping you would 
correct that. 
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The Vice-Chair: That can happen. 

Mr Jackson: That is what I am saying. Mr Owens’s 
assumption was that they could not, and I just wanted you 
to clarify for him that it is very much within our mandate 
to recommend expenditures, because it is not legislation 
we are dealing with, it is not private members’ time. It is in 
fact simply an expression of our beliefs and feelings after 
having listened to input that is very focused on this issue, 
perhaps better than the minister has been able to get in the 
short time she has been the minister. 


The Vice-Chair: That is why I suggested that we set 
that aside and deal with it on a vote. 


Mr Jackson: I could not accept it in its present form, 
Mr Chairman, because it is as much as saying, “On an 
annual basis the Treasurer shall submit a budget.” It is 
telling the world something we already know. Moneys are 
in the budget for children’s mental health, there will be 
next year and there will be the next year. I could not sup- 
port something which just simply reiterates the fact that 
the province continued to show somewhere in the budget 
moneys allocated for children’s mental health. That is like 
stating Tuesday follows Monday. So I think it is a waste of 
time putting it in the report. 


The Vice-Chair: Would members like further discus- 
sion on this item, or shall we move on? 


Mr White: Move on. 


The Vice-Chair: We will put that aside and deal with 
it later. Can we move on to “Research, Evaluation and 
Training,” that subheading? Any discussion or debate, 
points of interest? 


Mr White: Just a couple of very small points. I am 
wondering if it could not be added either as a bullet here or 
as an addendum to the last bullet on the previous area that 
there be encouragement through funding mechanisms to 
children’s mental healths centres that are currently or plan- 
ning to be involved in both research and program evalua- 
tion, so that we can in fact, as Dr Offord suggests, know 
when we are doing more good than harm. 


The Vice-Chair: Just for clarification, you would like 
to include that in one of the bullet points here. 


Mr White: That is right. It would be specifically tar- 
geted money for children’s mental health centres. 


Mr Beer: I am just wondering, Mr Chair, whether we 
might, on the last bullet, under funding, say, “funding in- 
centives be given to encourage agencies to co-operate in 
the provision of local projects and to develop research and 
evaluation projects or programs.” 


Mr White: I think that is an excellent idea, especially 
if they are co-operating in providing that service. Then you 
do not have a suspicious research program where you are 
evaluating yourself entirely. Excellent suggestion. It cer- 
tainly agrees with me. 
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Ms Drummond: So is there consensus that this might 
be a little bit more appropriate under the last bullet, under 
funding, which would then read: “funding incentives be 


given to encourage agencies to co-operate in the provision 
of local projects and to develop research and evaluation”? 


The Vice-Chair: Do we have agreement on that? 


Mr Jackson: Only one point. It is rather incestuous 
that the local projects are evaluated by themselves. It is 
tradition in this province that they be either co-operatively 
evaluated—I only introduce that because this is a complex | 
issue, and although we support the notion of evaluation 
generally, the evaluation is by the government to ensure 
that it conforms to the provincial goals as set out by the 
minister and her ministry. 

I think it was fine the way it was. I think it is presumed 
that you were to be evaluating, but no one really spoke 
about it; they mostly spoke about financial carrots and 
incentives. I think we have caught the point, but I do not 
wish to imply that we are checking our own evaluation 
systems because quite frankly, it is not done that way. It is 
done by external or it is done by the ministry. 


Mr White: I would just like to differ with Mr Jackson | 
on that score. My own understanding is that there is darn 
little outside evaluation done. Mr Goldberg from 
Earlscourt went into some detail about the program 
evaluation and his program. I believe that rather than being 
something which was entirely in-house, as Mr Beer sug- 
gested, if we are funding as a co-operative project among 
children’s mental health centres, it would be to some de- 
gree removed from that particular centre. I think this, to 
some degree, answers Mr Jackson’s concerns. | 


Mr Beer: Would it help, Cam, if we made it a 
separate point because I was not intending— 


Mr Jackson: We could put it down below. | 
Mr Beer: —to link the local projects and the research, 
but just if you wanted to keep it within funding, we could. 
say— 
Mr Jackson: No, I do not. I want to move it into 
research. That is a smart place to put it. 


Mr Beer: Into research, as another head? 


Mr Jackson: I get hung up on money on evaluation 
when you really want to just simply impose a standard that 
the good work should be evaluated. It should not be en- 
cumbered with funding because that is an internal ministry 
thing. 





The Vice-Chair: I think we have an agreement. I see 
heads are nodding. 


Mr Beer: I was just saying whether it goes under 
“funding” or under “Research, Evaluation and Training.” 1 
mean I can see ways of wording it. In either case, I think it 
is a good point that we would like to see more done in 
terms of research and evaluation, which I think was the 
intent. If we can get agreement on doing more of that by 
placing it under the Research, Evaluation and Training” 
heading, then I have no problem with that. 


Mr White: I suggested to you earlier in terms of un- 
derfunding because Mr Beer very generously offered a 
suggestion along those lines, wherever the committee 
might agree to put it. 
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The Vice-Chair: Can I conclude that we have agree- 
ment to put it under “Research, Evaluation and Training”? 

Ms Drummond: Okay. And the possible wording, 
using the same wording as the last bullet under funding, 
“Funding incentives be given to encourage agencies to 
participate in research and evaluation”; is that acceptable? 

Mr White: Shall we leave in the phrase “co-opera- 
tively”? 

Ms Drummond: Okay. 

Mr Owens: One more point under “Research, Evalua- 
tion and Training,” the third bullet point, after the words 
| “with respect to,” then add the word “accredited.” 
| The Vice-Chair: I see. “With respect to accredited 
/programs”? 
| Mr Owens: Right. 

Mr Jackson: What does that mean? 





} Mr Owens: I will pass that question to my colleague, 
| Gary Malkowski. 
| The Vice-Chair: Mr Malkowski to clarify that point. 


__ Mr Malkowski: The reason for adding the accredita- 
‘tion is that programs are offered at both the university and 
‘college level and we wanted to make sure the programs 
‘that are being offered are of quality substance and updated 
/as well. 


Mr Beer: A question to those who know better than I: 

are there some sort of, you know, perhaps training 
/programs or others that one might take which do not 
necessarily lead to some kind of a diploma or degree? We 
wanted to make this to cover developing programs, and | 
just would want to be careful we are not limiting ourselves, 
‘but perhaps there is an answer to that. 


Ms Haeck: I strongly support the addition of the word 
“accredited” for a couple of reasons. One, although Mrs 
McLeod, I know, is aware of the community college and 
‘university system, there are sometimes programs that 
could be run, say, in a continuing education mode which, 
while they in fact address a certain need, at the same time, 
‘from a professional point of view—and we do realize that 
)within the health disciplines there is a whole debate going 
‘on at this present time about accreditation—I think we do 
“have to insert the word “accredited” to make sure that we 
are not going to end up hamstringing people when they are 
trying in fact to do the right thing of upgrading themselves. 

Also, as a librarian, I have been in the situation 
Where the university program that was at the University 
of Ottawa around librarianship had to be dropped be- 
Cause it was not in fact accredited by the American 
Library Association, which in fact does the accrediting 
‘for all library programs across this continent. So you 
‘could find yourself having people enter programs where, 
because they are not accredited by the appropriate 
professional body, the people who have now received 
those particular diplomas or degrees, whatever, find 
themselves in an unaccredited status. 

Mr White: I am sorry we had not addressed this 
earlier. It is something of a quandary because I think 
‘that, for example, in the schools of social work, 













programs are initiated long before they are accredited, 
usually several years, and I would like to make reference 
to one particular school which has been particularly in- 
novative in northern Ontario and the near north. That is 
Laurentian University, which has a bilingual masters pro- 
gram, and in fact Mr Barbeau, who was a witness here, 
said all of his workers are participating in that program. 
That is a major assist to the francophone mental health 
services in northern Ontario. I doubt it would be as yet 
accredited. Laurentian also offers a native BSW program, 
which probably is not accredited either. 

While I think that accreditation is a major issue, the 
development of programs usually, the most innovative 
aspect of that development, occurs before they are ac- 
credited. So I think we would have to accommodate both 
those issues. 


Mrs McLeod: I wanted to address what I think was 
the concern that Mr Malkowski was raising with the ques- 
tion, which was the quality of the programs that would be 
offered, and suggest that because it is recommended here 
that we look at college and university programs, those are 
programs being offered by accredited institutions. I believe 
that there is some measure of certainty about quality be- 
cause of that. 

I would hesitate to see our committee get into the issue 
of professional accreditation, which I think is the one that 
Ms Haeck was raising, because that takes us into a whole 
other field that the committee was not, I think, intending to 
get into and could in fact reduce our recognition that a 
workshop is an appropriate program for a college or 
university to offer without its ever being accredited by a 
professional body but nevertheless being important. I really 
believe that Mr Malkowski’s concern is met by the fact of 
the college and university settings for programs. 


Mr Malkowski: What that means is, you are suggest- 
ing, with accreditation, the colleges and universities could 
simply invent their own program. I am not sure what kind 
of a program that would be and that could certainly 
damage the reputation that is involved with a college or 
university. 
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Mr Jackson: The first obvious point is that this matter 
was not raised before the committee at any time, to my 
knowledge. What was raised before the committee has 
been dealt with in the recommendation that is before us, 
and again it has less to do with the professional credentials 
and academic base, but more that access to programs 
allows for groups that are highly discriminated in this 
province by geography and by cultural origin to improve 
their access to programs. 

I am very comfortable, not getting into the Ministry of 
Colleges and Universities bailiwick here, simply indicating 
that we support that programs should be based from the 
colleges and universities and that we have seen some 
deficiencies in access for professional people which should 
be addressed. I think putting “accredited” in there puts in a 
whole new emphasis, unintended emphasis. I might sup- 
port Mr Malkowski with his suggestion, but I think it is 
premature to the report and not in the spirit of the point we 
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are trying to stress here, which is access for groups that 
have not previously had access to these programs. 


Mr Beer: I am wondering if this will help. What we 
are doing here is recommending that the Premier’s Council 
on Health Strategy look at a number of issues. I think 
people will recall that there is this whole issue of social 
services providers and how ultimately they should be 
licensed, and all of those attendant issues. I am just 
wondering if what we are saying here, and I think Cam is 
correct, that we were seeking, through the discussion, to 
find ways to expand the programs that are offered because 
we recognized that there were limitations. 

I think from our discussion, and in the work that the 
Premier’s Council on Health Strategy would do, in looking 
at what kinds of programs exist or ought to exist, would 
come as well questions around the nature of those 
programs, whether or not they are accredited. I just did not 
feel at this point in time that we wanted to limit them only 
to that, in that I think there may well be arguments to have 
programs even to do the sorts of things that Drummond 
has spoken to. I am just wondering if we are not better to 
leave it the way it is, noting that it is a recommendation to 
the Premier’s Council, out of which, if they did their work, 
would come a report which one could then deal with. 


Ms Haeck: I am interested in the direction that the 
discussion is taking, but I do beg to differ with Mr Jackson 
in particular because some of the earlier drafts of these 
recommendations very specifically talked about master of 
social work and PhD programs at institutions. If you are 
talking about programs at that level, you are talking about 
professional accreditation. So it is a different matter entirely 
than how it has been synthesized here. 

I did overhear behind Mr Jackson, between Mr Beer 
and Mrs McLeod, a discussion about internal institutional 
upgrading. I personally do not have any problem with that. 
Maybe there is a way of expanding some of that, not 
limited to accredited programs. We encourage the various 
centres out there to carry on professional development 
within their own walls. I personally am very much in 
favour of staff development, so that is really not an issue. 
But I am concerned about some of the debate that has been 
going on in the health disciplines around some of these 
issues. In one sense I do not want to end up finding ourselves, 
as a result of that, carrying on much further a more heated 
debate. 


Mr White: I was just going to comment that I thought 
Mrs McLeod’s suggestion and compromise was a very 
creative one. It is unfortunate it does not look like we will 
be able to use it, though. 


The Vice-Chair: I am trying to get some sense of 
where we are headed with this. 


Mrs McLeod: Can I just plead guilty to being the 
one who was first much too exclusive in suggesting 
specific professional programs? They happen to be ones 
that I have been advocating for some time. They are 
ones I am aware of in terms of the need and the prepara- 
tion for those programs. But I was the first to agree that 
it was much too exclusive and that this broader category 
allows for both that and the broader scope of programs. 


I intend to continue to push for some of the more specific 
programs that I believe in. 


Mr Jackson: A major cost item to the government. I 
do not know why we would be suggesting anything other 
than what the NDP has recommended. This puts incredible 
pressure on the Minister of Colleges and Universities at a 
time when there is gross underfunding, so technically one 
should want to push it. I read it as a discriminatory practice 
for access to professional services and in my view, you 
cannot talk about native groups in this province and talk 
about MSW and BSW because only 1% or 2% of native 
children in this province ever see the inside of a college or 
a university classroom and I cannot help but think that was 
the plea from the group that stressed it the most. 


The Vice-Chair: I do not, from this discussion, gather 
that we have a real consensus on this. You can live with 
this? 


Mr Jackson: We can live with it. Our concerns are on 
record. 


The Vice-Chair: As it is right now, Mr Jackson? 


Mr Jackson: This is not a big thing. It leaves a gap in 
what I thought we were addressing and if the government 
can live with that, fine. 


The Vice-Chair: I just want to get further direction 
for our research officer. We will leave things as they are, is 
that the understanding now? Agreed? Okay. We have 
agreed to include, under “Research, Evaluation and Train- 
ing”, program evaluation. That is the gist of it. Can you 
clarify that? 


Ms Drummond: Okay, I gather there was a consensus 
to add finally under this section, “Research, Evaluation 
and Training”, so that we can finish with it, an additional 
bullet point to read “Funding incentives be given to en- 
courage agencies to co-operate in research and evaluation.” 


The Vice-Chair: Agreed? Okay. Native issues. I am 
reminded by the clerk that we have approximately 18 
minutes left so we do have to speed things up before we 
start to vote on these other items. 


Mrs Witmer: On the section related to the native 
issues, the second bullet says that the ministry make a 
financial commitment. I guess the question I have here is, 
why are we making this statement? Is there not a financial 
commitment being made at the present time? Are we as- 
king for more of a financial commitment? Why do we 
include that? Iam wondering if some member of the com- 
mittee could help me to understand. 


The Vice-Chair: Mr Beer, do you want to comment 
on that or shall I turn it over to our research officer? When 
in doubt, turn it over to the research officer. The question 
was asked by Mrs Witmer. 


Ms Drummond: Your question was whether there is a 
ministry commitment to native mental health services. 


Mrs Witmer: I am wondering why we have made this 
statement. Is there presently not a financial commitment 
being made? 


The Vice-Chair: At the present time. 
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Ms Drummond: There is at present some financial 
commitment, yes. 


| Mrs Witmer: So we are simply reaffirming that, I 
_ guess. Why is this statement here? Maybe one of the other 
members can tell. 


Mr Beer: I think the point, and it may need a word or 
two, was that in the last number of years the Ontario 
government has sought to work with specific native or- 
ganizations around a broad series of children’s issues and 
so we developed Tikinagan, Weechi-It-E-Win and some 
others that are providing services not unlike children’s aid 
| societies. But in developing, and I think it was implicit in 
| the comments made by the Tikinagan group, it was specifi- 
cally looking at native mental health services and there 
/was a direction previously, and I would assume there 
would be in the future, to focus even more so on native 
/mental health issues. Indeed, some of those native 
children’s services organizations could well develop to 
provide a broad range of services, including native mental 
health. My sense in this one was that we just wanted to 
| make clear that this is an area where there is a lack of 
_ adequate service for the native community. 
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Mrs Witmer: Just in response, does this mean that the 
ministry is going to have to put more up money? Will they 
need to make more money available? Is this what we are 
| Saying? I guess I want to know, is it because of lack of 
| money? 





__ Mr Martin: I would suggest that certainly anything I 
heard from the folks who presented here as witnesses was 
_ that they needed more resources to do more work, which is 
| people, and to do it in a way that they saw as appropriate. 
Certainly it would be assumed under here that there would 
be more money going in. It is just a matter of where it 
comes from and how it is delivered. I think we need to be 
creative and resourceful in how we do that. Ultimately my 
‘assumption is that it probably will need more money. 
|There is an assumption by me in that the ministry will 
‘find, however and wherever, the resources necessary to 
make this recommendation happen. 





Mr Hope: Just to address Mr Jackson’s point of view 
when we were talking about accredited programs and just 
/on the other one, on “Research Evaluation and Training”, I 
was not the one who put this in, but just reading it, it talks 
about developing native mental health professionals, 
which means you have to provide funds to help them get 
into the educational field. This was one of your comments 
you brought up earlier on the previous one, to provide 
funding to help natives access the educational field to be- 
come professionals. 


Ms Drummond: If I can just quickly address, or par- 
‘tially address anyway, Mrs Witmer’s concern, the wording 
isa little bit vague because as we discussed in the subcom- 
“mittee there are some really complicated jurisdictional is- 
Sues. Some native groups have not always been willing to 
accept funding from the provincial government. Possibly 
the verb “to develop” rather than “to establish” would 
clarify some of your concerns. 





Mrs Witmer: I guess I am wondering whether we are 
going to be providing the same resources or whether we 
feel there is a need for additional financial resources. 


Mr Hope: | think the key is that you are developing a 
new identity in itself and then the identity would be the 
health professionals. Through the presentation, it was talk- 
ing about getting more natives, and Mr Jackson brought it 
up just a little while ago, about helping the natives access 
programs to come out professionals to work in the mental 
health field. I was not part of the discussion, but just read- 
ing it, it says “develop native mental health professionals.” 
I think the funding aspect has to be in there for access. 


Mr Jackson: I think where we are getting into dif- 
ficulty is that if we leave it the way it is, it implies that 
somehow these programs are at risk unless we make a 
commitment, and I do not think that is fair to the current 
nor the previous government. Having said that, there is a 
distinction between native mental health services which 
have been established and are being funded. Their presen- 
tation to us said, “We are a native service in name only and 
until you get us native trained professionals, we really can- 
not be, so we can implement our own healing methods.” 

I think the flaw in the way this is written is that we are 
talking about funding for something that is existing and 
something we want to move towards. They should either 
be separated or one of them dropped. I think if we are 
looking at to continue, we support the current program and 
we are looking for expansion dollars for increased native 
mental health professionals and for training. That is where 
I see the problem in this right now, but I find it says 
nothing to say we should make a financial commitment. 
There is one for the centres. What we are looking for is 
new moneys, targeted or focused funding, for the develop- 
ment of native mental health professionals. 


The Vice-Chair: I do not feel we are that far removed 
from gaining some kind of consensus. I am going to turn 
to Mrs McLeod, who I hope will come up with a good 
Suggestion to wrap things up here. 


Mrs McLeod: I am going to try to be helpful because 
I think the problem is that there is a different jurisdictional 
aspect for different parts of the statement, one being men- 
tal health service, another being training opportunities, 
which could be entirely provincial, if we chose to see it 
that way. My suggestion would be a simple rewording, that 
“the ministry make the necessary financial commitments 
to develop further...” It does not make any presupposi- 
tions about what does or does not exist or where the fund- 
ing should come from. 

The Vice-Chair: Can you repeat that one more time 
so that everyone is clear? 

Mrs McLeod: “The ministry make the necessary 
financial commitments to develop further native mental 
health services.” It is too bad that split infinitives often 
work better. 


Ms Drummond: We can work out the wording if 
there is a consensus on the meaning. 

The Vice-Chair: We have agreement. Let’s move on 
to the final segment. We have only four or five minutes left 
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to deal with this, “Language and Culture Issues.” Do we 
have agreement on the two points that are made there? 

Mr Jackson: Did we hear of minority-language 
programs? Did we hear about several of those? 


Mr White: Yes. 
The Vice-Chair: We have agreement. 


Mr Hope: Just to clarify some of the points that were 
talked about as far as the funding is concerned, and we 
talked about the wage problem, the pay equity problem, it 
is indicated in the funding aspects. If you look at the whole 
funding recommendations, they talk about only one thing, 
to establish more money, not necessarily does the— 


The Vice-Chair; Can I just interrupt you? I want to 
deal with the preamble section first. 


Mr Hope: I thought he said more funding. 


The Vice-Chair: I would like to deal with the 
preamble, vote on that and then move to the funding. 


Mr Hope: I chaired this meeting, eh? 


The Vice-Chair: There is no time for further debate, 
as I am reminded by the clerk. We need to move to the 
preamble section. Is it the intention of the committee to 
include the last sentence in that preamble section? 


Mrs Witmer: Could she read the new preamble and 
principles. 

Ms Drummond: The new preamble and principles in 
toto? 


Mrs Witmer: As we revised them today. 


Ms Drummond: “Many of the witnesses who ap- 
peared before the committee provide care to children who 
have developed serious behaviour problems and other 
emotional disturbances; there is general agreement that 
many children are not receiving care in a timely and there- 
fore appropriate manner. The many interrelated factors 
which increase stress in families contribute to mental 
health problems in children. It is essential to provide sup- 
port needed to ensure that families are helped to raise heal- 
thy children. At the same time, it is recognized that waiting 
lists for children’s mental health services are unacceptable. 
The goal must be comprehensive, co-ordinated and 
preventive policies which address children’s mental health 
problems. Comprehensive services leading to a reduced 
demand for crisis services will help everyone, providers of 
those services, parents and children.” 


The Vice-Chair: Do I have agreement to include 
those changes, to include that last segment? In particular 
the last sentence was the contentious point there which we 
did not have agreement on previously. Everyone has the 
gist of that. We can repeat it one more time. 


Ms Drummond: “Comprehensive services leading to 
a reduced demand for crisis services will help everyone, 
providers of those services, parents and children.” 
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The Vice-Chair: We must move on and take a vote. 
There is no time for further debate. Do I have agreement to 
include the preamble, as amended, in its entirety? All those 
in favour? All those opposed? Okay, that is carried. 


“Funding,” bullet 3: Is it the wish of the committee to 
maintain the current reading of the bullet point? 

Mr Jackson: “The upcoming provincial budget pro- 
vide.” That one? 


The Vice-Chair: Yes. 


Mrs Witmer: I would like to suggest that we make it 
consistent with the native issues, that we “make the neces- 
sary financial commitments.” 

The Vice-Chair: I cannot entertain any further debate. 


Mr Jackson: That was an amendment, Mr Chairman; 
it was not debate. 


The Vice-Chair: I am entertaining a motion for the 
current wording to be accepted or not to be accepted. 


Mr Jackson: So you are not accepting amendments? 

The Vice-Chair: Not at this point. 

Mr Jackson: We request a recorded vote on this. 

The Vice-Chair: Okay. 

Those in favour of the current wording? Mr Martin, Mr 
Hope— 

Interjection. 

Clerk of the Committee: That was the question. It is 
the vote— 


The Vice-Chair: I am asking for a vote. Mr Hope, 
you are voting in favour of that? } 


Clerk of the Committee: Mr Martin. 
The Vice-Chair: All those opposed? 


Clerk of the Committee: Mr White has not voted. He 
cannot abstain. 


The Vice-Chair: You cannot abstain, Mr White. 


Mr Beer: On a point of principle perhaps, Mr Chair, I 
think what we are doing is saying there may be another 
way of wording this which is consistent with the wording 
we selected in the case of another recommendation, but 
you are saying we have to defeat this in order to consider 
that. Am I right? 


The Vice-Chair: Right. 


Mr Beer: But my point is, there was a change to 
another recommendation and the consistency of the word- 
ing on that would be quite appropriate here, but I am trying 
to understand how do we get to that different wording. 


The Vice-Chair: I cannot entertain further debate, so 
what I have suggested is— 


Mr Beer: That is why I said a point of principle. 


The Vice-Chair: Okay. It was suggested by Mrs 
Witmer originally—I will do this very quickly—“that ad- 
ditional funds be provided.” Now all I am saying is that 
you either accept what is there or you do not accept what is 
there. Right? 


Mr Jackson: That is correct, and by defeating it, 
would you then accept our recommendation for additional 
funds, because you would be left with nothing if it is 
defeated? 


The Vice-Chair: You can bring that forward. 
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_ Mr Jackson: So by voting against it you would be 
facilitating the phrase “additional funding.” That would be 
an understanding at the table at this moment. 

The Vice-Chair: We need to have a motion to put that 
forward at the time. Okay? 


Mr Jackson: Yes. 

The Vice-Chair: But we are voting now as to whether 
this stands. 

Mr Jackson: A recorded vote on support for the 
wording in front of us. 

Mr Hope: You could have— 

The Vice-Chair: Can I have some order, please. I am 
| going to ask one more time. I put the vote to you. The 
current wording in place right now. Is that agreeable to 
‘members of the committee? We are going to have a 
“recorded vote. 

All those in favour? 

All those opposed? 

Mr Martin, Mr Hope, Mr Drummond, Ms Haeck, Mr 
Owens, Mr Malkowski, Mrs— 

_ Mr Malkowski: I am not understanding it. For 
clarification, do you mind if people were to vote again, 
‘please? 

The Vice-Chair: We have a vote on the floor to deter- 
| mine whether the current wording stands as is, period. Can 
‘I just get clarification from the clerk? We need now a 
| motion to add the desirable wording to this. 

Clerk of the Committee: Not until you determine 
whether they want it or not. 

The Vice-Chair: Okay, if they do want it, indeed, 
they must put a motion forth, so we can entertain a motion 
vat this time. 

Clerk of the Committee: No, not until you have com- 
pleted the vote on whether the current wording stands or 
not, ayes and nays. 

The Vice-Chair: Okay. Have we done that yet? 


Clerk of the Committee: No, we are trying to and Mr 
_ Jackson asked for a recorded vote. 

The Vice-Chair: I thought we did. 

Clerk of the Committee: We tried but we have only 
got halfway around the room. We got stuck at Mr 
-Malkowski. 

The Vice-Chair: Okay. 

All those in favour? 

Mr Jackson: Of what? 

Clerk of the Committee: Of the current wording as 

written. 
Mr Jackson: We voted on that three times. 
The Vice-Chair: Mr Malkowski abstained, so we 
needed clarification. 
Mr Jackson: I am sorry, Mr Chairman, but even if Mr 
| Malkowski changes his vote, it does not change the vote 
Outcome. 

Clerk of the Committee: Mr Jackson asked for a 
tecorded vote. We have not completed the recorded vote. 
The Vice-Chair: Did you hear that, Mr Jackson? 















Mr Jackson: I heard it, but I did not see it. 

Mrs McLeod: Can I just ask, as a point of order, is 
there a rule for a committee that we cannot deal with the 
minutes? The wording that has been proposed is, I think, 
normally a legitimate amendment to the resolution. It does 
not significantly change the resolution and it would be 
easier to vote on an amendment. 


The Vice-Chair: I will turn to the Clerk for clarifica- 
tion. 


Clerk of the Committee: You have to have some- 
thing to vote on, and the status, as is, is usually where the 
question is put on at the moment. If you can proceed and 
vote in favour or against the current wording and then 
move on to what the proposed change might be, that is the 
cleanest way of doing it. 

Mrs McLeod: It.is different from normal parliamen- 
tary procedure, then, what applies in committee? 

Clerk of the Committee: If you are moving an 
amendment on a bill, you are moving an amendment to a 
section of a bill. There is not a section here. There was 
debate. There was no consensus on it. So at the end of the 
debate on this particular amendment there was no consen- 
sus and it was whether the current wording should go or 
whether the changed wording should go. So you have to 
vote on one or the other. You cannot vote on both at the 
same time. 

Mr White: On a point of order, Mr Chairman: We 
seem to be in the midst of a recorded vote. If we have any 
further discussion, I think that invalidates our vote, or cer- 
tainly holds it in strong question. 

The Vice-Chair: We are trying to get clarification in 
terms of the actual— 

Clerk of the Committee: We are eating up the clock. 

The Vice-Chair: Can I move forward? I called for a 
vote. We were in the middle of a recorded vote. I asked for 
those in favour and no one was in favour, and now those 
opposed—we were in the process of doing that—please 
raise your hands. 

The committee divided on the current wording of bul- 
let 3, which was negatived on the following vote: 


Ayes—0 
Nays-11 

Beer, Haeck, Hope, Jackson, Malkowski, Martin, 
McLeod, Miclash, Owens, White, Witmer. 

Clerk of the Committee: Now, the alternative word- 
ing. 

The Vice-Chair: Do we have a motion for alternative 
wording? 

Mrs Witmer moves that we indicate that “the upcom- 
ing provincial budget provide the necessary additional 
funds to enable the children’s service sector to address the 
most urgent cases on their waiting lists.” 

The Vice-Chair: All those in favour? 

Mr Jackson: Recorded vote. 

The Vice-Chair: Please indicate. Mr Martin, you 
have to vote on this. 
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The committee divided on Mrs Witmer’s motion, 
which was agreed to on the following vote: 


Ayes-I1 


Beer, Haeck, Hope, Jackson, Malkowski, Martin, 
McLeod, Miclash, Owens, White, Witmer. 


Nays-0 


The Vice-Chair: Okay; unanimous. Is it the wish of 
the committee for the report to be tabled and be debated 
and a response asked of the minister? Those in favour? 

Mr Beer: On a point of order, Mr Chairman: Were 
you going to ask if there were a couple of points on the 
introductory part that we had raised in subcommittee? 

The Vice-Chair: We have no time. 

Mr Beer: There is one statement that was raised in 
subcommittee, that was agreed to in subcommittee. 

The Vice-Chair: Do we have time to read them in? 
Can I call for a recess? Stop the clock. 

The committee recessed at 1449. 
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The Vice-Chair: Is it the wish of the committee that 
the report be tabled and debated and a response be asked 
of the minister? Is that an agreement? 

Mr Jackson: Yes. Agreed. 

The Vice-Chair: We have agreement. Tabled and 
responded to. Great. 

Mr Owens: On a point of clarification in regard to the 
colleague to my right that you keep referring to as Mr 
Drummond: Could we have his name corrected as Mr 
White to ensure that Hansard is correct? 


The Vice-Chair: Ms Drummond and Mr White. 
Sorry. Did I do that? 


Mrs Witmer: No, I did. 


The Vice-Chair: I thought I had it all straightened 
out. 

We are recessed until 3 o’clock, at which time we will 
begin hearings on the next item on the agenda. 

The committee recessed at 1451. 
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The Vice-Chair: Call the committee to order. I wish 
to bring to the attention of members of the committee that 
the subcommittee agreed that the committee schedule be 
changed as follows: Wednesday will become a subcom- 
mittee meeting at 1 pm, Thursday at 2 pm the entire com- 
mittee will be meeting to approve the final report, and 
Friday’s meeting will only be held if necessary. Everyone 
make that change. 

Ms Haeck: Excuse me. Friday does present a couple 
of problems for me personally. I was just wondering what 
can be done there. 


The Vice-Chair: As I say, it will only be held if 
necessary. 


Mr Beer: Christel, we will make sure we agree on 
Thursday. I have a problem on Friday too. 


The Vice-Chair: It will be a further incentive to come 
to a conclusion on this rapidly. 


Mr Jackson: What will be helpful? Is there a time of 
the day that is particularly bad Friday? 


Ms Haeck: I have at least three appointments between 
10 o’clock and 3 o’clock. 


Mr Jackson: Are you the subcommittee rep? 
Ms Haeck: No. 
Mr Jackson: Okay, thank you. I appreciate that. 


The Vice-Chair: I have been reminded by the clerk 
that the subcommittee agreed originally to the Friday, and 
therefore we have to move with that as well unless we are 
prepared to make further amendments in terms of time and 
reschedule, but we cannot sit beyond Friday. We have to 
keep that Friday date open to us for that possibility. It is 
more of a reserve date than an definite date. 


Ms Haeck: In all likelihood we will be using it, right? 


The Vice-Chair: I would think that possibly on 
Thursday we will be wrapping things up and not come 
back here. 


Clerk of the Committee: We could also meet later 
than normal on Thursday. 


The Vice-Chair: That is true. We can extend our sit- 
ting time on Thursday after we have met initially, come 
back and meet at a later time on Thursday. That is another 
option. Why do we not just leave that and see how that 
comes about on Wednesday? Can we do that? All right? 


Mr White: I am sorry, could I have a review of the 
changed times, please? 


The Vice-Chair: Yes. The subcommittee will be 
meeting on Wednesday at 1 pm. The full committee will 
be meeting on Thursday at 2 pm to approve the final 
report, and Friday will be held in reserve if that day is 
necessary. 


Clerk of the Committee: Or maybe later on 
Thursday. 


Mr Jackson: I was just going to ask what amount of 
time is potentially left, starting at 2 o’clock on Thursday? 


Clerk of the Committee: Originally they had two 
hours for Thursday and an hour for Friday. That is chang- 
ing, and we will have to see exactly how much time there 
is at the end. There has been one addition to the original 
agenda, and I understand there may be another addition tc 
the agenda, which knocks another hour off the report-writ- 
ing time. 


1510 


The Vice-Chair: Mr Owens, you had something that 
you wanted to raise. 


Mr Owens: Yes, I have two items of business, M 
Chairman. The first is with respect to the previous item 
that we were discussing, the children’s mental healtt 
report. I would like to make a motion that the subcommit 
tee meet to verify the changes to the children’s menta 
health report. 
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The Vice-Chair: Is there agreement on that? The 


_members of the subcommittee to meet to verify the chan- 
_ ges that have been made to the previous report. Okay. 


Mr Owens: The second item of business is that after 
discussions that I have had with the other two members of 


the subcommittee, I would like to request that the Ontario 
Public Service Employees Union be able to testify at these 
hearings. 


The Vice-Chair: Is there agreement on that? All right. 
The clerk will make a note of that. OPSEU, 4:30 Tuesday. 


| So we will be sitting until 5 o’clock tomorrow at least. 


Mr Jackson: Could I simply ask if there were other 


requests besides OPSEU? 


The Vice-Chair: The clerk informs me there have not 
been. 


Mr Beer: There was the one, the Federation of On- 


| tario Facility Liaison Groups, but we dealt with that in the 
_ subcommittee earlier this last week. 


SERVICE MANDATE FOR 
DEVELOPMENTALLY HANDICAPPED 


Consideration of the designated matter, pursuant to 


_ standing order 123, evaluation of service mandate for in- 
| dividuals with developmental handicaps—multi-year 
_ plan. 


The Vice-Chair: We now turn to the minister, who 


has been patiently waiting for us to commence our next set 

of hearings. I will call on her to make her comments. The 

| Honourable Zanana Akande, welcome to the committee 
again. 


MINISTER OF COMMUNITY 
AND SOCIAL SERVICES 


Hon Mrs Akande: Good afternoon, everyone, and 
thank you for the opportunity once again to come today to 


| speak to you about the multi-year plan. 


I want to begin by reiterating and emphasizing this 


| government’s commitment to improving opportunities for 


the developmentally handicapped to live and to work in 
the regular community. Certainly this commitment is in 


agreement with the government’s social policy to create an 


Ontario that is a supportive environment for all those who 
live within it. 

Actually, the developmentally handicapped living 
within the regular community is not a new idea. It is not 
something that was invented by this or any other 


| government. It has existed before without plan. There 


have always been isolated incidents, often in smaller 
and more basic and, therefore, more cohesive com- 


| munities where the developmentally handicapped have 
lived in the community. I am not always certain that 
| they have extended the opportunity for them to be in- 
_ volved in everything, all of community life; neverthe- 
_ less, there have been isolated incidences where this has 


been true and many of us know of them. 

But for more than 20 years the provincial govern- 
ment of Ontario of the time has thought of it as a plan 
for that population that was at that time housed within 
facilities, away from their families, away from the com- 


| munity, and cared for. There were papers written about 


this, many projects, many reports, and it was felt that a 
cohesive community base system could be developed for 
the developmentally handicapped, so that they could take 
their rightful place within the community. 

I will not go through the history for you. You all know 
the history, it is there. There was a move from Health to 
Community and Social Services because there was a feel- 
ing that we wanted to remove the health focus, we wanted 
to emphasize the opportunity, or they wanted to emphasize 
the opportunity, for the developmentally handicapped to 
have a full place within the community. 

The five-year plan between 1982 and 1987 saw 
residential programs lessen. People placed in residential 
situations lessened in that 1,755 moved out of their 
residential facilities and into the community. More moved 
into day programs, and that taught the government that in 
fact it could provide community opportunities for the 
developmentally handicapped to live in the community 
and to work in the community. 

It also taught them that it would take time, because 
there was a great deal to do. They had to accustom the 
community to the whole notion of once again assuming 
responsibility for all its citizens, the developmentally 
handicapped among them. They had to ensure that labour 
was willing to see it as possible for the developmentally 
handicapped to work there. They had to be certain that 
there was an opportunity for these people to take their 
rightful place and that there were services in place to ac- 
commodate their living within the community. The at- 
titudinal changes, the changes that had to be made in the 
services in the community, the changes that had to be 
made in the attitudes of those potential employers, all of 
that would take time. 

Now we are four years into the multi-year plan that 
was outlined in Challenges and Opportunities, and it was 
my decision that it is time for a review of the process, a 
review that would focus on what is best for the client. 

There are questions that must be asked about the 
process such as: Is the process one that will ensure a good, 
understandable, clear communication about who carries 
the responsibilities for the developmentally handicapped 
when they are moved from a government facility, facility 
1, schedule 1, into the community? 

Is the process one in which criteria and standards of 
expectations are shared with the new community facility 
so that there is no misunderstanding about what those ex- 
pectations are? In fact, have those expectations been 
designed? Have those criteria been written? Are they com- 
monly shared with the community facilities and are they 
used as a basis for monitoring the care of the developmen- 
tally handicapped? 

Is the process one that can be monitored internally by 
those service providers and externally by the ministry, 
which is ultimately responsible for the developmentally 
handicapped? Is the process one that shares the respon- 
sibility almost to the point of being advocates on behalf of 
clients and in the clients’ best interest? Is it one that in- 
cludes alternatives? Does it include redress when the client 
cannot remain in the original circumstance? 
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These are important issues. Not all clients who are 
brought out into the community facility have the kind of 
experience which allows them to remain there. There are 
situations where this must be ended. 

Is the process one that provides adequately for all 
clients, even where services are sparse? Is the process one 
that promotes the client to develop to the best of his or her 
abilities, or is the existence of a workshop facility, which is 
an improvement over some situations where they have 
nothing, but does the need for a critical mass for such a 
workshop facility operate in a way that it prevents clients 
from developing to the best of their individual abilities? 
Does the program allow the client to develop to his full 
capacity and to his full work level beyond the sheltered 
workshop? 

Ultimately and most emphatically, certainly by far the 
most important question becomes, is the client at risk? If 
he or she is at risk, when does that occur? What situations 
cause that client to be at risk? When is it most frequent or 
most common? Or if not at risk, when is the client in a 
situation where the best is not being done for him or her 
because of frequent changes in stats? What contributes to 
those frequent changes? 

1520 

When we looked at that, we realized there were other 
issues we had to consider. In order to consider them, there 
were groups that had a great deal more experience than we 
did with this particular question. Also, there were groups 
who were directly involved, and those groups are the 
clients. People First is one group that has among its mem- 
bers a representative of the client group. Those groups 
were associations such as the Ontario Association for 
Community Living; the union group that represented the 
front-line workers who had something specific to say; 
parents of those who had moved into community facilities, 
parents who were fearful of their family member moving 
into a community facility, or who had had the experience 
and had left the community facility. 

So there were many groups we had to discuss it with 
and there were many things that we had to talk about. Not 
least among those things was a continuum of service, a 
continuum which allowed not only the change from a 
schedule I facility to a community facility but also allowed 
for a stable working group that worked with the client so 
that the client was not put at risk. 

When that was done and when we had finished the 
review, though we took off the temporary hold we did 
decide that the review would continue. We have taken 
some steps in order to carry on this review. We are spon- 
soring a forum of consumers, families, advocates, workers 
and leading experts in the field of services to people with 
developmental handicaps to provide leadership in the areas 
of program development and delivery. Some of those 
people we have already been in contact with and others we 
will be continuing to contact. A project co-ordinator has 
been named in order to do this. 

We identify existing community services options and 
recommend ways to improve their responsiveness to in- 
dividual needs. This includes many different processes. 
There is a peer review process that is being developed in 


schedule II facilities. A committee of agency and ministry 
staff is reviewing existing processes focusing on quality of 
care. We are identifying gaps, we are identifying weak- 
nesses, we are developing short- and long-term plans of 
action. 

We are also making sure that our communication to 
families, to community agencies and other interested par- 
ties, that the principles and the guidelines used in the 
placements of all individuals and facilities is the same. 
Things were happening differently from different facilities 
and around different clients, which made for some con- 
fusion, some lack of consistency and some gaps, and the 
possibility of differences in systems which would put 
clients at risk. We have asked for standards and criteria 
that are definite and that are shared and communicated. 

We are working to reduce the significant gap in wages 
paid to workers in ministry facilities compared to the 
wages paid to workers in community agencies. This is 
important, because the difference creates a kind of dis- 
crepancy which allows for many, many changes in staff. 
Several of the community facility operators have said to 
us, “The more the staff is changed, the more likely things 
are to happen.” We are certainly considering this as being 
an important focus, that we find ways of maintaining a 
regular staff with the facility. 

In addition to that, we supported the announcement 
made by the Minister of Citizenship around advocacy, but 
we also want to ensure that within the facilities there is a 
feeling of responsibility, a monitoring system which makes 
it unnecessary for every situation to wait until an advocate 
has assumed responsibility for it, before that situation 1s 
improved. 

I could emphasize for you further the government’s 
commitment to the fact that we are committed to the multi- 
year plan, and we do believe that the developmentally 
handicapped should be in the community. I feel that is 
unnecessary. What I have to emphasize to you is that I feel 
it is my responsibility that the process by which these 
people are moved into the community, the procedures used 
while they are in the community facilities, the account- 
ability not only of the community facilities but also of the 
ministry must ensure that the developmentally hand- 
icapped are not at risk. 

I would be willing at this time to answer any questions. 


Mrs McLeod: Your opening comments, as well as the 
ongoing concern about the issues, give rise to a number of 
questions. Because I know we are limited in time, I will 
focus mine on one question and one supplementary and 
trust that the other issues will be raised in other order. 

As you speak about the necessity of having careful 
plans and taking time to ensure that the movement of 
developmentally handicapped people in the communities 
is carried out well without placing clients at risk, we have 
to acknowledge the fact that there was a plan in place and 
it was a plan intended to take the time needed to ensure 
that the processes were carried out very carefully. In fact, 
people who were members of your party at the time the 
plans were introduced were concerned about taking too 
much time, that the government of the day was having too 
careful a process and that we were not moving fast enough 
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‘to move people out of institutional settings and into the 
community. 

The questions you are raising today I would believe are 
all issues that were acknowledged when that process was 
being developed. It was one of the reasons why it was as 
careful as it was. Yet you seem to have implied by raising 

those questions again in your review that there were not 
| clear expectations, that there were not criteria in place; if 
‘there were, that those were not clearly understood by the 
“community agencies that were obviously absolutely im- 
portant in the delivery of the standards of program. In fact, 
_you have suggested that maybe standards did not exist. I 
have some difficulty with that implication or even a sug- 
gestion that the ministry would have proceeded with a 
posram if it felt clients could be at risk in any way. I 
would like that to lead into, then, a question and a sup- 
plementary. 

First, were you in fact hearing from the community 
agencies that there were not clear expectations, that they 
did not understand the criteria that were being used, that 
they were concerned about clients being at risk as this 
multi-year plan was proceeded with? 


Hon Mrs Akande: First, I have to say that the 
_Tetrospective scope is very exact. Though I am sure there 
were plans put in place at some point down the line, I was 
| evaluating their use at the time of my putting this on hold. 
| Was I hearing this from the community agencies? Only 
_ after the questions were asked. I was hearing it from fami- 
| ly members, from people who were unclear or unaware of 
there being specific standards in place, who did not know 
what those criteria were or knew of oral exchanges which 
'had referred to standards and criteria but had not seen 
‘them. I, too, asked for those standards and criteria as a 


uniform thing and was not able to receive them. 
1530 


Mrs McLeod: I appreciate that, although it is still dif- 
ficult for us to know specifically who was raising the con- 
cerns and what their concerns addressed. Again, I take as 
an assumption that in carrying out a plan as comprehensive 
as this, the ministry would be maintaining close contact 
with people who were involved in delivering the plans and 
/also the clients themselves, and were monitoring the 
program. 

To be more specific, can I ask you whether, in raising 
the basic issue of your sense that there might have been 
Clients at risk, there were specific situations you became 
aware of where, in the course of carrying out the plans for 
deinstitutionalization, clients were placed at risk? 












Hon Mrs Akande: I was made aware of situations 
from families of clients—I have had two situations in par- 
ticular—who had been in community facilities and were 
‘no longer, and by clients whose families were fearful of 
them being moved to community facilities because of their 
inability, their not being given any particular process and 
sense. 


_ Mrs McLeod: If I can just be clear then, it was not 
concerns about those who have already been moved out of 
institutions. 








Hon Mrs Akande: I did say that some had been 
moved to the community facilities and had subsequently 
been moved out of those facilities. 


The Vice-Chair: I need to remind members that I will 
be dividing the time equally among the three parties ini- 
tially, and then follow a waiting list. Those whose names 
are coming up are Mr Owens and Mr Martin. I turn my 
attention to Mr Jackson and then Mr Owens. 


Mr Jackson: I would like to thank the minister for 
coming today. My questions have to do with the fact that 
there have been what appear to be several policy changes 
with the multi-year plan in the last five months with the 
change in government. One area that is of concern to me is 
that the waiting list for community-based residential care 
is, as we know, at a crisis level. When the multi-year plan 
was originally envisioned, it was the plan—it stated right 
in it—that there would be matching institutional placement 
from those leaving institutions, as well as placement from 
within the community where there was no prior in- 
stitutionalization. This was the practice and the procedure 
and was going along extremely well. Yet we are noticing 
that now the government is approaching community agen- 
cies simply to plan for the transfer of institutional people 
with no matching community funding. This was the case at 
least for two or three of the local associations in my own 
region. 

My question first has to do with whether there has been 
a formal change in your government’s policy of matching 
institutional and community transfers, as the practice indi- 
cates. Will this policy be changed formally, or what advice 
can you give the committee in terms of the observation of 
that event and what it means to government policy as it 
relates to these lists? 


Hon Mrs Akande: I must say first that the waiting 
lists relative to those who are transferred directly from the 
community is something we inherited. Those waiting lists 
were waiting for me, so to speak, as I arrived in office, so 
this is not a new situation. 

The other thing is that we are attempting in every way 
possible to move those from the community as well as 
those within the facility, but the funding was so structured 
previously to address in a priority way those who were 
moving from the facility into the community facility, 
moving from schedule I or schedule II into the community 
facility. 

Mr Jackson: Can your ministry staff provide us with 
specific statistics? If I understand you correctly, you have 
not said whether you are seeing an overemphasis, if not an 
exclusive emphasis, on institutional transfer versus com- 
munity based. Are you aware of that or can you share with 
us the transfer numbers, whether it is by month, for the 
track of the last year, so we can see if a trend actually 
exists? We are hearing this. We will ask questions about it. 
I am merely trying to establish whether the minister is 
aware of it and/or whether it is a policy issue. 


Hon Mrs Akande: It is not a policy we have devised 
or designed. I do have staff here who can give you num- 
bers, and that would give you a basis for making that 
comparison. Also, it is a fact that when I arrived at the 
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ministry there was a waiting list and I have to move that 
along as quickly as possible. The difference between from 
the community and from the facilities is something that the 
staff will be glad to provide. 


Mr Jackson: If they could share that. 

I want to quickly ask you about the enhanced sup- 
ported independent living program which has not really 
gotten off the ground. It was envisaged and developed four 
years ago. I wonder if you could share with this committee 
when your plans are to implement that, if you have any 
immediate plans to implement it or if it is one of the things 
that is being held up in review as part of the review. 

The other one—and I will just share it so I do not have 
to be cut off by the Chairman—is to do with the sheltered 
workshops and the wage policy that was under review. It 
was dropped at the 11th hour, I understand. I know People 
First will talk to us about that indirectly, but I thought 
while the minister was here, if you could share with this 
committee whether you have made any decisions or any 
information about your government’s position with respect 
to the wage and legislation developments that were being 
actively discussed prior to the change of government. 
Those are my two questions and a policy one. 


Hon Mrs Akande: Let me start with the first one, the 
independent living. We are, as you know, very involved at 
this point with other initiatives which include this par- 
ticular population. As you look at long-term care and cer- 
tain aspects of the way that might be provided, you can see 
opportunities for the inclusion of this population relative to 
long-term care. So that is coming down very quickly. What 
we are trying to do is make as all-inclusive a plan as 
possible. That is number one. 

The second one concerning sheltered workshops and 
wage legislation: it is something we are looking at and it 
will be addressed. I suppose you know the issues around 
that, that some of those included in sheltered workshops 
are there more for their therapy than their production, 
whereas those others who are there for their production 
certainly should come under some kind of wage policy. 
Then there is a third group and that is a group that maybe 
should not be at sheltered workshops at all, who can be 
trained with on-the-job counsellors to assume a place in 
the regular labour market. 


Mr Owens: I would like first to thank you for your 
report. My question is with respect to advocates and ad- 
vocacy. The late Father Sean O’Sullivan released his 
report, You’ve Got a Friend, a review of advocacy in On- 
tario, and I am wondering if you could tell the committee 
where the ministry is in the implementation of the O’- 
Sullivan recommendations. 
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Hon Mrs Akande: Actually, as you know, this 
government has taken a whole new stand on advocacy. 
The Minister of Citizenship made an announcement in 
terms of advocacy and we are looking to Mr Lightman’s 
report to implement certain aspects of those recommenda- 
tions because they will be influenced by it. 

Our feeling in this ministry is two things. One is that 
there has to be an internal—and I have been cautioned 


about using advocacy—monitoring system that in fact 
should address and should be the responsibility of all those 
who are working with people at risk to respond to their 
needs, to report anything untoward, to advocate on their 
behalf. Then the outside group, the advocacy that is going 
to address or be responded to or reporting to the Minister 
of Citizenship, should in fact take an overview and a dis- 
tant view and deal with those situations of the report that 
are beyond that level or that have escaped the view of that, 
or have at least put people at risk. 


The Vice-Chair: I am afraid, members of the commit- 
tee, we have run out of time and I would like to take this 
opportunity to thank the minister for making her ap- 
pearance before the committee. You are always welcome. 

Members of the committee, as I pointed out earlier, we 
will try to be as fair as possible in the distribution of time 
and I will keep to the rotation as we had in the previous set 
of hearings, one question from each of the caucuses and 
then we will follow an order of precedence thereafter. 


PETER, CLUTTERBUCK 


The Vice-Chair: We will now be hearing from Peter 
Clutterbuck, independent human resources consultant. I 
would ask that he take a seat please. As I will attempt to 
remind each of the witnesses, you have half an hour for 
your presentation, which you will divide as you see fit. If 
you would like to allow for questions for part of that time, 
that is entirely up to you. Welcome to the committee. 


Mr Clutterbuck: I think you have this statement that 
I prepared. Actually, I would like to walk through only the 
first four pages and refer as I do so to the attachments that 
are in it and elaborate extemporaneously as I proceed 
through the short four-page statement. 

I am pleased to have this opportunity before the legis- 
lative standing committee on social development to 
present some thoughts and views related to the ministry’s 
service mandate for individuals with developmental hand- 
icaps, as defined in Challenges and Opportunities. 

I guess I was asked as an independent policy consult- 
ant and I do not know how my name surfaced and your 
clerk maintained the confidence around how that occurred. 
That is fine with me, but since I was asked as an inde- 
pendent person and since I am involved in some things in 
the community that have to do with supports to people 
with developmental handicaps and physical handicaps, I 
did consult with the people with whom I am involved in 
these initiatives and bring forward really a perspective 
which they represent, along with me I think, or try to 
promote in the community, that I think will be a little bit 
different from perhaps what much of the weight of the 
discussion which you have here in other presentations 
might bring forward. 

Returning to my text, I prefer to offer a very particular 
perspective which I, and others with whom I am as- 
sociated, feel strongly needs to be heard more often in 
public policy forums. This perspective is rooted in the ex- 
perience of everyday community life and the fervently 
held belief that all meaningful community living must 
depend on personal commitment to each other and freely 
given relationships within communities. 
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This perspective distinguishes itself certainly from 
institutional life as commonly known by developmentally 
handicapped people and their families, but also from com- 
munity-based service systems as a promise which strictly 
on its own will also fall short of real community living. 

_ I refer you, perhaps for later reference, to the article | 
have attached by John McKnight, called Regenerating 
Community, which was actually, although published in the 
American Social Policy Journal, delivered as a paper at a 
1985 national conference on mental health in Ottawa, and 
Teally, to try to be a bit more explicit, I also attached a 
Statement by Judith Snow, a one-page statement on the 
‘community experience. 

Judith Snow is a person who is quadriplegic but has 
worked extensively in the field, as well as living a life 
which has taught her a lot about rejection and acceptance 
in community and the importance of personal relation- 
ships. She works with developmentally handicapped 
people in training and integrated education in particular. A 
version of this statement was published in a recent issue of 
Perception, the Canadian Council on Social Development 
‘magazine. 

_ Just to be a bit more explicit at the outset of this dis- 
‘tinction that I am trying to establish between a community 
perspective and community-based service systems, we 
‘really, when we refer to this community perspective, are 
talking about life experience of a developmentally hand- 
icapped person, which is integrated not by means strictly 
of services and formal arrangements in which paid 
workers are involved in people’s lives, but which is 
‘centred around a real experience of family where possible, 
‘or community relationships that are sincere, freely given, 
‘that might be part of any type of neighbourhood associa- 
tion, church or identifiable community group and which 
teally try to avoid what is often as unfortunate an ex- 
‘perience, or can be, in terms of the range of relationships 
‘which a person has, as institutional life might be. 

I think we all recognize how segregating and isolating 
‘Institutional life might be and we are trying, as much as 
possible, to bring people home to our communities, but 
‘there is of course, and I know this from my own profes- 
sional experience in the field—there is a biographical note 
‘attached which gives you some idea of my previous 
involvement professionally in this field as well as my cur- 
rent—but also from my own involvement as a personal 
advocate with people who have developmental handicaps 
and sometimes physical handicaps, that people can live 
within a community and still be segregated. 

They can be part of a group home in which they do not 
really choose whom they might live with, and they might, 
‘through the course of a day, only see and relate to other 
/ people with labels similar to themselves, which they might 
‘be very happy to be in community with but which they 
‘have not really chosen to live with. They might, during the 
‘course of that day and that week, perhaps primarily relate 
to, besides the other people with whom they live or work 
in the sheltered workshop, only other paid staff. They 
‘might go from group home to sheltered workshop to or- 
ganized programs in the community which, again, are 
primarily segregating, although I know that the associa- 





tions for community living and other service providers are 
as much as possible trying to break this pattern and 
achieve more integrated experiences for people. 

But this, too, can be as isolating and segregating for 
people with developmental handicaps as institutional life. 
This is the unfortunate circumstance which happens when 
a person’s community experience is really defined more by 
community services than it is by real community relation- 
ships with other people who are not paid to be with them. 
As you will see in the rest of my presentation, I do ac- 
knowledge a very important critical role for the com- 
munity service system, but it should not be central in a 
person’s life. We are essentially talking about the dif- 
ference between not so much segregation and integration, 
but rejection and acceptance, acceptance being that the 
community openly and welcomingly makes itself inclusive 
and available to everyone. 

We turn to the second paragraph. At the same time as I 
put forward this particular community perspective, we 
who hold it recognize that the realization of its ultimate 
vision will mean arriving at some reasonable accommoda- 
tion with the world of community service. The preferred 
accommodation in that respect and one for which many of 
us are working is transformation of the community human 
service industry, so that the human, financial and other 
organizational resources invested in it will become 
directed towards supporting a vision of a caring com- 
munity which minimizes service dependency and maxi- 
mizes building personal relationships and community 
connections. 

A systemic transformation of the order suggested 
above, even such a transformation within existing tradi- 
tional community service organizations, will be challenged 
as idealistic and as vainly in search of some unachievable, 
even mythical, vision of community life, yet the multi-year 
plan and the five-year plan before it, whether economically 
motivated or not, have demanded their own kinds of sys- 
temic and organizational transformations and reallocation 
of resources from an institutional to a community base. 
Deinstitutionalization, even at the modest scale proposed 
in those plans, would have been discounted in Ontario as 
pipedreams just 20 or 25 years ago. Therefore, as long as 
we are talking about significant change at some level when 
addressing the multi-year plan, let us consider some pos- 
sibilities which reach further than might originally have 
been imagined and which even today can be seen emerging 
from some of our communities. 

At this point, it is appropriate to comment directly on 
the multi-year plan and its articulation of the ministry’s 
service mandate. From my point of view and the people | 
have talked to, the weakest part of the mandate in the 
strategic objectives stated in Challenges and Opportunitics 
is the clarity of the commitment to deinstitutionalization. 
We recognize that Challenges and Opportunities was put 
out by the previous government and perhaps is being 
reviewed and modified by the current government. Within 
that document, a phase-down of large institutions is not as 
clear a statement to end institutional living, although else- 
where in the paper the planned phase-out of institutional 
care for developmentally handicapped people is indicated, 
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although as an unspecified long-term objective. One might 
also question, given the paper was put out in 1987, the 
adequacy of a seven-year target of a total of 2,000 people 
in institutions and nursing homes for return to community 
when at that time, in 1988 at least, over 8,000 people were 
residing in schedule 1 and 2 facilities and nursing homes. 
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The announcement of a temporary hold on 
deinstitutionalization in the fall of 1990 raised some ques- 
tion in some quarters about the new government’s commit- 
ment even to the minimal objectives of the multi-year 
plan. The minister is to be commended for the quick 
review that was conducted leading to the removal of the 
hold in late December, and the renewal of her ministry’s 
commitment to improved community living opportunities 
and to the return to community of people in provincially 
operated facilities. 

The minister also indicated in her statement of 20 
December several initiatives, and she repeated them here 
today, that will place the government in position to estab- 
lish its own mark on deinstitutionalization and community 
living for developmentally handicapped people, and we 
await those anxiously. There are, however, two clear com- 
mitments which would be good to state explicitly, as I 
think were put forward to previous governments in 1982 
and 1987 by the Ontario Association for Community 
Living. The first is an immediate zero-admissions policy to 
provincially operated or funded schedule 1 and 2 facilities 
and nursing homes, and second, a clear commitment to 
complete phase-out of institutional living by the end of this 
decade. 

Probably others will recommend and bring forward 
similar types of comments and recommendations and 
might be willing to spend or interested in spending a lot 
more time on that. My primary interest is moving forward 
the legislative committee to this community perspective 
and what it would mean in terms of an innovative model 
or approach to service for people or support and com- 
munity for people with a developmental handicap. 

All who share the community perspective which I offer 
would agree that the multi-year plan does identify three 
critical areas of support for community living: family, 
community and work. To my mind, the proposed strategic 
objective of community support for 8,000 to 9,000 
developmentally handicapped people by 1994 is also ad- 
mirable as a public policy commitment. But my concern 
and the concern of others is that the mandate for these 
areas is presented so strongly in service development 
rather than community development terms. The distinc- 
tion is real, not semantic. 

The examples of specific initiatives appended to 
this statement are concrete expressions of community 
living alternatives that are grounded in nurturing and 
sustaining committed, stable, reliable and freely given 
personal relationships in the lives of people with dis- 
abilities. These examples do not deny a role for or- 
ganized formal community service support to 
individuals who have complex needs. The function of 
paid service in this context is to support a very in- 
dividualized expression of community experience for 


people with disabilities. But community through family, 
friends and natural community connections should be the 
life-defining experience for people with developmental 
handicaps, not service. Service should support and supple- 
ment, not supplant, the community life experience. 

Just quickly to refer to those examples that are ap- 
pended to the statement, I am talking first of all to the 
housing co-operative, which includes a component for 
support called NABORS, or neighbours, allied for better 
opportunities in residential supports. I am a volunteer 
board member of the NABORS component of CHORD 
and participate in CHORD co-operative housing meetings. 
We have in our membership eight families who have 
physically, developmentally or multiply handicapped in- 
dividuals and four other individuals who are physically 
disabled as part of our membership, and a larger member- 
ship of family, friends, advocates and other interested 
citizens around whom housing is a primary concern, who 
have joined together to create a co-operative housing effort 
that will eventually house about 250 people, of whom 12 
will be people with developmental disabilities or hand- 
icaps, physical disabilities or are multiply handicapped. 

Our intention in coming together—and we have our 
housing financing and we will have our co-operative hous- 
ing built in the city of York in late 1992—is to create the 
type of community together where the disabled people, 
some of whom are now in institutions, will have the op- 
portunity to form relationships within that co-operative 
and within that larger community so that they will be ac- 
tive co-operative members and participants and not just 
people who have a place to live and service that allows 
them to live there. 

NABORS itself, if you read through the appended 
document, will be an agency, a community-run board 
made up of the co-operative membership, that will employ 
staff in terms of a co-ordinator and development worker, 
and will hire attending care workers and other guides and 
supports to developmentally handicapped people. So it 
will very much respond to the particular special needs of 
the individuals who live with us in our co-operative. 

One of the first stated missions and purposes of 
NABORS is to help the people who have not friends, 
who have not community connections, to establish 
relationships with other members of the co-operative. In 
fact, when we invite people to join us as a co-operative, 
we intend to make it very clear that we are opening up 
ourselves to a community that is quite willing to par- 
ticipate and interested in participating with people 
who are disabled and perhaps have not had the oppor- 
tunity to form the same types of friendships as others 
in the past. There is a similar model attached called 
the Winnipeg Prairie Housing Co-operative, upon 
which we at CHORD and NABORS partly modeled 
ourselves. 

You will also find appended to the statement an ar- 
ticle called An Invitation to Supper, which talks about 
two young men who went to have supper in a neigh- 
bourhood in west Toronto, the local parish. As a result 
of those types of initiatives in which a support worker 
helped them get to know other people in the parish—the 
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“wo young men had special needs—and as a result of the 
continuing involvement with that parish, St John’s 
Anglican parish in west Toronto, there has come out of 
shat group something called the St John’s trust, which is 
committed to supporting in community those two in- 
dividuals and individuals from three other families who 
ave special needs and multiple handicaps. 

_ The St John’s parish has set up a trust and has 
developed a proposal, which it has submitted to the Ministry 
of Community and Social Services, that is intended to pro- 
vide the types of particular service supports required so 
Chat the individuals and families who are involved can 
femain active in parish life, stay with their families and 
establish, when they get old enough, their own inde- 
oendent living opportunities in that community. 

_ The St John’s trust and the service proposal that has 
zone forward to the Ministry of Community and Social 
Services is another example of how people are not in- 
‘egrated into community, but paid supports are integrated 
into the normal patterns of the lives of families and in- 
dividuals who wish to live in community, no matter what 
level of disability they might have. 

I might also mention at this time that CHORD and 
NABORS also have a submission in to the Ministry of 
‘Community and Social Services for the funding of our 
service component. 

The multi-year plan does not rule out these types of 
innovations in community living, but its central concept 
and language are drawn from the domain of community 
services and formal human service systems. The plan does 
‘not explicitly recognize nor indicate provision for the com- 
munity development work that must be done with families 
and communities for the kinds of initiatives described in 
the attached material. 

Community living strategies that integrate community 
development with service development for the benefit of 
developmentally handicapped persons would include the 
following four main components. 

First: individualized and flexible funding that recog- 
nizes both the community development work and the ser- 
vice development costs in helping an individual become 
established in community, not just funding; in other words, 
programs and services for people, but the developmental 
work that must happen to help people make connections in 
community life. 

The second major component: brokerage assistance for 

individuals that attends to the building of personal relation- 
ships and informal networks of support as well as securing 
the appropriate paid service supports; in other words, not 
brokerage assistance that just takes assessments, develops 
plans and refers people to services or just arranges formal 
Services for people, but brokerage assistance that is atten- 
tive to helping people establish personal support networks 
within the community in which they will be living or have 
chosen to live. 
The third component: recognition and legitimation of 
external personal advocacy for developmentally hand- 
icapped individuals. The ministry’s participation in the 
recently announced advocacy commission holds some 
promise in this respect. 


| 
| 
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The fourth component: integration of these brokerage 
models into generic community groups; in other words, 
the opportunity to establish a brokerage model, the oppor- 
tunity to be this way in which people bridge themselves 
into community in terms of personal relationships as well 
as formal service supports, should not be strictly the 
preserve of community service agencies that are mandated 
specifically for that purpose, but should more often be 
linked to other types of community initiatives like housing 
co-operatives or like parishes such as St John’s Anglican in 
west Toronto. In other words, we can introduce brokerage 
models into the generic community institutions that we 
have and should not have to depend only on those com- 
munity service agencies that are in place. 
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I am under no illusions that this approach to com- 
munity living will win the enthusiastic support of estab- 
lished interests in the field, whether institutional 
community-based service agencies, professional or or- 
ganized labour. There are real interests in these sectors 
which do require some accommodation in a large-scale 
move to reorient resources in the way proposed. There are 
community service providers who have already struggled 
with this challenge and have tried to adapt accordingly and 
who are trying to help parents and consumer groups within 
their own organizations develop their own models, control 
them and have an affiliation with the community service 
that allows the community effort to still be owned by the 
people who will be most directly involved. Some com- 
munity service providers are engaged in that type of ac- 
tivity and support it. 

In the ministry’s own regional and area offices there 
are funding officers and program supervisors who are ex- 
cited about some of the innovations emerging from parent, 
advocacy and community groups and who are trying to 
stretch the mandate and provisions of funding programs 
available to them in order to give these initiatives a chance. 
So there are people within the system who recognize the 
potential here and who recognize it has its place in the 
overall system. Although hardly a wave of change at this 
time, these signs of openness and movement within the 
system are hopeful. 

Those of us who hold this vision of community living 
do not expect large-scale transformation of the human ser- 
vice world in the near term, but we do believe our ap- 
proach merits some place in the community living 
Strategies promoted through the Ministry of Community 
and Social Services and that is why we hope and look 
forward to funding of the types of initiatives which I put 
forward earlier to you. The minister’s call for a new begin- 
ning and a fresh start in her announcement on 20 Decem- 
ber opens up the space needed for innovative initiatives. | 
encourage this standing committee to urge the minister to 
establish a funding stream for community living innova- 
tions. When I say “I,” I have talked about this with other 
people involved in personal support network-building and 
they share this interest. Establish a funding stream for 
community living innovations based on the four com- 
ponents identified above as part of the ministry’s renewed 
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commitment to deinstitutionalization and community 
living for developmentally handicapped people in Ontario, 
I would be happy to try to answer any questions you 
might have on this which I have brought to you. 
The Vice-Chair: Thank you. We have approximately 
10 minutes for questions. I have Mr Beer and then Mr 
Jackson. 


Mr Beer: Thank you for your submission. I think the 
distinction that you make around the question of com- 
munity development and preparing communities to really 
accept and to welcome those who are developmentally 
handicapped into the community, those four points you 
have set out are interesting ones to look at in terms of how 
a program might develop to support that. 

One of the issues that seems to come up when we talk 
about this particular area, particularly among some parents 
whose children, or now younger adults, are in institutions, 
is precisely what, when they move to the community, is 
going to be there. As parents grow older and much older, 
just the concern about, “Where is my 45-year-old or even 
50-year-old son or daughter going?” 


Mr Malkowski: On a point of order, Mr Chairman: 
Would you mind beginning over again, please? I missed 
all of that. 

The Vice-Chair: Would you like to repeat that, Mr 
Beer? 

Mr Beer: I will try. First of all, I wanted to thank you 
for your presentation and IJ think the four points that you 
raise around the issue of how we work with communities 
so that they become welcoming and accepting of those 
with differences is very important. The services are impor- 
tant too, but that kind of development is very important 
and you have given us some examples that will be interest- 
ing to look at. 

My specific point was around, in talking with parents 
of developmentally handicapped individuals, many of 
whom now are perhaps living in our communities or are 
going to be living in our communities, and the “children” 
are in their 40s, perhaps even their 50s, and the real con- 
cern of parents about what kind of community they are 
going to live in, and from that, a searching for different 
kinds of models. I would be interested from your ex- 
perience and the comments you have made about 
NABORS and the West Toronto group, how you see 
organizations like Jean Vanier’s L’Arche and the Camphill 
program that has come from Scotland, in terms of dif- 
ferent sorts of models that perhaps we need to look at 
that are going to encompass maybe a greater variety of 
needs and a greater number of approaches than simply 
between, “You are in an institution that has 1,000 or 
1,200 individuals,” and “Now you are on your own, 
living in an apartment.” It seems to me there is a 
tremendous amount of tension and even fear at times in 
seeing how we make that transition to community life. 

Mr Clutterbuck: I think those models you men- 
tioned are in some ways pioneering the whole spirit of 
community that I was referring to, although the more 
typical choices for people in our society tend to be in 
less large types of settings, even if communities in terms 


of congregative living. When people do choose to live in 
those arrangements, typically more often they choose 
things like apartment buildings or co-operatives or the 
kinds of things that I mentioned. 

In fact one of our people, who I know from west 
Toronto, who is referred to in the article, is currently in 
Camphill. In terms of when the whole arrangement gets set 
up, he will eventually move back into his neighbourhood, 
his home community. I think the challenge for community 
service workers and for organizations is clearly to make 
more available to people those types of choices that are 
built around something like the spiritual dimension of the 
L’Arche movement, for example. But other people should 
have the choice for more normal neighbourhood and com- 
munity life as well, and that is not too often made available 
to people. 

I think community service workers, when they start to 
work with individuals, need to look at opportunities in 
which people themselves, family members for example. 
can come together and start to formulate their own ideas 
and visions about what they want. In each of the two cases 
I mentioned it started with a group of families who had 
opportunities and were supported by paid people whe 
might be characterized as community development 
workers, to do a little bit of visioning about what they 
would like for their children, and where their children 
could participate, they participated as well. 

So the sensitivity to not strictly thinking about case 
management or procedures which deal strictly with people 
on an individual level, and the objective is to find a place- 
ment in the community, but more the community develop: 
ment orientation about looking at opportunities for people 
to come together and the skilled worker who we should be 
providing to the system, and who we are providing, ir 
many ways, can help those people realize their potential o! 
coming together to organize something for themselves 
and, wherever possible, to get the support of existing agen: 
cies like the associations for community living and othe! 
community service providers who really do have the 
workers to do this type of thing, actually. This is happen: 
ing in some agencies actually in Toronto. 


Mr Jackson: Peter, can you tell me if you are familia 
with the former government initiative for one-window ac: 
cess for long-term care and the disabled component 0! 
that? Are you just basically familiar? 


Mr Clutterbuck: I am familiar, more in particular 
with the disabled component of that, but also how it has 
evolved since. 


Mr Jackson: Good. You are familiar then with the 
14 projects and you are familiar with the 14 officers 
who have been put in place and that they are building 
linkages in the community to establish frameworks anc 
so on. My initial examination of that, and I have beer 
keeping abreast of it, is that it appears the disabled com: 
munity is at the end of that analysis and integration. | 
have not heard yet from the government at any poin 
about putting in context community living and the one: 
window access, because these are substantive issue: 
here—funding, program enchancement and so on—fo! 
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ose members of the disabled community who are, shall 
ve say for want of another word, older. 

_ Iam not seeing it anywhere. You are the second person 
) present, so that does not mean that it is not going to 
urface, but I am going to be looking for it. I wondered if 
‘ou had some specific comments. I understand what you 
te driving at. I see the one-window access as it relates to 
iis community as being rather helpful if it follows the 
iodel. You do address some of those points. Can you 
xpand on that very briefly, because it is going to have a 
lajor impact on the disabled community in terms of 
aving the one-window co-operative model for funding 
urposes in terms of the criteria that you set out. 


_ Mr Clutterbuck: You mean what kind of implica- 
ons that approach might have for neighbourhood-based 
tganizations like NABORS to be able to try? 


_ Mr Jackson: Precisely, and I am concerned that we 
re not hearing from the other ministries. We could isolate 
de multi-year plan from that other policy trend which we 
te seeing unveil itself in this province. I am looking for it 
? integrate itself and I am not seeing it. I see us moving in 
Wo directions. 









Mr Clutterbuck: To keep my comments strictly re- 
ated to the opportunities for developmentally disabled 
‘eople, as I understand it, the previous government had 
dicated its interest in piloting some different approaches 
round physically disabled people. If you look at the types 
felements they have built in and look at one-stop access, 
‘ou will recognize some of the components among the 
our that I identified. I think probably, at least in one-stop 
cess, it was not as clear, the importance of personal sup- 
‘ort networks and personal advocacy. I think that what we 
ally are interested in and why we are promoting, again 
‘om this personal-support network base of people that I 
m involved with, community living innovation is to really 
2st out some of these approaches which view the kind of 
aings I just explained to Mr Beer with respect to people 
vith developmental disabilities no matter what their age, 
‘oung, old. In our situation the oldest person at NABORS 
tho requires some support will be in the 50s, I guess. 

So, we see the expectability of the same types of prin- 
iples, and we look for opportunities to demonstrate, and 
Jat is why we ask for community-innovation type of sup- 
ort. 


_ The Vice-Chair: Mr Clutterbuck, our time has ex- 
‘ired. Thank you for making your presentation. 
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ADVISORY COUNCIL ON SPECIAL EDUCATION 
AND LEARNING DISABILITIES 
ASSOCIATION OF ONTARIO 


_ The Vice-Chair: We will now be proceeding to the 
advisory Council on Special Education and Learning Dis- 
bilities Association of Ontario, Eva Nichols, who is the 
hair, Margaret Walker and Margaret Pollard. Come for- 
yard please. Welcome to the committee. I would like to 
Iso remind you that we have half an hour and we are on a 
ery tight schedule. If you would like to leave some time 
t the end of your presentation for questions, it is entirely 





up to you. Please proceed, and if you do not mind intro- 
ducing the other persons who are with you, we would 
appreciate that. 


Ms Nichols: Thank you for giving us the opportunity 
of speaking to this committee. My name is Eva Nichols 
and I chair the Ministry of Education Advisory Council on 
Special Education. I am also executive director of the 
Learning Disabilities Association of Ontario. Margaret 
Pollard is a member of the advisory council and an educa- 
tion officer with the Ontario Association for Community 
Living. Margaret Walker is also a member of our council 
and she is past president of the Association for Bright 
Children. The three of us are representing the advisory 
council. 

Our comments are going to be fairly brief because I 
think it is important that there be dialogue, and you will 
note that what you have in front of you on the pink sheets 
are point-form notes. I had not planned on submitting any- 
thing in writing, but this morning was asked to, so that is 
why it is not a full-fledged brief. It took me about half an 
hour at the computer this morning. 

We are particularly glad that we have this opportunity 
of speaking with you, because the Advisory Council on 
Special Education, of course, has a primary mandate to 
deal with education. We primarily advise the Minister of 
Education and the ministry on matters that pertain to special 
education issues for exceptional students in Ontario. 
Nevertheless, we do have obviously an interest in what 
happens to these students before they come to school, in 
other service areas when they are at school and what hap- 
pens to them afterwards. We occasionally get the oppor- 
tunity of commenting to other ministries and to other 
services about some of these issues. We are 17 individuals 
who represent quite a variety of groups and we believe that 
we probably cover all the significant stakeholders in special 
education. 

Over the last few years we have particularly reviewed 
and focused upon the status of individuals who are iden- 
tified as developmentally disabled and the services that are 
available to this population in Ontario. We have not 
reviewed the Ministry of Community and Social Services 
multi-year plan, so clearly my comments are not going to 
focus on that, but Ms Pollard is certainly able to answer 
any questions that you may have specifically relating to 
that plan. 

As a council we promote enablement, empowerment, 
access to a full range of appropriate services, based on 
the needs of the individual, and support to assist in- 
dividuals to develop their full potential, whatever that 
potential may be. While these may sound very high- 
falutin words, we really do commit ourselves fully to 
that and we believe that it is possible to deliver such 
things. We support the delivery of these services in the 
most enabling environment, and we firmly differentiate 
between most enabling and least restrictive environ- 
ments because we believe that the welfare of children 
demands enablement. 

This enabling environment, of course, has to begin 
with the family, and therefore we fully support the trend 
towards the retention of children who are identified as 
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developmentally disabled within their family. It is, how- 
ever, very important that the requisite support system for 
that family, including such programs as respite care, the 
special services in the home, assistive devices and 
numerous other services be made available. 

One of the concerns that we have had in the past is that 
there has not been adequate interministerial co-operation 
and collaboration in the development and delivery of such 
services. If probably there is one thing that the subsequent 
ministers of Education were fed up hearing from us, it 
was, “Would you please, ministers, get your act together 
and start working together for the benefit of children.” 

Somewhat tongue in cheek, we have also on occasion 
commented on the fact that for exceptional pupils there 
should be a Ministry of the Child so that indeed families 
did not have to worry about whether they are dealing with 
the Ministry of Health or Community and Social Services 
or Education or Skills Development or Labour, but just a 
ministry, a government service that focuses on the needs of 
the individual. 

We very firmly believe, as a council, that people with 
developmental disabilities have the right to have available 
to them services that are within and not outside the regular 
educational, social service, health and other support sys- 
tems. I should elaborate that we do not mean, therefore, 
that the only service-delivery model that should exist is 
one that is fully mainstreamed—and I know mainstream- 
ing is an educational concept, but I think you all know 
what I mean. We believe very strongly that they should be 
integrated to the full extent that meets their specific needs 
at a given time, and both within any integrated setting and 
also in any special service area there needs to be ap- 
propriate support, which includes trained professionals, ac- 
commodation of special needs and full evaluation and 
monitoring of those services for the best interests of the 
individual. 

In order to assist the families of these individuals, we 
believe firmly that there must continue to be community- 
based special services, as the individuals and families need 
them. In order to guarantee the continued existence of such 
services, there must be a greater emphasis on both cor- 
porate and local planning, with the local interpretation of 
the corporate direction being more even across the 
province. In other words, services should not vary sig- 
nificantly from one jurisdiction to another and should not 
reflect either individual municipalities’ philosophies or 
commitment to individuals with special needs. 

Moving now to the educational system, and we recog- 
nize that is not your primary mandate but it is a great 
concern to us that the legislation still exists retaining the 
term “trainable retarded.” I think there is completely 
universal agreement that it should be eliminated. The fact 
is that those of you who were a part of the select commit- 
tee on education will have heard us as a council and many 
others say that it is now five years since that legislation has 
been pending and it still has not been introduced. We really 
wish that somebody would do something, and if you can 
be the group that facilitates that, we would be very happy 
about that. 


We believe that pupils with developmental disabilities 
should be a regular part of the special education delivery 
system within a school board. They should not be 
separated in any way from their peers and they should be 
served and educated in the manner which meets their 
needs best. 

As a council, we have particular concern about people 
with severe disabilities once they turn 21. We have, in fact, 
taken the unprecedented step of submitting a paper on this 
document to the previous Minister of Community and Social 
Services, and our hope is that at least in this area the two 
ministries will work well together. The goal, of course, is 
to ensure that people with developmental disabilities are 
self-supporting to the greatest extent possible, with sup- 
plemental funding available to promote independent 
living. Current programs focusing on employability and 
job readiness are very patchy in terms of availability and 
access. There should be greater linkages in terms of voca- 
tional counselling, training and employer sensitization. 

We feel very strongly that services that exist should be 
based on severity of need rather than the diagnosis of a 
given disabling condition. We know that your mandate is 
with the population that has developmental disabilities, but 
we want to mention to you that we are concerned that there 
are other people with disabilities, severe disabilities, 
whose functioning whose functioning may be as much af- 
fected as that of people with developmental disabilities, 
who are not able to access current services because of 
some policy requirement at a particular ministry. 
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Our council supports the phasing down of all large 
institutions. We would hope, though, that this process 
would include full community consultation and corporate 
planning for the use of these facilities and for the com- 
munity-based support services for the individuals who are 
being deinstitutionalized. 

We would like to recommend for you to consider that 
future directions must include: implementation of all out- 
standing legislation; improved training of professionals in- 
cluding teachers, but also others who work with people 
with developmental disabilities; improved access to post- 
secondary training and education including to such ser- 
vices aS apprenticeship; greater interministerial 
co-operation and collaboration; programming based on 
severity of special needs, not diagnosis; focus on enable: 
ment, access and equity; and ultimately, recognition that 
individual needs will vary and that programming must be 
predicated on these needs and not on abstract philosophy. 

Mr Chairman, I would like to stop speaking at this 
point and turn this over to you and your members fol 
any questions. 


Mr Malkowski: I would like to thank you for you 
presentation. You are representatives on the Advisor) 
Council for Special Education. Do you have any con: 
sumer representatives on that advisory council? 


Ms Nichols: At present we do not. The Ontario Ad 
visory Council for Disabled Persons has a seat on tha 
council which has for the last year been empty, for ¢ 
variety of reasons which do not relate to the specia 
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education advisory council but rather to the Ontario ad- 
risory council. I also know that the four parent associa- 
‘ions that are represented on the council frequently consult 
with their consumers. Furthermore, we are in the process 
of a sunset review and this week we are having our very 
ast meeting as the current council. It has been recom- 
nended to the current Minister of Education that as a new 
rouncil is reconvened later on this year, there should be 
some consumers, in particular representatives of the deaf 
“ommunity, appointed to council. 


Mr Jackson: I am fascinated by why “tongue in 
theek, the Ministry of the Child.” We talked about this 
defore. 


Ms Nichols: As you know, it is one of those things 

hat when you say it to politicians, they always smile and 
say, “Yes, what a cute idea.” They do not take it very 
seriously. 
_ In a more serious vein, perhaps it is something we 
sould look at. I understand that in Australia, for example, 
here is such a thing and special services, in particular for 
children with special needs, are all handled through that. If 
here is a government prepared to take it on, I think all of 
ur associations would be more than happy to work for 
hat. 


_ Mr Jackson: I just wanted you to know that it is our 
official position and one we embraced subsequent to our 
select education hearings. I very much share that as does 
he political party to which I attach myself. 

__ I wanted to ask if it would be possible for the commit- 
ee to be provided with copies of the report you referenced 
with respect to the post-21 experience for severely chal- 
enged individuals. Once receiving the report, we will ex- 
imine it, but I had a concern that I wish to raise with you. I 
inderstand there is a form of discrimination that exists in 
egislation, beyond the one which you identify in 6. It has 
0 do with the fact that academic programs are available to 
| student to completion of the school year in which their 
"Ist birthday falls, but with the disabled community the 
»rogramming ceases on their 21st birthday. 

I have been just recently introduced to this. I wanted to 
lo a little more homework on it before I raised it, but 
siven that you have this report, maybe you can share with 
he committee this concern I am hearing about. It might 
ilso fall within the potential of recommendations—be- 
‘ause it is a form of discrimination—which this committee 
night gravitate towards. 


Ms Pollard: There was some reference made to the 
iecessibility of programs varying from region to region. I 
hink that goes also for the interpretation of whether 
deople who are 21 and have a developmental handicap are 
illowed to stay and can continue. It seems to be a very 
liscretionary thing, according to the board we are working 
vith. There are many boards that allow the person to com- 
me their year when they are 21. Some even continue on 
vast 21, in all fairness to the boards. Others stick to the line 
if the 21st birthday, but not too many. I think it is more the 
other way around. 

That is why we are very concerned about the education 
or all people with special needs, that the planning does 
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not go: “Oh, he’s going to be 21. Where does he go now?” 
It should start for young people when they enter high 
school and working with the continued program, either 
through continuing ed of the boards, or with the Ministry 
of Colleges and Universities, or with the local community, 
whichever is the most appropriate. 


Mr Jackson: I have no more questions. I have made 
two requests for information, if that could be noted: first, 
the report; second, that we get some clarification from 
either the Minister of Education, more appropriately, or 
Comsoc with respect to what deficiencies there are in the 
legislation which allow for this flexible rule—depending 
upon where a developmentally disabled person lives in this 
province determines the length of a certain form of support 
they receive. It is just a request for information to be ale 
with the committee as soon as possible. 


The Vice-Chair: I think we could make that request 
of Alison, to make further inquiries with respect to that 
type of information. Unless we deal with the request as 
specific to the minister, we would have to have a consen- 
sus on that in order to get a request like that to the minister. 
Sorry. We got clarification on that. You will get it. 

Did you finish with your questioning? 

Mr Jackson: In the interest of time. I have more ques- 
tions, but I yield to some other members of the committee. 
It was a very good brief. 


Mrs McLeod: Could I just add to that request for 
information, following up on Mr Jackson’s questions, if it 
would not be too difficult, just so we know whether the 
Ministry of Education grants continue past certain ages 
and whether that is one of the factors in the continuation of 
programs. 

The deinstitutionalization to date has had an initial and 
primary focus on children. That is where it moved most 
quickly. I think it has been quite marvellous over the years 
to watch the way in which the initial movement of children 
out of schools for those developmentally disabled—which 
I will not name so I can respect the need to change imme- 
diately the use of that old terminology—began with that 
integration into the regular school system and has moved 
to an integration at least part-time of the most severely 
developmentally disabled young people. 

Recognizing the success that the school system has 
had, and I think it has been quite phenomenal, are there 
still some areas of real concern about the supports and 
programs that are in place in the school system? I am 
looking at under 21, because you identify in 8 that there is 
a concern about those over 21. 


Ms Pollard: When we look at something like 
memorandum 81, an agreement between three ministries 
to provide supports and services and resources to 
youngsters with special needs, we continually see dis- 
crepancies throughout the province as to who is providing, 
in particular speech therapy. That is something that seems 
to have a lot of debate, whether that is provided by the 
Ministry of Education or the Ministry of Health through 
home care or what. That is one example where co-ordina- 
tion really should be looked at very carefully. 
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Ms Nichols: Further to that question, there are still 
boards in this province that choose to educate their 
youngsters with developmental disabilities in ways which 
most of us would not consider the most enabling, where 
there still are some special schools or a fair amount of 
separation. While it is obvious from our comments that we 
are not 100% on the integration-or-else bandwagon, we do 
support the government’s philosophy of a full continuum 
of services. Nevertheless, we do feel there are many 
families with children who have developmental disabilities 
who simply do not have the same choices in terms of 
service delivery as other families do, and that really is 
something that in 1991 should not be happening to any 
family. 

Mrs McLeod: Recognizing that there are some dif- 
ferences from area to area around the province, by and 
large you focused on the importance of training and post- 
secondary training opportunities. Are the supports there for 
classroom teachers and school personnel to manage the 
integration successfully? 


Ms Nichols: I would say it is not there as adequately 
as it might be. I think there are many teachers who will 
certainly have the philosophical commitment to do a good 
job, but in many cases their training is not quite there and 
many of them do not have the support system in terms of 
support personnel, whether we look at speech pathologists 
or whether we are looking at psychologists, social 
workers, etc. 

As a result, in some cases, boards will claim that they 
cannot afford the kind of integration they philosophically 
would like to put in place for their students. While one can 
accept and understand that, as a reason it really is not the 
right kind of thing in terms of the direction we want to go 
to as a province. 


Mr Beer: It is nice to see you again. I believe your 
committee is focused at the elementary and secondary 
level, yet particularly at community colleges increasing- 
ly—universities as well, but I am thinking of some of the 
things I have seen going on at community colleges—we 
see a need. In order to help us, do you think it would be 
useful—perhaps it is going to happen—either to expand 
the mandate of your committee to go beyond the elemen- 
tary and secondary, or do you think there is a need for a 
similar kind of body dealing with the post-secondary and, I 
suppose, other non-traditional education programs, dealing 
with those who are of an age where they are beyond the 
secondary program? Who is looking after that interest? 


Ms Nichols: I do not think there is anybody looking at 
it in the sense of a co-ordinated look. This is purely my 
personal opinion because this is not something that we 
have discussed, but I would say that perhaps expanding the 
mandate of our committee or linking it with another com- 
mittee that might look at such services would be the best 
way to go. 

The reason I say that is that—some of you, I know, are 
aware that at the moment we have an interministerial task 
force looking at learning disabilities. One of the experien- 
ces I have had as a member of that task force, as we have 


been consulting the community college special needs 
counsellors and just this afternoon the university special 
needs counsellors and earlier in the week I met with the 
apprenticeship branch, is that they all feel there is ab- 
solutely no connection among themselves, and also no 
connection between themselves and the school system in 
the sense of enabling students with special needs. 

Certainly the community colleges and to somewhat a 
lesser extent the universities are serving students with special 
needs, but if you look at who those students are, no univer- 
sity reports that they are serving students with any kind of 
developmental disability. Among the community colleges, 
I think there are only about five that even mention students 
with developmental disabilities when they talk about their 
special needs; I would say there are probably only two that 
actually have services. 

Clearly, those things need to be expanded, but it cannot 
be done in isolation. One of the issues that keeps coming 
up at all these consultations is those transition periods in 
the lives of anybody but in particular students with special 
needs, which, in the opinion of these service deliverers, is 
particularly badly managed. If we set up a completely 
separate council just to look at post-secondary, I think we 
would be perpetuating that transition phase difficulty. 

The ideal would be, as I say, either to expand the man- 
date of our council or alternatively have one that at times 
meets with our council so that there cannot be this kind of 
thing, this group doing something on this side and that 
group doing something on that side and they never talk to 
one another. More than for any other population, for stu- 
dents with special needs this kind of co-ordinated transi- 
tion is tremendously important. 


Ms Pollard: I would just like to add one bit. The Min- 
istry of Education and the Ministry of Labour two years 
ago did a bridges to employment for students with dis- 
abilities. It talked about preparing the community with < 
SWT team, school-to-work transition team. That is one of 
the kinds of thing we really need to get in action. We neec 
to have the ministries pulled together and the planning te 
be co-ordinated. It is not only to employment but some 0: 
the other opportunities, leisure and recreation programs. 

If you look at nearly all of the books and pamphlet: 
that have come out from the ministry within the last twe 
years, including Transitions, the Ontario Child Healtt 
Study, Children at Risk, Workable by the Ontario coun 
cil for the disabled, and the most recent one Oo! 
children’s safeguards in residential facilities, they ar 
all—all, I repeat—talking about co-ordination and talk 
ing about the one-stop facility for the person or for th 
parents and guardians. I think that has to be somethin 
that is very highly recommended from this committee. 


Ms Haeck: A very quick question to you. I d 
appreciate some of the comments you have put for 
ward. In light of some of my constituency work, som 
of the things you are talking about, particularly wit 
people over the age of 21, really does have some impact 

I am concerned about item 10 on page 2 of you 
presentation. If we had bullet points it would be th 
first bullet point: “implementation of legislation stil 
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dutstanding.” For someone fairly new to government, I am 
ot sure when you say “still outstanding”’—you could be 
valking for the last 25 years. 

Ms Nichols: Only five years. 


Ms Haeck: Okay. Have you any particular bills upper- 
ost in your mind? You are probably happy I asked that. 


Ms Nichols: What we are talking about here, as you 
will no doubt recall, is that in 1980 there was legislation 
ntroduced called Bill 82 which was the 1980 amendment 
‘0 the Education Act. That became law, fully implemented, 
as of 1 September 1985. The legislation that was intro- 
duced in 1980 contained a number of segments which re- 
lated specifically to the implementation phase. In 
darticular, it contained a number of segments which are 
‘eferred to as the segments for the trainable retarded. 

In January 1986, the then Minister of Education circu- 
lated a consultation document to the world at large, with a 
deadline of 30 June 1986, to recommend amendments and 
changes in that legislation to bring it up to date in light of 
she five years of implementation. There was certainly total 
agreement among all consulted that all those segments 
‘elating to the trainable retarded should be eliminated and 
that those students should not only have a new designation 
jut that our way of working with them and supporting 
hem should really be different; plus there were a number 
of other items there with unanimity that they should be 


amended. 
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| In the five years that have elapsed since January 1986, 
that legislation is still outstanding and it has created some 
very significant problems, in our opinion, in terms of 
where the school boards see the government of Ontario 
standing on some of the issues around special education. 
We recognize that it perhaps is not your primary mandate 
(0 deal with educational legislation, but as a council we 
feel that we simply raise this issue with any group and any 
committee and any body that has a chance to comment 
decause we do feel that it has created some significant 
oroblems for families and for individuals. 

After all, students who were in grade 9 when the full 
implementation started in September 1985 have already 
left the school system in many cases before those amend- 
ments have actually been introduced and discussed in the 
Legislature. That is really what we are talking about. I do 
fot think it is particularly hidden that there are many 
deople, like our association, who feel very frustrated that it 
‘s just never coming right down to a fact. 

| The Vice-Chair: I am afraid we have run out of time 
and we need to move on to the next presentation. 

__ Mr Malkowski: I have a very brief comment. 

_ The Vice-Chair: Very, very briefly. We have 30 
seconds left. 

Mr Malkowski: I am wondering if you are involved 
with the People First organization. 

| Ms Pollard: Certainly I am, through being a repre- 
sentative of Ontario Association for Community Living. 
People First is housed in the OACL building, and we try to 
lave as close a representation as we can with them. Did 
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you have some specific question that you wanted to ask 
about our relationship with People First? It is an inde- 
pendent body. 


Mr Malkowski: No, not at all. Because of the time 
restraints that we have, no. 


The Vice-Chair: Thank you very much for making 
your presentation. We will have to move right along. 


HOME AGAIN RESIDENTIAL PROGRAMS 
FOR THE HANDICAPPED 

The Vice-Chair: I call upon the Home Again 
Residential Programs for the Handicapped. Margaret 
Price, the executive director, and Andrew Faas, board 
member, please come forward. Welcome to the committee. 
Introduce yourselves, if you will. As I remind each of the 
presenters, you have half an hour to make your presenta- 
tion and you can divide that in whatever fashion you deem 
fit. If you would like questions to be asked at some seg- 
ment, please allow for time for questions. 


Mr Faas: Thank you very much. My name is Andrew 
Faas. I am a volunteer member of the board of directors. | 
think it is important for this committee to hear from the 
volunteer sector as well. 

I am not unfamiliar with the volunteer sector, par- 
ticularly in institutions that are funded by the Ontario 
government. I have been on the board of directors of 
Home Again for the last seven years. Also in my volunteer 
life, 1 am a member of the board of governors at Mount 
Sinai Hospital, a member of the board of directors of the 
Juvenile Diabetes Association, and the immediate past 
chairman of the board of George Brown College of Ap- 
plied Arts and Technology. In my part-time professional 
life, I am currently the executive vice-president of Nation- 
al Grocers Ltd, and that is the Ontario arm of Loblaw 
Companies Ltd. 

With me is Margaret Price, who is the full-time execu- 
tive director of the organization that we are representing 
here today. 

We appreciate the opportunity to meet with this com- 
mittee, to provide both from a volunteer perspective and 
an operational perspective our viewpoint and to make 
recommendations to you relative to the multi-year plan of 
providing community living for people with developmen- 
tal handicaps. 

First, I should outline what Home Again is. In 1983 the 
provincial government announced the closure of Ark Eden 
Nursing Home in Stroud. Unfortunately, the parents were 
not consulted about the closure and were faced with a 
situation of uncertainty as it relates to their children’s 
future. As a result, the parents of the 42 children at Ark 
Eden decided to set up a parent group and at that time were 
encouraged by a coalition of advocacy groups to explore 
the possibility of integrating their children into a com- 
munity setting. 

Today the organization, which is governed by a volun- 
teer board of directors comprised of representatives of 
families and the community, serves 23 children and young 
adults in four small residential locations in North York. 
Each of our residents has physical and mental handicaps 
requiring constant, 24-hour-a-day staffing support. 
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Families are seen as the mainstay in the life of our resi- 
dents, and the importance of families is central to the 
philosophy of governing Home Again’s provision of ser- 
vice. 

Supported learning opportunities are provided in a 
variety of environments so that our residents can be active 
participants in their homes and communities as friends and 
family members. Our day program at Home Again 
presents stimulating activities for our clients so as to 
motivate them to learn new skills and to appreciate and 
enjoy various facets of life and learning, providing many 
varied life experiences and developmental activities. 

Home Again also tried to help answer the challenge of 
the province of Ontario’s multi-year plan by encouraging 
other families fearful of community placement for their 
children through our fostering efforts, helping others cre- 
ate, in our view, a better alternative than institutionaliza- 
tion for their family members. 

When we compare our residents to what they were like 
in 1983, the benefits of the changed environment are 
beyond belief. Children and young adults who previously 
lived a life devoid of exercise and stimulation of both body 
and mind, with almost zero growth opportunity, are now 
enjoying various life and developmental experiences 
which go well beyond what their parents or those who 
assessed them professionally could have dreamed possible. 

To give you one example, a young man came to Home 
Again in May 1984 from a nursing home which was being 
closed. The following terminology was used to describe 
him, and I will quote, “Aggressive, hyperactive, requires 
nursing care, non-ambulatory, needs puréed food, drools 
profusely.” Today he eats a regular diet, fully independent 
of others helping him. He learned to walk in the summer 
of 1989. He can pour his own drink. He uses signs to 
communicate food and drink. He makes choices of where 
and when he wants to go somewhere. He graduated from a 
school program and shared in the celebration of such an 
occasion. He has friends and they go out partying and 
playing arcade games. He was interviewed and made the 
front page of the Globe and Mail. He has played a major 
role in advocating on behalf of many young people who 
are still existing as he did at one point in his life. 

Based on the very positive benefits that I have wit- 
nessed in providing community living opportunities, I 
believe in the philosophy espoused in the multi-year plan. 
I must confess, however, some discomfort in the direction 
that is being taken and concern as to whether the mullti- 
year plan can be successful in the long term. My sense of 
discomfort centres around a number of basic concerns 
which I will outline. 

My first concern is the government’s long-term com- 
mitment to community living. While parents are being en- 
couraged to deinstitutionalize their child, there is no 
long-term guarantee that a future government will not dis- 
continue its support of community living. Based on every- 
thing I have read, I cannot see any assurance that parents 
or family members could find that their family member 
could not be displaced from a group home similar to what 
our families were faced with when Ark Eden closed. 


I am sure that families who made a decision to keep 
their children at home 15, 20, 25 or 30 years ago are 
perhaps regretting that decision now that they are less able 
to care for their own son or daughter and they see greater 
priority for support is being given to children who were 
placed in an institutional setting. We must ensure that in 
15, 20 or 25 years parents who are now deciding to place 
their children in the community from an institutional set- 
ting do not have the same regret. 

This concern is reinforced when we see some families 
whose children presently reside in government-funded in- 
stitutions being told to take their children home to make 
room for children who are at high risk and presently resid. 
ing in acute care hospitals. Specifically, children at Bloor- 
view are being displaced to make room for children at Sick 
Kids who are on low-flow oxygen. Also, children in groug 
homes under the Child and Family Services Act are only 
funded up to age 18. They must then move to an adul 
residence. Unfortunately, there are no vacancies. 
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My second concern is our ability to provide the neces: 
sary support from a staffing perspective. This concern goes 
beyond any pay equity issues, that is, compensation 11 
community settings versus institutions. My concern is real 
ly based on questioning whether or not we can attract ant 
retain the necessary qualified and dedicated professional 
to provide the long-term support that is required. Regard 
less of the economic environment, demographics tell u 
we are going to have a major shortage of workers. Thi 
means that we in the community living environment wil 
have to compete not only with institutions but with othe 
sectors as well. 

It is well known in a variety of sectors that the pay i 
low. This has lead to a drastic reduction in enrolment i 
community college programs related to service provisio! 
for persons who are developmentally handicapped. 
believe that there were only 19 graduates last year. Th 
ability to attract and retain professionals to work in ou 
environment will have to be the number one priority 
Answers to job compensation and job enrichment must b 
found. 

If answers to these issues are not found, it is quit 
conceivable that we will be forced to rethink th 
deinstitutionalization strategy in the not-too-distant future 
The hard reality from a practical perspective is that institu 
tions do provide economies and efficiencies of scale and 
have mixed feelings as to whether we should risk the i 
plications of transferring people back into an institutions 
environment for practical reasons after they have enjoye 
the benefits of what community living has to offer becaus 
of this practical implication. This concern is reinforce 
when we see some agencies in York region close grou 
homes on weekends because of staff shortages. 

My third concern is what I perceive to be a lack « 
strategic co-ordination and consistency. Let me explain. 

First, the multi-year plan reflects a series of philosophic 
statements versus a Strategic plan. The multi-year ple 
does not outline specific standards that are expected. To 
much is open to interpretation without specific directic 
on things like: What is “adequate”? What is “appropriate 
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ad by whose definitions? Normalized environments for 
‘hom? Meaningful work? The plan seems to be loaded 
ith jargon. 

Second, the plan appears reactionary, geared more to 
zaling with resolving immediate situations such as in- 
itutional closures. The priorities must be challenged. 

_ Third, understanding and addressing regional differences, 
articularly as they apply to capital projects, we see little 
onsideration being given to the fact that services provided 
| large urban areas such as Toronto versus small com- 
unities are more expensive. 

| Fourth, the lack of specific commitment to the 
‘evelopmental needs of existing agencies—again the 
nilosophical commitment is there but we find that as an 
zency we have to beg for this type of support. 

Fifth, the government bureaucracy needs to be tackled. 
ior example, differing regulations from ministry to minis- 
y and provincial to local government create inefficien- 
‘es, and a disproportionate amount of our staff’s time, 
‘tention and resources is spent in dealing with indirect 
tivity to the detriment of the people who are affected. 

, An example is the requirement by the ministry to seek 
ublic health approval to pass inspection. Public health 
gues every year that it does not have to do this. Reluc- 
intly, they respond to us, but if they did not do this for us, 
‘e would not be able to pass inspection. 

_ Another example is when we were installing elevators 
1 two of our homes. Three government agencies were 
volved, each with a different viewpoint. This was not 
psolved until the day the residents arrived in their new 
ome. The inability to obtain funds without argument in 
tder to meet the requirements of other ministries and 
yxcal government limits our ability to provide support 
tore efficiently. 

Sixth, the strategic plan does not address the long- 
waited revision to government legislation for the develop- 
tentally handicapped adult, similar to the revision in 
igislation for children’s services on providing greater 
exibility, and a recognition for the rights and autonomies 
{children and families. 

My fourth concern relates to our employer-employee 
slationships, which appear unclear. As a volunteer board 
{directors of a non-profit organization 100% supported 
government funds—I should clarify that these are 
cessary funds deemed by government; we do fund-raise 
or other support services—we do question our effective- 
ess as an employer, particularly as it relates to employee 
ompensation. 

In collective bargaining, our ability is limited as there 
| a risk that funding may not match what we are required 
) provide in order to satisfy the needs and requirements of 
ur employees and to avoid a dispute in responding to 
tem. Also, for pay equity purposes, we understand that 
‘ere is a ruling that employees in an environment such as 
ars are deemed to be government employees. These is- 
des, in our view, take away a significant amount of self- 
irection that is required for people such as myself to feel 
»mfortable operating as a volunteer director. 

| I have outlined a few examples of where thinking 
eds to be done and issues need to be resolved to ensure 

























that the multi-year plan survives in the long term. It is very 
encouraging for us to see the government seeking view- 
points from a greater constituency, as it was our view pre- 
viously that people who were actually the most affected by 
the multi-year plan had very little to say on its direction 
and implementation. 

We understand that it is important to hear from groups 
such as the Ontario Association for Community Living, 
OPSEU, the Federation of Ontario Facility Liaison Groups 
and People First. We suggest, however, that you do extend 
your information base to include a greater representation 
of direct family input, as we believe that the larger group 
perhaps now represents service providers versus families 
who play a smaller role within these larger institutions 
than is perceived by government or the public and there- 
fore their voice may not be as loud as what it should be. 


The Vice-Chair: Thank you for your presentation. | 
believe that you have been with us for some of the presen- 
tations this afternoon. It is useful to hear some of the ex- 
amples of what your organization has tried to do and what 
was put forward by Mr Clutterbuck in regard to the in- 
creasing role that parents wish to see for themselves in 
developing different models of service and your reminder 
in the last paragraph that we as legislators need to be 
mindful that those groups are out there that may be in- 
volved in some of the broader provincial organizations, but 
none the less may have a different point of view. 

I appreciate that in the time frame we have of some 10 
hours we are not really able to encompass all of the dif- 
ferent groups, but I think one of the reasons that we 
wanted you to be here today was because we knew that 
you would probably express that point of view. I think that 
it is Something that we have to keep bringing forward. 

I would like to say that I would hope that in all three 
parties there is absolutely no reconsideration of the goals 
and objectives of the multi-year plan. In regard to your 
point of somehow really stressing that and having a clearer 
statement so that those parents know that their children, 
young adults, who may well be with us for another 15, 20, 
30 years, in fact will be protected and properly looked 
after, I would hope that somewhere in our report we would 
make that a very clear point of view. I think if that does not 
appear to be stated in various government statements, it 
certainly is something that ought to be and that this com- 
mittee would support. 

The question that I wanted to raise with you is around 
the multi-year plan and your comment about it appearing 
to be reactionary in dealing with particular situations such 
as institutional closures. One of the issues, and it has been 
mentioned earlier, has been around the balance between 
moving people out of institutions and dealing with those 
developmentally handicapped individuals who are in our 
communities, who have been in our communities. 

My sense when I was on the other side of the House 
was that I do not know if we had as much of an awareness 
of how many people were there already who had been 
living with their families because the family or that par- 
ticular community just accepted that as being the norm. 
As the policy developed, the multi-year plan which we 
began to implement, there were simply more people in 
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the community, and then as the parents got older and were 
looking for services, there was this tension between those 
in the institutions and those in the communities. 
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Could you give us some advice on how you see us 
trying to work with that conundrum? Obviously, there are 
limited dollars in all of this. What is your sense of that 
demand that is there now, that is in the community, 
developmentally handicapped young people, adults who 
had never been in an institution but were for a variety of 
reasons, aging of parents or just wanting to be on their 
own—how do we address that? 


Mr Faas: On your point in terms of being somewhat 
surprised at the numbers, I would suggest that you do 
more research. Your point relative to just becoming aware 
of the numbers of people that require that kind of support, 
I think, is a first step to finding out just the degree to which 
the service is required. My involvement with this group is 
only seven years old. I look at it on the basis of the more I 
find out and the more I hear about this, sometimes I say to 
myself, “Jeez, I wish I didn’t know as much because I 
know the problem is immense.” 

Our point, I think, or recommendation to you is to 
understand that a little bit better, and from a practical 
perspective, I think you have to establish some parameters 
and establish some priorities. I know that is one of the 
most difficult things to do because everyone you talk to 
who requires that support or people who represent people 
who require that kind of support will have certain biases. I 
know that is difficult. 

Your comment relative to family participation hits 
home with me as well. I am a volunteer director. I come 
from the business sector and I am fiscally responsible with 
my other directors, but it is always revealing when I hear 
from parents. It is easier making a business decision than it 
is to make a decision relative to some of the issues we are 
faced with in a group home. 

Margaret, you may want to add to that. 


Ms Price: I am a parent of a developmentally hand- 
icapped child and I guess, in response to your question, 35 
years ago it was parents coming together that created the 
very system we have now. I think as government, seeking 
input, you probably would be wise to facilitate some sort 
of mechanism where families, instead of seeing themsel- 
ves on opposite sides of the fence, can come together. We 
can be quite creative planners. 

That may be an avenue and that, I think, speaks to the 
issue of not always hearing from the same groups. It is not 
that their points are not valid. Back when the issue around 
nursing homes came up, I was a board member for the 
Ontario Association for Community Living, and yes, many 
of the young people who lived in nursing homes were 
living in deplorable conditions. If we were going to get a 
point across, it has to be those people in most need. 

If you look back through the documentation, we were 
saying clearly then that there are many people living in the 
community today and tomorrow who are going to require 
this sort of support. I think there is a variety of avenues. 


Mr Hope: I want to thank you both for coming toda’ 
In my new role in the government as parliamentary assis 
tant to the Minister of Community and Social Services, 
have been out doing exactly what you have been saying. 
have been talking to parents who have raised their chil 
and now the child may be not a child but an adult, 21 year 
old, wanting to enter life on his own. They are looking fc 
access and they are scared because it is letting go of th 
apron strings, as you may call it. ) 

I am glad you brought out some points on your numbe 
3(a). It is being reflected as a plan versus a vision, and 
think you clearly put that vision out. , 

As I have been touring around talking to differet 
groups and to parents, and I have been to the institutior 
the southwest regional centre, which is a neighbouring il 
stitution to one of the ridings beside me, I have seen tk 
developmental changes over there that are adapting peop 
to community living. 

The part I am really scared of—I knew the numbe: 
exist—is those parents who did not want to put their chil 
in an institution, who raised him and are now Saying: ° 
have two smaller children I would like to spend a little b 
of time with and a husband I would like to spend a little b 
of time with. We need help getting him into that”—I thir 
Cam put it quite clearly a little while ago, not necessari 
concentrating on those just in institutions, but we hay 
those who live in homes and they may be in rest homes 
have been hidden away in some group that is not gettir 
adequate care and developmental change. 

I think we have to focus on it. I thought I was the on 
one thinking about some of the points you have put o 
today. I think, yes, we need a directional change. I thir 
we have to make sure it is going to be a long-term effect. 
just want to thank you for some of the ideas you hai 
shared today. 


Mr White: My question is not a broad one, but rath 
more specific. On your point on page 4, quite often a sm 
agency has a lack of resources in terms of its staffing at 
its board of directors. When you say you have only bet 
involved for seven years, I think that is actually, relative 
speaking, a fairly lengthy commitment. A situation such 
you are in, as I think you mentioned, is often a differe 
circumstance from being on a business board. I see the 
as being tremendous problems in terms of the develo 
mental needs of your agency as well as your servicing t 
clientele. When you say that we have to beg for this ty, 
of support, what kind of support do you think your agen 
might benefit from in terms of its developmental neec 
both at the board of directors level and at the staffir 
level? 





Ms Price: I can certainly speak of the staffing lev 
The going rate around training for a front-line staff met 
ber is $125 per fiscal year. The requirement says that cé 
diopulmonary resuscitation and first aid shall be tak 
annually. The turnover rate for a lot of agencies—not ou 
thank goodness—is about 50% a year, and it costs $90. | 
if you have had someone come in, you provide that sort 
training, they have been there one year and someo 
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@mes in and replaces them. You are already in a deficit 
Esition training-wise at the end of that fiscal year. 

| There are all sorts of wonderful forums and experts in 
» field who provide inspiration, direction, all of that sort 
)thing, but very few of them are $20 for an all-day ses- 
syn. We do not have the money to do that sort of thing. So 
[aink it is an area in particular, working with people who 
























ery year it is the last thing on the list. 


| Mr Jackson: Margaret and Andrew, thank you for an 
cellent brief. I want to zero in on one of your outstand- 
iy points. On page 3, you talk about transferring from 
immunity living settings back into institutional settings. 
|\is concern is reinforced when we see some agencies in 
brk region close group homes on weekends because of 
Sff shortages. That should cause an awful lot of concern 
id alarm. I just wondered to what extent you can tell us 
at is becoming more prevalent. 

) I should tell you that I am 18 years a member of the 
immunity living association, so I am very involved. I 
bught I had been tracking very carefully returning to 
stitutional settings because of inappropriate placement or 
tual agreement. I understand that. You are supplying 
imething entirely different from what we heard last week 
| looking at children’s mental health access and the inter- 
‘| funding crises are causing client shifts that are inap- 
fopriate. Could you expand on that. We are not hearing 
out this. I had not as someone who thought he was up on 
fs issue. I would like it if you could comment more 
ecifically on this. 





Mr Faas: On the comment relative to the York region 
®sing on weekends, or our suggestion that we could 
fove back into— 


Mr Jackson: Both. I thought it was an affirmative 
statement that in fact it is occurring, not just that it could 
occur. 

Mr Faas: It is occurring. 


Mr Jackson: That is the first thing I understood. 
Second, you gave us an example of how prevalent. Could 
you expand on that. Is it because of implementing pay 
equity or other provincial initiatives? 

Mr Faas: Marg mentioned that fortunately we were 
not running in a 50% turnover rate, but a couple of years 
ago we had a 100% turnover rate. We had to address them 
in a very creative way, one dealing with pay equity as 
between group homes versus the institutions, and the other 
to creatively look at ways and means to enrich their work 
environment through raising funds to provide some per- 
sonal developmental opportunities for those people. 

Our argument, though, and it is a statement that I 
make, I guess, from more of a business perspective, is that 
an institution does provide greater economies of scale. If 
there are not enough people working in a group home 
setting, for whatever reason, we may have to relook at the 
strategy and go back to an institutional setting to provide 
just the basic needs: feeding them and housing them. It is 
from a practical perspective that we argue that way, and 
the reality that it is occurring is the York example where 
they cannot keep people there on the weekends because 
they do not have enough staff to take care of them. We 
fortunately are not in that situation to date, but we very 
well could be. 

The Vice-Chair: I do not wish to cut people off like 
this. Unfortunately, we have come to the end of the time 
allotted to your presentation. I am sorry to have to do this, 
but we have to end it here. 

Members of the committee, can I remind you that 
tomorrow is a 9 o’clock start time and we will proceed 
promptly at 9 o’clock, whether all members are here or 
not. 


The committee adjourned at 1712. 
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The committee met at 0905 in committee room 2. 


SERVICE MANDATE FOR 
DEVELOPMENTALLY HANDICAPPED 


Resuming consideration of the designated matter, pur- 
uant to standing order 123, evaluation of service mandate 
or individuals with developmental handicaps—multi- 
ear plan. 


ONTARIO ASSOCIATION FOR 
COMMUNITY LIVING 


__ The Vice-Chair: Members of the committee, our first 
roup of presenters is the Ontario Association for Commu- 
‘ity Living. Welcome. We have you scheduled to be on 
etween 9 and 12. I know there are a variety of regional 
Toups that will be with you today and you can divide that 
me up as you have probably already decided. I will let 
ou proceed in the way you would like. If you would like 
» start, we are here to listen. 






















Mr Zwerver: Following up on your comment, what 
ye thought we might do this morning is to break up our 
‘resentation by some of the areas that the committee is 
»oking at specifically. We have a number of people repre- 
enting parents and service providers across the province 
f Ontario, people who have specific knowledge about 
ome key issues that I know are of interest to the commit- 
re. 

What we will do at the beginning is we will have an 
troduction by our president, Nancy Stone. I am Harry 
‘werver, the executive director for the Ontario Association 
or Community Living. Nancy Stone is our president and 
ae is from Niagara Falls, Ontario. 

Following that, we will have a couple of people talk 
bout the process of deinstitutionalization and planning, 
dllowed by a presentation on family support and commu- 
ity development. That will be followed by a short presen- 
ition on resources and the area of employment, especially 
upportive employment, and then a presentation on advo- 
acy. Then we will have some time for a wrapup after that. 
' The suggestion that was made—I am open to com- 
tents, obviously, around that—was that what we would 
‘0 is take about 10 minutes for each of the presentations 
nd leave about 20 minutes for questions and then move 
n to the next area, unless of course we get some real juice 
Oing around something and that may vary, but that is the 
Aggestion at this point if that meets with your approval. 
The Vice-Chair: Absolutely. 

Mr Zwerver: Okay. I would like to introduce Nancy 
tone, our president, who is going to give you a little bit of 
ackground about the Ontario Association for Community 
iving and then I will make some comments. 
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Ms Stone: It is nice to be here this morning. I was 
having heart palpitations on the way up University Ave- 
nue, afraid I was going to be late. 

OACL is a federation of 119 local associations across 
the province. They vary in size and in service delivery. We 
have over 21,000 members just as part of those associa- 
tions. OACL and our local associations work with and on 
behalf of persons with developmental handicaps. 

The very first local association was organized in 1948 
by parents and families of persons with developmental 
handicaps because of the lack of services in communities. 
We are very much a grass-roots organization and over the 
years those parents who began the movement have re- 
mained part of it. We have evolved over those 43 years 
into a sophisticated network of service delivery and a 
strong advocacy movement to address issues of impor- 
tance for persons with developmental handicaps. 

The goal of OACL is that all persons live in a state of 
dignity, share in all elements of living in the community 
and have the opportunity to participate effectively. This 
goal envisions a society in which the innate value of each 
one of its people is honoured and protected. The dignity 
and self-respect that its people enjoy in their respective 
communities are the result of sharing and shouldering the 
responsibility of welcoming and supporting all members 
of the community without discrimination. 

This evolves from our “Goal and Vision Statement.” 
This is part of it and I suspect you probably have copies of 
it. We are presenting issues this morning around 
deinstitutionalization and the effects of Challenges and 
Opportunities. The issues around those with developmen- 
tal handicaps are very much tied to that deinstitutionaliza- 
tion initiative by government, so that other aspects of 
persons who live in communities are also affected by this 
document. So the issues affect not only those in institu- 
tions, but also those who live in communities. We cannot 
address one without the other and certainly they rely on 
each other. 

We recognize the importance of smaller dwelling units 
and options for persons with developmental handicaps, 
choices and a better quality of life. We need support ser- 
vices in place for people from community and institutional 
settings. Special services at home is one program that 
meets a great need for people both in the community and 
those who are coming back from institutions. I see special 
services at home as a preventive kind of program and defi- 
nitely to be considered a primary program in the plan. 

We need proper planning, individualized with involve- 
ment by the individual, his family, the community and the 
service provider. We need proper and sufficient resources. 
This encompasses a great deal, very many items, one of 
which is wage comparability. We feel this is a very impor- 
tant part of it. In the past and right at this moment in 
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Ontario, those who are working in agencies, in communi- 
ties and part of the local associations are paid on average 
about 25% to 30% less than those who are working in 
institutional settings. We very much feel that we must look 
at competitive wages for those people for several reasons. 
I am sure the other people will go into this a little further, 
but it enables quality programs to operate in communities. 

We also need those employees who are now part of the 
institutional setting and we cannot compete at this point 
with the wage level they attain within the institutions, but 
we need those people in communities when the 
deinstitutionalization plan comes into effect. So wage 
comparability has many overreaching issues around it. We 
need proper planning and sufficient support. I think I have 
said that. That is also related, obviously, to resources. We 
need day programs and supported employment, opportuni- 
ties for choice for people, for those older people who 
choose not to be employed and who might need some day 
programs and so on. 

We have many issues of importance to persons with 
developmental handicaps. OACL is looking at these issues 
day by day and they all relate. I think it is very difficult to 
look at some issues and not to look at all, one of which is 
advocacy. Your government is looking at that very closely. 
Guardianship is another really important area. The special 
services at home I have referred to just a little bit. Educa- 
tion continues to be important to persons with develop- 
mental handicaps. Having an integrated education is 
extremely important. Boarding homes and other forms of 
residential care that are unregulated are very much on our 
agenda at all times. We have other issues that probably you 
will not be touching on, but that we feel it is important to 
point out. 

That is my little beginning process. If you have any 
questions, I would be happy to answer. Perhaps Harry can 
add to what I have said. 


Mr Zwerver: I think it is very timely that the commit- 
tee is looking at Challenges and Opportunities at this stage, 
because we are halfway through the first phase of the 
multi-year plan. The key ingredient in the multi-year plan 
is obviously to provide adequate community-based alter- 
natives to people who have been living in institutional set- 
tings. As an association and as people who are working 
with and on behalf of individuals who have been labelled 
by our society, we continue to be very excited about those 
possibilities, but we do have a lot of concerns. Some of 
those are ones that Nancy has already referred to. 

I think the core issue really for us continues to be the 
need to have adequate funding to develop community sup- 
port alternatives, whether they are in the areas of housing, 
employment, education or recreation. We have many fami- 
lies who presently are on waiting lists for services in the 
community. Families are at risk. People do not know 
where to turn. 

The focus for much of what has been happening so far 
in deinstitutionalization has focused on providing services 
within a service structure. We also recognize that there are 
a lot of concerns and fears that are expressed by parents of 
individuals who are presently living in institutions. They 
are concerned about the risk for their sons and daughters 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


when they move back into the community. We know the 
concerns of institutional workers, who are very concerned 
about what their future employment is going to be about. 
They are concerned about whether there is a place for 
them in the system that is evolving. 

Those are two legitimate concerns. However, they 
should not be used as reasons to maintain what is clearly | 
an inadequate system of institutional care. We think all of 
these are really opportunities to indicate the level of sup- 
port that is available to truly integrate people into commu- 
nity. Integrating people into community and the whole | 
concept of community living is not just about moving 
somebody into the community. 

We talk a lot, and I am sure you have already heard 
some of the statistics about how many people have moved 
from institutions into community and somehow we equate 
that with community living. Our position is that this is one 
element of community living, but unless someone is truly 
integrated into that community, he can be as isolated in 
that community as he was when he was living in the insti-/ 
tution. 

It is not about developing artificial alternatives either.) 
It is about how we use the resources, the agencies, the; 
churches, the social clubs, all of the political and social) 
structure of the community, to make people truly feel part| 
of that community regardless of what the label is. We are| 
not just talking about people who are developmentally| 
handicapped. It applies to anyone who has been labelled! 
by society. This is really about, how do you ensure true 
community living alternatives? | 

The other theme that goes along with this is really, I 
think, the need to move from looking at all of this in a 
context of services to supports, really starting with th 
person, starting with that person’s abilities, that person’s 
skills, that person’s interests rather than always looking at 
the issue of need. 

The way in which we develop supports looks and feels 
very different when we start with the individual and what 
abilities he or she has rather than when we look at some- 
one by label and say, “Here’s another half a dozen peopl 
who need certain kinds of services in the community.” 
think there is a real challenge for us who are in the busi 
ness of providing services as well as for governmen 
which is looking at ways in which to develop and suppor 
adequate networks within the broader community as well. 

I think there is a real tendency by us in society tc 
hang labels on people. We start with one label and ther 
we add another label to that, so now we have people 
who are dually diagnosed and we have people who are 
triply diagnosed. Somehow whichever label it is that the 
person starts with tends to determine where the individ. 
ual gets streamed by the service system in our society. | 

The mental health system does not know how to dea 
with someone who has a developmental handicap. Th« 
services for people who have been labelled developmen 
tally handicapped claim to not be able to deal with th 
person who has an intellectual disability or has a menta 
health handicap, and it just goes on and on. I think it i 
time for us to really look at the person as a whol 
human being and take a look at how that person can bes 
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be Supported, regardless of what that label is. I know the 
government is looking at that in terms of some of the 
long-term care alternatives, but we believe it needs to hap- 
pen much more quickly and needs to be part of planning to 
‘move people into community. 

__ We believe we need to ensure that people who have 
disabilities or who have been labelled, like everyone else 
within the community, must have an opportunity to make 
teal choices and to be able to avail themselves of real 
opportunities, choices about where to live, where to work, 
with whom to spend time, to make friends, to contribute, 
to go to places, to do things, to be paid for work and to 
jcontinually be able to acquire skills as part of being in the 
‘community and being part of community living. 

Our existing systems of support, we would suggest to 
you, are underfunded. Our planning mechanisms are in- 
consistent. They tend to be underco-ordinated and they 
vend to still be very service oriented. So it is important for 
as as we move through this stage of examining the multi- 
year plan to find a way of bringing this back to focus and 
‘© move people out of institutions into something that truly 
is community and that truly can support people who need 
{0 be part of our community and part of our society. 

| Having said all that, what I would like to do is to 
(ntroduce to you Eva McPhail. Mrs McPhail is a parent of 
|i young man who came out of an institution. She is going 
‘0 tell you a little bit about her story and the kind of strug- 
gles that has been for her family. I am also going to ask 
(Maureen Brown, who is the chairman of the executive 
lirector’s co-ordinating committee, to come up here. She 
's the executive director for the St Catharines Association 
‘or Community Living. She will talk a little bit about how 
dlanning is working or not working in various parts of the 
yrovince for people who are moving out of schedule 1 
facilities. 


920 
_ The Vice-Chair: Point of order or question? 


Mrs McLeod: Actually to get a sense of the flow of 
“he morning, if I can just take a minute to do that and 
derhaps just to set our morning’s discussion in the context 
hat I hope it can take. As you know, when we had asked 
/hat this be a subject to be considered at committee, it was 
when there was a period of uncertainty about the future of 
he deinstitutionalization. I think there is less uncertainty 
ow and that puts our committee hearings under a some- 
what different context, because I think on all sides there is 
‘commitment to continue with the deinstitutionalization 
yhat people believe is important and that it will go ahead, 
ut it is also seen by the government to be equally impor- 
ant that the plans be reviewed. I think all of us would 
toncur that this is always a good idea. 

I guess the concern I have is that I would want to see 
ur deliberations in the committee be a constructive contri- 
ution to that review and also to the progress of 
deinstitutionalization. That means obviously we need to 
identify the problems, because there are real concerns, as 
“Ou have said, and we can identify those and get a sense of 
vhat has to be addressed for the deinstitutionalization to 
»€ successful. That will work well, but I know there is a 













































22 JANUARY 1991 


S-135 


tendency for us all to focus on the problems to the point 
where sometimes we can be so overwhelmed by the prob- 
lems that it almost creates a sense of helplessness and 
paralysis that could almost have a backlash on the 
deinstitutionalization program itself. I am hoping that what 
we will do this morning is be able to see what is working 
as well as where the problems are. 

Is that the sense of what you wanted to bring to it? 
Could you tell us when you think different areas should be 
questioned on our part, the flow you would like to have to 
the morning. 


Mr Zwerver: Obviously, this is your time to ask us 
and we will provide you with information as we go along. 
The suggestion that was made was that we look at a num- 
ber of components of the challenge that is before the com- 
mittee starting with the planning process and the process 
of deinstitutionalization from a number of different per- 
spectives, then move into the area of family support and 
community development, then the whole issue of re- 
sources and employment and then following that with 
some discussions about advocacy. 

It is not our intention, certainly, to focus on negatives. I 
think what we are wanting to do is to share with you the 
experience of the multi-year plan to date, to talk about the 
challenges that are there, as I said in my introductory com- 
ments. We are very excited about what has happened, but 
there are concerns and I think it is the concerns that you as 
a committee are wanting to focus on because there is an 
opportunity I believe, at this juncture, to really take hold of 
some of these and maybe provide an opportunity to shift. 

In some cases, it is a very subtle shift and I think in 
some cases it is really a different kind of emphasis. So my 
point about the process of deinstitutionalization and mov- 
ing people into the community is around that. I think we 
are very excited about people moving into the community. 
A lot of good planning is going on. It is inconsistent at this 
point and that is part of doing things differently obviously. 
At the same time, there are some really interesting things 
that are happening across the province. The key issue is 
making sure that we do not accept as a fact that just be- 
cause you move someone from place A to place B and the 
place has fewer beds than where he came from that some- 
how we have accomplished something called community 
living. I think it is a very critical theme that we will keep 
talking about as we go through the presentation this morn- 
ing. 

Mr Jackson: Just as Mrs McLeod has indicated, I do 
not think she can speak for all of us in terms of the lack of 
concern level with the direction the multi-year plan is 
going. I have some serious concerns about it and I am not 
encouraged at all by the hastily prepared response that we 
did receive from the minister in terms of putting the multi- 
year plan back on the rails. So I very much would hope 
that given that the multi-year plan has a time framework to 
work within, because we are not having the ministry come 
before us for cross-examination, we only have access to 
you as the primary agency, if I can use that word, or asso- 
ciation that can suggest to us that the benchmarks are not 
being met. 
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It is very important that you understand the concerns I 
have and that the Conservative caucus has. We are going 
into a recessionary period. We have not received one sin- 
gle statement from the minister with respect to capital 
commitment. We have only received personal statements 
of assurance. I have been around here long enough to 
know exactly what that means. I just wanted to suggest 
that I do not share completely the view, as Mrs McLeod 
has stylized it— 

Mrs McLeod: Do not misinterpret what I said. 


Mr Jackson: I did not misinterpret it. You said every- 
body was in accord that this is the direction we are going 
in. I do not believe that is the direction we are going in. 
One deputation yesterday indicated how pleased they were 
that the minister had put the plan on hold and done all this 
research and investigation during the course of 30 days 
and was satisfied now that everything was back on the 
rails. I thought that was an incredibly naive statement on 
the part of the deputation, but it was allowed to just float 
around as though in fact there was some meaningful re- 
view and analysis and the minister and her government 
were completely satisfied. 

I want to stress to you that although I have been a 
member of the association for 17 years, I know that it is 
worth while that we have a stronger understanding of your 
work. I think it is also incredibly important, when I look at 
the list of people presenting to us, that we look to you to 
give us the specifics of the areas in which we are not on 
target with the multi-year plan, without pointing a finger at 
the previous government or the government before that or 
the government of the day; just simply, the plan is a good 
one and where are we along the plan, what kind of capital 
dollars are required, and if they have not flowed for three 
years, why have they not flowed for three years, and what 
has that meant to your families. 

I want to put that on the record because I feel very 
strongly about that and I do not want this to be just a cozy, 
fuzzy review. 


Mr Owens: Just a brief comment without getting into 
a discussion with Mr Jackson about what he said she said. 
I think his final point is well taken, that it is up to the 
consumers to give this committee direction as to where we 
can assist them, where they feel the process of review 
should take place. I do not think it was the minister’s intent 
in any way, shape or form to indicate that the review pro- 
cess was finished and, second, that everything was hunky- 
dory and we will just proceed on schedule. 

Again, as Mr Jackson has pointed out, I think it is up to 
the witnesses who come before us today to indicate where 
the pitfalls have been, the pitfalls you foresee perhaps 
around staffing, perhaps around capital budgeting and is- 
sues like that. 

The Vice-Chair: We are indeed here to listen to what 
you have to say. If you would like to proceed with other 
presenters, it is entirely up to you how you want to divide 
this period. If you want to allow us time to ask questions, 
again, that is your decision. We are in your hands in terms 
of how you want to proceed and how you want to divide 
this time up. Please do what you feel is necessary. 
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Mr Zwerver: Thank you. We have made a suggestion | 
obviously as to how we might do this and our sense is that 
within each of those areas, given the fact that there will be| 
a brief presentation, there will be an opportunity for you 
then to ask the specific questions that you feel will help} 
you in your work as a committee, and if there are things 
that are not clear, then by all means make sure that you 
probe and push us. We will either give you our best shot at} 
an answer or, if necessary, we will leave here today, pull 
together further information and submit that to you if that} 
is in order. We are basically at your disposal to help you 
with the challenge that is before you. 

The Vice-Chair: I will proceed on the basis then that) 
you will indicate when you have finished a presentation) 
and then I will proceed to ask for questions from members 
of the committee. Please identify yourselves as you come} 
to the microphone. 


0930 

Mrs McPhail: I am Eva McPhail. I have come today 
prepared to talk a little bit about my child Paul. I have 
brought a picture of him that I would like to pass around. | 

It is a real honour for me to be here with you today. | 
would like to share with you some of my experiences as { 
parent of a profoundly mentally retarded young maj 
named Paul. This is a story about change: change in Paul’ 
life, change in the lives of Paul’s parents and family. It is | 
story of advocacy and how advocacy works to change situl 
ations and people. 

First, I would like to tell you a little about Paul’s earl! 
years. In medical terms, my son is described as being pr | 
foundly mentally retarded, hydrocephalic and partially paij 
alysed. He is purported to be epileptic. He is prone t! 
urinary tract infections, prone to tonsillitis and prone t 
eye infections. He is anaemic, has chronic gastric ups¢ 
and some known food allergies. He is doubly incontiner! 
and has his own seating apparatus, as he has no use of hi 
lower limbs. He is tactile defensive, hypersensitive to hd 
and cold, he is visually impaired and has no formal mod 
of communication. What does this really mean? | 

To his family, which consists of a mom, a dad, an old¢ 
sister, a twin brother, a younger brother and two grandma} 
Paul is a medical miracle. At birth, he was six weeks pr 
mature and weighed four pounds. He was the first-born ¢ 
twins. He was given a 50% chance to live. At two weel 
of age, he suffered a petit mal seizure. The doctors disco) 
ered he had contracted meningitis, which led to hydr 
cephalus. They gave Paul an optimistic 30% chance | 
survive. He survived. | 

By age three, Paul had undergone more than 39 bral 
operations to install and then correct malfunctionir, 
shunts and tubes. At that stage, his doctor refused to opé 
ate any further and he suggested that Paul might live thr: 
months longer. To facilitate a final separation for us, h 
family, the doctor suggested that we should place Paul ir} 
chronic care nursing home. The doctor phoned to arran) 
these services for us. | 

Surrey Place Centre contacted us and strongly urged | 
to place Paul immediately in a care facility. After mont: 
of agonizing decision-making, I finally agreed that Pau: 
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aame could be referred for placement. We then learned 
‘hat Paul’s name was on a waiting list of 200 other young 
»eople, and perhaps a place would be found for him within 
couple of years. 

Paul was first placed in a nursing home near Barrie. On 
jisiting the home, we were appalled. The building was 
small, cramped, overcrowded and smelly. Most of the resi- 
dents were completely bedridden and none were expected 
0 live long. Visiting Paul was almost worse than never 
seeing him again. 

Through a friend of my mum, we located a children’s 
iome close to our native town and we were able to transfer 
?aul there. Throughout Paul’s many medical crises and 
»lacement process we, the parents, felt we had no control 
»ver any of the decisions. I was regarded as stubborn and 
inco-operative as I refused immediately to place my child 
it the whim of the professional. 

Paul moved to Sunnydale Nursing Home in Sunder- 
land in 1975. He was six years old. This seemed to herald 
i time of peace and happiness for all of us. The home was 
arge and airy. We saw few terminally ill children of the 72 
here. The children seemed happy, clean and well cared 
‘or. The staff were kind, caring and open to sharing with 
he families. The staff treated Paul as a normal boy and 
hey loved him. They welcomed visits from the family at 
my time. This home included community volunteers, and 
he children here were included in local parades, fairs and 
musical events. We visited Paul often and we hoped that 
je could: stay there for ever. 

In 1981, we were informed that the government had 
located funds to provide extra services for residents of 
special care homes. Paul was eligible and thought to be a 
yood candidate for these services. We were asked if we 
sould be included in this program. My husband was 
tgainst Paul’s taking part in this program. He felt that it 
was too late for any meaningful change to take place, too 
othersome and a senseless waste of time and effort for 
such a severely handicapped individual. I, on the other 
aand, was enthused and interested to see programs devel- 
oped for my child. My husband and I did agree that Paul 
sould be included in this program on condition that we had 
he right to withdraw him if we felt the activities were 
Nappropriate or harmful for him. 

' The triministry program, as it was called, was very 
‘ewarding for Paul and for us. The experienced, trained 
dersonnel of this program were eager to support any and 
ill suggestions for Paul’s program. They seemed opti- 
nistic that programming would benefit and change Paul. 
After several weeks, the behaviour therapist was able to 
letermine that Paul had a range of thought processes 
and could adapt his behaviour to cope with new and 
lifferent situations. Paul showed strong preferences for 
some people and was strongly attracted to male voices. 
?aul was very aware of routines and change in them. 

_ Over the next three years, Paul again became a 
lappy, active boy. He learned to feed himself. He went 
swimming weekly, and my mother was able to accom- 
»any him. He was taken out to activities in the commu- 
nity. He appeared more alert and involved in his 
environment. He began to respond immediately to his 
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name. He began to track people and objects accurately 
with his eyes. He began to tease his care givers. He ac- 
tively involved others in his life by reaching out and grab- 
bing them and often not letting them go without a real 
struggle. 

The triministry program changed us as well. We were 
kept well informed about new programs and routines, and 
invited to open-house occasions. We knew whom to call if 
we had a concern. We were encouraged to visit at any 
time, and co-operative planning sessions for Paul were ar- 
ranged to fit our convenience. Both of Paul’s grandmas 
became actively involved. My mother went swimming 
weekly with the young people and became very attached to 
them. Both grandmas made afghans, quilts and picture 
books for the day centre. 

In 1984, a residents’ council was formed at Sunnydale 
and my husband and: I participated. Later my husband 
served as chairman of this council. In 1985, a school pro- 
gram commenced at Sunnydale under the direction of the 
Durham Board of Education. Fifteen students attended in- 
house classes. This program in our opinion was inferior to 
the triministry program. The board neglected to inform any 
parent of its intent to educate their child. I found out that 
Paul was attending school, as he was no longer able to go 
swimming. He was in school from 9 o’clock till 3 o’clock. 
He could not go swimming. The board assessed these chil- 
dren without parental permission to do so and proceeded to 
program these children without parental consent. Clearly 
this was an infringement of my parental rights and an 
abuse of the law. 

The teachers of these classes were inexperienced in 
educating this population. Supplies were virtually non-ex- 
istent for months and these exceptional students did not 
receive services equal to other identified exceptional stu- 
dents in the community schools. The school staff refused 
to share pupil information, resources or expertise with 
other professionals. We, the parents, were strongly dis- 
couraged from being involved in a meaningful way with 
our child during school hours. Paul did enjoy his time in 
school but his life skills learning dramatically decreased. 

These two diverse services to our son have clearly 
shown us how systems should function to increase oppor- 
tunity for the individual and his family. During this phase 
of school board involvement in Paul’s life, we at least had 
continued reliable home care for him. Worse was to fol- 
low. In 1986, we learned that all homes for special care 
were scheduled to close. We were devastated. Where was 
Paul to go? What was Paul’s care to be? 

Friends and counsellors from the Oshawa and Durham 
Association for Community Living and from the Ontario 
Association for Community Living encouraged my hus- 
band and I to visit several group homes and associate fam- 
ilies to see if these options might be suitable for Paul. We 
soon realized that all agencies had long waiting lists and 
many were unable to provide the intensive care needed for 
Paul. We established the notion that a group home would 
likely be a good placement for Paul, but there was none 
available to us. 

Again, with the support of association friends, we en- 
couraged other parents to join with us to develop a policy 
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and program option for a non-profit organization to serve 
our own handicapped youngsters. Twenty-four-hour-a-day 
care would be provided, plus an in-house program of day 
activities would be arranged for each child. Twenty-one 
sets of parents worked for many months through hours of 
great discussions to form New Beginnings. This is an 
agency now operating two group homes and servicing 
eight young people here in Metro. 

0940 

I felt ttemendous hope and optimism for this opportu- 
nity to again become meaningfully involved in my son’s 
life. I expected Paul to live in a safe, secure home with 
quality care. I expected Paul to have meaningful day activ- 
ities in the home to further develop his life skills. I ex- 
pected Paul to go to school. I expected or at least hoped 
that Paul would have regular recreational outings. 

Paul moved to ChesterLe home on 30 June 1989. Paul 
was admitted to school later that year and continues to 
daily attend a regular high school, Sir William Osler, in 
Scarborough. Thus far, Paul is the only such severely 
handicapped youngster educated by the Scarborough board 
in this manner. 

Last summer, Paul attended a day camp for several 
weeks. The Scarborough parks and recreation department 
operated the program, which included a daily swimming 
session, group activities and weekly jaunts to community 
activities and events. We have been pleased to have Paul 
closer to home. We enjoy the opportunity to visit him reg- 
ularly and to bring him home for day visits. We have 
started to go swimming with him regularly. We feel a 
closer bond to Paul now and we enjoy our times with him. 

Changes have occurred for Paul. Some have been posi- 
tive, but some have caused severe stress and anxiety for 
his parents and his siblings. Paul’s care in the group home 
has been questionable. At times the home appears clean 
and tidy, at other times it is appallingly dirty and unkept. 
Recently Paul suffered a severe grand mal seizure. Paul’s 
neurosurgeon determined that Paul had not been receiving 
his prescribed daily medication. This unnecessary trauma 
occurred because the staff are untrained in medical proce- 
dures and are inexperienced care workers. There is no leg- 
islated certification required to be a care worker. Thus far, 
Paul’s in-house activity consists solely of watching TV. 
This staff has no programming vision or training. 

I am personally frustrated, as Paul is now 21 and he 
will be demitted from school in June and there are no other 
educational options available for him. I am personally 
frustrated because I have been unable to locate a life skills 
program or a workplace setting for Paul in all of Metro. 

I feel the policy to move residents from institutions 
back to the community is a great one. These youngsters 
can thrive and further develop in smaller homelike set- 
tings. These young people can become reinvolved with 
their families, neighbours and communities in meaningful 
ways. 

As you can see, Paul’s family relishes their involve- 
ment in his life. We want to see our dream for Paul be- 
come a reality, but this dream can only become a reality 
with strong, determined, creative people ready and willing 
to put their shoulder to the wheel. Changes have occurred 
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for Paul and his family and I am still enthused and stimu- : 
lated by the great potential we have to make meaningful 
changes happen in the lives of our most vulnerable citi- 
zens. | 

Mr Zwerver: That is obviously one parent’s story of 
the process that has led from a very segregated, institu-| 
tional model to living in community, with the concerns} 
that are very much theirs, as we all know. Part of our| 
challenge now is how we deal with those kinds of ongoing} 
concems, even when someone lives in community and is} 
supposedly part of community. 

What I would like to do is to ask Maureen Brown, the, 
executive director for the St Catharines association, to re+ 
flect the other side of that, which is really some of the 
critical issues involved in planning for individuals who are 
ready to move out of institutions, and from an agenc | 
administrator’s perspective to reflect on some of those in a 
succinct fashion, and then we will open it up for some 
discussion. 

Ms Brown: In listening to Mrs McPhail’s presenta: 
tion, some of the things came to mind that I think were 
raised by the members today. One of the biggest concerns 
for community administrators is the lack of consistency 
between the areas and the regions. If you have a gooq 
relationship with your area office, you usually can worl 
around getting the necessary funds to bring the individual 
back to your community. Depending again on the regiol| 
and the region perspective, some of my colleagues in othe} 
areas are not as lucky and have a difficult time trying t( 
meet the community’s needs. | 


Mr Beer: Excuse me, I am not clear. When you tall 
about the region, do you mean the regional government 0| 
the regional office of Comsoc. 


Ms Brown: The regional offices of the Ministry o 
Community and Social Services. We would like regiong 
government involved. | 

In the document there were supposed to be local pl : 
ning groups, and many of the areas have formed locé 
planning groups in order to incorporate the kinds of thing 
we need to bring the individuals back to our communities 
But these planning groups many times are not eve) 
resourced. It is done on an ad hoc basis. Some of th 
groups do not get support from their local ministry office! 
I happen to be fortunate and have a ministry office that 
very supportive, but some of my colleagues complai 
about the fact that they do not feel their needs are bein 
listened to. | 

The other area we are very concerned about is the lac 
of support in the community associations’ infrastructure 
Most associations have tripled, quadrupled in size sinc 
the multi-year plan has taken place, and many of us al 
still operating on the same models we operated on fiv| 
six, seven years ago, yet we have a lot of staff, we have 
union, we have parents who need our support, and we ¢| 
not have the infrastructure in place to run basically a bus 
ness. I think these have to be looked at. | 

We are concerned about how the dollars are accesse) 
Many times now when an individual is identified to retu’ 
to the community, such as St. Catharines, where I live, vi 
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lave to prepare a proposal for the ministry that would 
encompass an actual plan, such as a group home. So if I 
lave two or three people of similar needs or likes then I 
would put in a group home plan for those people and 
attach dollars to some day program or other supports those 
ndividuals need. We seem to forget some of the other 
supports. Many of these individuals come with behaviou- 
‘al needs; they need school support; they have medical and 
yhysical needs. I think it is very important that we try to 
ook at the individual; if he does not actually fit into some- 
hing we currently have, let’s try to be creative. But we are 
cocked into the system now and I think that is sometimes 
aot very good for the people. That is one of the things we 
set discouraged about, very much so. 

Certainly the wages are improving, and certainly some 

of the things Mrs McPhail mentioned about the untrained 
itaff is improving because of the fact that we are able to 
Yay a little more and we are able to keep consistency. In 
he cities like Metro it is probably a lot more difficult than 
n a community like St Catharines or the Niagara region. 
3ut I do think that is improving and we thank you for that. 
We have a ways to go. Of course, our staff needs more 
raining and support through the Ministry of Colleges and 
Jniversities to teach our people how to look after these 
igh-need individuals returning. 
, Those are some of the bullet points for myself as an 
idministrator. Again, other areas experience different 
hings, but I would be pleased to answer any direct ques- 
‘ions at this time. 


Mr Owens: First, I would like to thank Mrs McPhail 
jor her very frank description of the problems she has had 
i dealing with her son Paul and the system as it exists 
Oday and yesteryear, which is not all that far away. 

_ I would like to talk about some of the supports that are 
n place for families and perhaps where you see that lack- 
ng. You describe a fairly horrendous process at the begin- 
ling of your time with Paul, when he was essentially 
leemed only prepared for palliative care as opposed to 
levelopmental care. What kind of supports are in place to 
Jeal with the kind of intrafamily tensions that kind of situ- 
tion can bring on? You mentioned a disagreement be- 
jween yourself and your partner about which direction that 
Treatment could take, and I am sure it was not as polite and 
succinct as you described it today. I am concerned about 
hat, about the kind of services that are out there to help 
jupport families through decisions like that. 

1950 

In the later part of your presentation you talked about 
he current group home situation and your concerns over 
taff training. I wonder if you or your group are prepared 
‘0 make the kind of recommendations of what you see as 
veing needed to promote staff training to bring them up to 
he level of competence you feel they should be reaching 
\$ standards of practice. In speaking with staff people who 
fe currently working in these group homes, I know they 
hare your concerns. It is not just the parents who are 
soncerned about the level of service that is being provided; 
he staff is deeply concerned about whether the home is 
‘leaned or whether your son or the many other children 
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who are in these homes are being provided with a stimulat- 
ing and challenging program. 

Mrs McPhail: I do not know what the support ser- 
vices are today for parents going through a crisis. When 
we were first advised to place Paul, the doctor made the 
decision, phoned Surrey Place Centre, which was the re- 
gional placement centre for all the children in the Ontario 
region, and they came out. They said to us, “We think your 
child should go to an institution.” When I said, “I need 
time to think about it,” they were quite annoyed, because 
they were the professionals, they knew what was best for 
my child. I do not know whether that has changed. 

Shortly after that, the Scarborough Association for 
Community Living invited me to some meetings so that I 
could meet other parents who were dealing with handi- 
capped children in the home, but their needs were different 
from mine. I did not meet at any time another parent who 
was placing his child in an institution. Until we ourselves 
decided that our option was to meet with parents to discuss 
bringing our child from an institution back to the commu- 
nity, I had not met another parent in Sunnydale Nursing 
Home with the same needs and concerns I had. I am not 
sure if that is different now. 


Mr Zwerver: In fact, the next two presenters are 
going to talk about the whole area of family support and 
what is happening currently across the province, from both 
a parent perspective and an agency perspective. That might 
help answer the other part of your question. 


Mrs McPhail: For the staff training, I would like to 
see some legislation in place. I am a teacher by career and 
I cannot teach in the public school unless I have good 
quality certification. I am not sure why care workers who 
are looking after the most vulnerable citizens do not have 
to have some kind of certification, because there certainly 
is Some essential training that must take place for them to 
work in these group homes. 


Mr Jackson: Ms Brown, maybe you could share with 
the group the last two homes you were able to open, or 
three—how many homes have you opened in the most 
recent— 


Ms Brown: Four. 


Mr Jackson: What was the ratio of community based 
to institutional based? 


Ms Brown: Two community and 20 facility. 


Mr Jackson: I suggested to the minister yesterday 
that in the original document of the multi-year plan there 
was the matching approach, that we would assist those 
families with children in the community and those with 
children in institutions and we would go on a matching 
program, yet I am tracking more specifically the fact that it 
has become an exclusively institutional-based transfer. Can 
you share with this committee further insights in this area? 
In my view, it is a deviation from the multi-year plan. I am 
also concerned that it has become a policy of the govern- 
ment and, if not checked, will continue to be considered 
the norm once we are past these hearings. I have one other 
question after that. 
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Ms Brown: As far as the matching is concerned, for 
the community agency I did not think that was in place any 
more. About three to four years ago we were told that 
really was no longer valid, that the dollars community 
agencies would get for development would be attached to 
individuals currently living in schedule 1 facilities and 
nursing homes throughout the province. When an individ- 
ual is identified, such as in the homes we were, whose 
home might have been in the Niagara region or the St 
Catharines area, we go and meet these individuals and try 
to match them with individuals of similar needs so that the 
home can be fairly supported by like staff. We can squeeze 
in the odd community individual. 

I agree that it is a crisis for us. In St Catharines alone, I 
have a waiting list of 54 families who want their sons or 
daughters placed yesterday. They are saying: “You’re 
bringing back these people from the institutions. We know 
their home community is St Catharines and we applaud 
you for it. However, that doesn’t help me. I’m 75 years old 
and what am I going to do about Bill or Joe?” I say, wil 
realize that and I am trying to do my best.” 

It is frustrating for all local administrators, the fact that 
we are not able to support the families who have for what- 
ever reason been able to keep their sons or daughters at 
home. We do, though, firmly support deinstitutionaliza- 
tion, whether it be the citizens of the world or people who 
are coming back. But you are right that in the homes we 
have opened up, there have only been two community 
people served out of the 20. 

Mr Jackson: That is an experience I have heard from 
other groups as well. 

I have another quick question. It has to do with the 
bump funding, which concerns me. The first point—we 
did not have time to ask the minister—is that we have not 
received our transfer payments for transfer payment agen- 
cies in this province, of which you are one. It has never in 
the history of this province been this late. Having said that, 
bump funding was delayed several months from the time it 
was first announced. We now have received the bump 
funding and I am hearing from the associations that it only 
partially addresses pay equity, as well as some other is- 
sues, but it is not really moving the salary grid to the 
extent we had hoped. Could you tell us what your experi- 
ence is in your association? We will certainly get an oppor- 
tunity to hear from Harry with respect to his global view, 
but I would like to take this occasion to ask how it has 
affected your agency. 


Ms Brown: It has been really good. Yes, it was late, 
but with the election and things, we understood that. Our 
staff really did not, but we just kept holding them off. 
Basically, it is retroactive until 1 September, so no one has 
any dollars yet. We do not have the dollars; I just have a 
note saying how much I got, so I am just hoping it is going 
to come. But it has made some difference to the staff. Yes, 
they still are being paid less than their counterparts at 
schedule 1s. I happen to be in an area, though, where there 
is not a neighbouring schedule 1 facility, so it is not as 
apparent as for someone who is in the London area, say, 
where they are actually neighbouring right by someone. 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 








Our competition is mostly with school boards and things | 
like that, community colleges, which can pay more. But it} 
has made a difference and I am hoping it will continue to} 
make a difference to try to attract the kind of individual | 
Mrs McPhail is alluding to, who can work in our homes, | 
who has the expertise and experience needed to look after} 
these vulnerable people. | 

Mr Jackson: I wish we had more time. Thank you. 


Mr Beer: I have a couple of areas I would like to talk 
about, but are we going to be coming back to the funding? 
Is there another place where you would, in the global 
sense—because I appreciate Cam’s question and I think it) 
is important that we see how it is working locally and 
globally. Were we going to be coming back to that? | 

Mr Zwerver: I was going to take an opportunity near 
the end to pick up on that issue, but we can do it here as} 
well. | 

Mr Beer: Fine, because I want to take advantage of 
having a parent here as well as people who come from] 
individual group homes or administrative settings, to get a 
sense of what it is you go through; then that will help us as 
we move to the global. | 

Mrs McPhail, I found your voyage of discovery, if } 
can put it that way, extremely well done in terms of the 
humanizing of the process and the different kind of points 
along the way where, as a parent, with the expectations 
any parent has for any child—we all know all of our kidg 
have varying levels of ability; it is just that here we a | 
talking about some who are perhaps more obvious anq 
more in need of assistance. 
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I was trying to get a sense of some of those critical 
places where as a committee we might be able to help ii 
moving the system forward or making that system, I thin} 
as you and others have said this morning, more responsiv4 
to individual needs. I want to make sure that I have under 
stood some of the things you have said. | 

I take it that you see the concept of the group home a) 
being essential in this framework, but that group home-| 
your comments about New Beginnings and some of thj 
positives and some of the negatives there, clearly that thj 
requirement of appropriate support, whether in terms o) 
the kind of training the people who are working ther 
have, the funding that is available and just the setting, thi 
sense of home and community. | 

With that program, in terms of the involvement of pat 
ents—and I think this is one of the themes frankly la 
week we were dealing with in children’s mental healt| 
issues and in a lot of these areas we hear that commer 
about, as a parent, feeling blocked at times by the system. 
think you said at one point you had to be obstinate an) 
quite frankly I find that in a lot of these areas that is what | 
takes. I am sure that is not the way you wanted to neces 
sarily do it, but it is the only way that you found that yo) 
could get through. | 

How do you see the parents’ role as we go forward 
What kinds of things might we be saying that wij 
strengthen the involvement of the parent in the develoy 
ment of the services, of group homes, of other kinds 4 
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settings that perhaps we ought to have? How do you feel 
‘ight now about parental involvement and what are the 
things that need to be done so that, in your view, you 
would have a much greater say in what is going on? 


Mrs McPhail: As parents, I think we should have the 
full support and encouragement to be involved in every 
area of our child’s life.It has been difficult for us since 
Paul moved to the group home because it was a group of 
darents that developed this idea. Now I think we are kind 
of looked on as, well, we are not professionals so we really 
Jo not understand the system still and we are too emotion- 
illy involved so we really do not know what is right for 
yur child, which I do not agree with. 

I still have expectations for this child, as much as for 
ny other three children. I feel that I should be totally 
nvolved in this planning for my child, an indication of 
where he is going, what support services I would like him 
‘0 have and what are the essential services in the commu- 
nity. I think parents have a lot of creative ideas to offer 
were. 


Mr Beer: Where does the professional come in in 
erms of your own setup then? How do you, as the parents, 
elate to the professionals and how does that work, in your 
new? 

Mrs McPhail: I would like to see a professional who 
8 experienced, well-trained and knowledgeable about ser- 
nices for these children and has a visionary view of it to 
lelp us develop these ideas more fully. I see that as a very 
mportant part. I see it as an important part for the staff to 
’e involved with parents too and get to be like a small 
amily so that they know and understand our values and 
yur ideas as well as we would understand their values and 
heir ideas. 
_ I really see it as a visionary person leading a group 
‘robably that has some new ideas and different ideas that 
\¢ has seen at work in other areas who can share those 
vith us. 


Mr Malkowski: I have been very impressed with the 
resentation in terms of explaining your experiences, what 
‘ou have had to go through as your child has grown up 
nd the struggles you have had to endure. 

_ Iam wondering, at the very beginning, at the time, did 
‘Ou receive any parental support relating to the grieving 
irocess as well? I am wondering if you had opportunities 
) meet with consumer groups to get them to share their 
xperiences with you in terms of what they had to endure 
arough the system. 

_ I can see from what you are saying that most profes- 
ionals will advise parents on what to do, but often the 
Onsumer groups or advocate groups are not involved in 
stms of offering parents their perspective on their experi- 
nce. I was just wondering what has been your experience 
terms of consumer involvement. 


Mrs McPhail: I have not received much support from 
Ommunity groups or individual citizens, perhaps because 
Ur experience is very unique. I have received support 
‘om friends that we have made over the years in the asso- 
lations, personal friends that I have made through my 
chool years. I actually myself have gone for counselling 
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sessions. The counsellor said to me: “I do not understand 
this area. We do not have people going through this. I 
cannot advise you. I can only tell you what has worked in 
a general sense for other people.” 

This is a chronic grief system. It is not something that 
stops. There is no end to the story yet, so I cannot get over 
the grieving process. I have to continue through and strug- 
gle with it to try to make the dream still a reality for us. 
This is a difficult situation to deal with personally. We 
have that emotional issue to contend with continually 
while trying to contend with the business aspect of getting 
on with our child’s life and our lives. 


Mr Malkowski: Do you feel it is important for par- 
ents to receive emotional support from the group at the 
very beginning, as soon as the child is diagnosed, as well 
as getting the consumer perspective as soon as the child is 
diagnosed? Do you feel that those two issues are impor- 
tant? 

Mrs McPhail: Yes, very much so. 


Mr Jackson: The only reason I ask this is because for 
years people have asked me the question, “Where do I get 
help, Cam?” When I was a school trustee it was through 
that vehicle, and then here at the Legislature, but I find an 
overwhelming number of people who are not members of 
the local association. They vary in terms of having their 
own healing circles. They vary in terms of having their 
own in-house professional counselling or group counsel- 
ling. At what point did you join an association and what 
was your experience? 

I know that is a delicate question in one aspect, but I 
am sorry, I am a strong advocate of joining associations 
and building those healing circles within them. I wonder at 
what point you joined, and I think that is what Mr 
Malkowski is getting at. What advice could we give that 
might focus in that area? 


Mrs McPhail: When it was first suggested that we 
would have to place my child, as I say, we were involved 
with the local association. I felt the people there really 
tried hard to involve us, to give us some support, but be- 
cause their situation was so different, they were not having 
to deal with placing a child in an institution, I could not 
strongly relate to them. 

So we did not become involved with the local associa- 
tion again then for many, many years, not until I knew my 
child was coming back to Scarborough. Then I became 
reinvolved and am a member of our local association. 

I think they are very supportive people. They are ter- 
rific people. But because they still have not had the same, 
similar experience as we have, they have not been able to 
Support us emotionally. The people who are now support- 
ing us are the other parents in our group home. 


Mr Jackson: That was my point. 


Mrs McLeod: I was just wanting to comment before 
asking a question that I sometimes think if we go back, 
and your experience goes back such a long period of time, 
we do not always have the knowledge of what was in 
place then and how much that in fact has changed. You 
really were pioneering towards a very different kind of 
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environment for your son. We have come a long way, 
although there are still problems we have to identify. 

If I could come specifically to the question that I think 
Mr Jackson was beginning to address with his first ques- 
tion, that is the issue of support services that are there for 
people currently in the community alongside the supports 
needed for the deinstitutionalization. I was a member of 
the cabinet committee when the deinstitutionalization 
plans were being further considered. I know that there was 
a very strong recognition at that time that there were wait- 
ing lists of people in the community needing support ser- 
vices and that those had to be addressed. They could not be 
put on hold while the deinstitutionalization plans went for- 
ward. . 

I guess one of the concerns that I have certainly contin- 
ued to have as I talk to people in my own riding is whether 
or not somehow that commitment did not become trans- 
lated into the services that were actually provided in the 
community, whether or not that sense of commitment had 
not been conveyed, whether or not the expectation that the 
community needs of people would be met or whether it 
was funding that had not kept pace, I am not sure, but I 
wonder if you could just comment on whether or not there 
was even that recognition that the support services had to 
be provided for people in the community now. 
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Mr Zwerver: This might actually be a good time to 
move to our next two presenters, because their whole 
focus is on the issue of family support and support in 
community. If they can take a few minutes to outline that, 
it may make it easier to kind of get a focus on where some 
of this needs to go. 


The Vice-Chair: I do have two other members who 
wish to ask questions, perhaps on the previous set of dis- 
cussions. We should probably proceed with those and then 
move on to this other area. Is that okay? 


Mr Zwerver: That is fine. 


Mr Johnson: It is unfortunate that often we cannot 
ask these questions more timely. With regard to the group 
homes, I was wondering who owns them, what it costs to 
fund them and who pays for these costs. 


Ms Brown: It depends who owns them. In our associ- 
ation, we own the houses. There have not been any capital 
dollars from the ministry in the last few years, so our 
association has fund-raised for the down payment and then 
the principal and interest is debt-retired through the operat- 
ing budget that you receive in order to fund that home. 

The cost: Again it would depend on your area, what 
you would have to buy for a home. The homes are like 
homes like you or I would buy. Basically, the operating 
budgets are dependent again—and this goes back to hav- 
ing to take the individuals from the institution and not 
bringing in community people. An individual from an in- 
stitution may come with $50,000 or $60,000 annualized. 
You put four or five people into a home, you staff it, you 
buy food, you buy clothes, so you end up with an operat- 
ing budget somewhere around $200,000 to $300,000, less 
their family benefits allowance. 
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Mr J. Wilson: I just have a short question for Mrs | 
McPhail. In the group home setting, when there were 
problems with Paul receiving his medication properly and } 
on time, was that more a function of improper service or | 
not timely service, or would those care givers have re- | 
quired sort of paramedical training? | 

Mrs McPhail: I think they require more medical 
training. I do not think they understood the importance of 
his needing this medication daily and at specific times of 
the day. | 

Mr J. Wilson: I think that is important when we look 
at the training of care givers in the group homes in the} 
sense that there would be a real cost factor there if we were| 
to provide paramedical training, and that is why it is im-} 
portant. But in your case it would have helped a great deal. | 

The Vice-Chair: Let’s go on to the next presenters. 


Mr Zwerver: The next two presenters will be Doug| 
Cartan, who is the executive director for the Brockville} 
Association for Community Living, and Michelle Friesen, 
who is a parent from Windsor. They are going to take al 
few minutes to talk about what is presently happening inj 
the province in the whole area of family support and com- 
munity development. I think that will get at some of the] 
questions hopefully that Mrs McLeod was asking arial 
other issues that I know some of you would like to ad | 
dress. 

Mr Cartan: Thank you very much for the opportunity| 
to speak with you today. This aspect is extremely impor- 
tant to us and I want to give a brief introduction to it before 
passing it on to Michelle Friesen. 

I also want to say that no evaluation of the service) 
mandate for individuals, or in fact the multi-year, plan car 
be complete without an examination of what has been puf 
in place of the institutional options that people had tc 
choose at one time. If we have any expertise to offer—ang 
I hesitate to use that word, but between Michelle and my; 
self we have significant knowledge of some of the flagshi | 
programs that the government has put in place to suppor; 
families and hopefully to provide other kinds of options; 
so we have an extreme amount of knowledge on that be} 
tween the two of us. | 

One of the programs we wish to talk about today if 
called the special services at home program. It is men) 
tioned again and again as a flagship program replicatin) 
the principles of the multi-year plan, mentioned when thi 
plan was initiated in 1987 and mentioned in the most re, 
cent speech by the current minister. We want to talk mor) 
about how that is or is not meeting the test of the support 
that need to be put in place for families, given that we havi 
curtailed the institutional options for children and othe| 
people, which we applaud. It is those kinds of question; 
that we hope we can get into even more personally in | 

dialogue process. | 

At this time I wish to turn it over to Michelle Frieset| 
who is a parent from the Windsor area, to talk a little b 
more about her experience of supports at home and wit 
her family. | 

Mrs Friesen: I will just tell you a little bit about my 
self before we get going so you kind of know from where} 












































fam coming. I am a mother and I have four children, like 
Eva, from ages 3 to 13 years old. I brought pictures too, 
but mine are big enough to hold up. As I am holding them, 
[ will just tell you a little bit. One of the things I want to 
talk about is the idea that all of us are really busy within 
families. These are my two oldest. They are 12 and 13 
years old; and my two youngest, 9 and 3. David, Nicole, 
Lisa and Matthew. I guess I am here because of Lisa. This 
\s my daughter Lisa, who is 9 years old. 
__ My family does keep me very busy, between the two 
bre-teens and their rebellion and all of their after-school 
Activities and running around with their friends; between 
ny daughter who is 9 and her wanting to be with her 
‘riends and enjoying their time together and all of the 
hings we do with her at home that she enjoys, and be- 
‘ween my 3-year old, of course, who tries to get a little 
ime in there some of the time. 
__ I would like to tell you a little bit more about my 
Jaughter Lisa. As you can see, she has beautiful long 
sown hair and brown eyes. She loves being with her 
Tiends. She enjoys going to school, smiles widely. She is 
one of the tallest kids in her class and that was discovered 
oy laying her on the floor and having the tallest kid in the 
‘lass lay next to her. She has a beautiful smile and a conta- 
tious laugh, and like most 9-year-olds, as I said before, 
oves being around other children. She is at the same 
ichool as my other two children in our community. I live 
narural community in Essex county outside of Windsor. 
In the past, I guess over the last 9 or 10 years that we 
lave had Lisa, there have been people who would describe 
ler to you differently from what I have just described, and 
am going to sort of go over some of the things that we 
lave been told. To the local association, she was once a 
sient. As a client, she has been part of a case load. As part 
if various case loads, she has needed all kinds of various 
herapy—physiotherapy because she has cerebral palsy, vi- 
ual stimulation because she is cortically blind, intellectual 
timulation because she is severely developmentally de- 
ayed. So we have a severely developmentally delayed 
hild with a microcephalic brain who has cerebral palsy, 
eizure disorders, she is visually impaired and she cannot 
lo anything for herself. 
__ Yet my first description of her as being a happy child 
vho enjoys her friends, I think, is more welcoming, and I 
fart this way by saying to begin with, when we label 
‘eople, we set up barriers. If I were not to have introduced 
ay daughter to you the first way, I think you would have 
jad a harder time sort of even thinking about getting to 
now her. 
The children in her class and the kids in our commu- 
ity who come into our home do not know what any of 
10se words mean, but they know exactly what she needs, 
nd nobody has ever given them that list to describe her. 
hey know that she needs somebody to be her eyes and 
lat she needs somebody to be her hands and that she 
eds wheels to be her legs and they know what she likes 
) €at, what she likes to do and they know how to commu- 
icate with her even though she cannot speak and they 
now how close to hold up something so that she might 
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see it, and they never got a diagnostic list of labels to tell 
them that. 

One of the things that happens as our kids enter the 
system as infants with all of these labels is that profession- 
als start to take pieces of them. The physiotherapist gives 
you this program and you are supposed to do that, and 
somebody else says, “You have to do this to stimulate the 
eyes,” and somebody else gives you a feeding program, “It 
is taking an hour at a time to feed your child and this is the 
way you are supposed to do it.” Pretty soon you have tons 
of agencies and professionals in your life telling you, each 
of them, what you are supposed to be doing, and nobody is 
looking at, “Here is a young mother who has a child with 
high needs and two other toddlers in the home, and how 
the heck is anybody supposed to get any of this done any- 
way, because it is totally impossible.” 

Nobody ever looked in the earlier years at the family, 
the unit of the family and what was there and, “What does 
the whole family need, what does the child need in relation 
to the family and what could we do to support that?” Be- 
cause it was difficult and we were not coping, the first 
advice we would get was, “Why don’t you take some relief 
at the neighbouring institution?” That was all there was at 
the time. My daughter was 16 months old. When we went 
to the institution to visit, one of the things that really struck 
me was that that particular institution was mainly filled 
with adults. There was not a crib in the place. There were 
hardly any children, and reams of people who had to be 
helped to eat. I said, “How long do they get to eat?” “A 
few minutes each.” My daughter needs an hour and a half 
or she will starve. 

1020 

Of course we said no way could we manage that, but I 
have to say that had not a program come into place within 
the next six or seven months we could not have managed 
any longer. We had reached the breaking point, but special 
services at home was developed in the meantime and peo- 
ple were plugged into our home to help with our daughter. 

That was not the be-all and the end-all for us, however, 
because as the years progressed it was a constant battle 
and struggle to convince the professionals in the commu- 
nity that it was something that needed to be ongoing, that it 
was something we might have, in our case, needed a lot of. 
It was a constant re-educating of the people in our commu- 
nity around that. They were always looking at the rules 
and regulations of what the program or the agencies 
wanted to do. 

That is the second thing I want to come to, is that it is a 
barrier to families and support to families. The first one 
would be the labels and the programs and not looking at 
the family as a whole and holding that family in high 
esteem. The second would be rules, guidelines, agency, 
association, whatever kinds of stringencies that are put on 
families. 

An example I am going to give of that for us was that 
we needed relief for our daughter. Later, as years went on, 
there was a relief bed in a neighbouring group home. 
However, we did need a lot of in-home help as well. One 
of the conditions for us getting help in the home is that we 
would use the group home a certain portion of the time for 
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relief. That ended up being quite a headache, because we 
had to train staff. Lisa would come home dehydrated. They 
could not feed her, they could not give her a drink, and on 
and on and on. It got to the point where we were raising 
such a stink—and I had many of the same labels that I 
think Eva does—that they said, “Fine, we’re going to give 
your child somebody to take care of her for 12 hours a day 
in the group home,” I thought, “Why can’t I have some- 
body at home 12 hours a day?” but that was not the way it 
operated. 

I am only saying this to say this still goes on. Because 
the services and the systems are in place to do things ina 
certain manner, families who are able to identify what they 
need and want are always caught in the middle; they have 
this over here, but these are the rules and we have to do it 
this way. 

The third thing I would call a barrier is the way profes- 
sionals listen to families. They do not always listen to 
families. The people who are running some of these sys- 
tems and the people who are out there are not hearing what 
families are saying. The families are saying: “This would 
work for me. All I need is an individual plan and a little bit 
of money and somebody to support my ideas and help me 
in my own community, then a lot more could be accom- 
plished.” I firmly believe that a lot more energy has to go 
into the community people live in, so that the people at the 
library and the park and that kind of thing can get used to 
our children. That means if people want to keep them in 
the community, individual life dollars have to stay with 
those families. That means special services at home. 

The families I have been involved with range in age 
from parents of infants to adults. The parents are saying 
that this is what is working for them, this is what is em- 
powering them and this is what is helping their families, so 
that we are living by our own rules and not by the games 
of so many agency- or association-set-up programs. What 
happens when all of the resources are put in the pots of 
agencies and services? As families, you become dependent 
upon those agencies and services, because that is where 
the resources are and you have to follow their rules. I think 
it is dangerous for us as a society, as a province, to con- 
tinue to make people dependent. Families want control, as 
Eva said. Families want to be empowered, and oft-times 
they do need somebody who will listen to what it is they 
want, support them to get the resources and, if that is what 
they desire, help them to operationalize it. They need 
choices. 

Harry asked me to go quickly and to only take five 
minutes, so I think I might be leaving a couple of things 
out. 

I want to say that I am involved with the Windsor- 
Essex multi-year planning committee as a consumer. I 
have been on the committee for a couple of years. I think 
there has been a lot of growth in terms of that particular 
planning committee looking forward, and a vision and the 
ideas are there. However, I have the same concern that it 
appears that that planning body or that community is also 
strangleheld because of the systems that were in, when 
comments come up like, “We just have to wait and let it 
evolve and it will change.” 
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More and more families push for this, and I am saying | 
we are out of time. There are people now who do not want | 
to get into the stream of the existing systems and agencies. | 
They want a different approach. They want the resources | 
to put in place what they need for their kids. They want a 
co-ordinator or somebody who will listen to them. In our 
association right now people are so bogged down with 
budgets and staffing and meetings and doing a good job 
with all the other stuff they have to do that they do not 
have time to do that, there is not the staff to do that. There 
are a lot of parents coming together in Windsor and they 
are saying the same things: “Why can’t we phone one 
place? Why do we have to phone all these different agen-| 
cies to get what we need? Why can’t we phone one person} 
who can help us and why can’t we put in our own plans?) 
The program is very successful, but it has to go further. | 

Ms Stone: I would like to point out, too, that this is a 
very articulate parent. She is the kind of parent who makes) 
things happen for her child. But what of those who have) 
trouble with language and do not have the education to be! 

































regardless of handicap of the child. 


Mrs Friesen: I think also that if some parents do no} 
come forward and say to the professionals that they nee( 
these same things—they do not always feel confident to dd 
that—there is the mistaken assumption that everything jj 
okay. Yet parent to parent, over and over again, the samy 
thing comes up. Some of those parents just are not com} 
fortable with coming forward, but they say it to each othe! 
and they say it to me and they say that is what they reall! 
need. 

The Acting Chair (Mr Miclash): Would you be com 
fortable with some questions? | 

Mrs Friesen: Doug, do you have a wrapup? 

Mr Cartan: I think questions will be more appropr| 
ate at this time. 

Mr Owens: Once again we have, direct from th) 
source, comments that I always find more helpful in crys 
tallizing issues, especially situations like this, rather the 
just the “professionals.” | 

The issue I would like to address is twofold. One } 
respite care and the other is creativity in the provision ¢ 
services. In terms of attacking waiting lists, I need to gi 
some kind of direction on the level of respite care th 
might be needed within the community. It is my unde 
standing that some facilities have only one bed availab 
for respite care and that the need far exceeds that one be 
per weekend. I wonder if you could tell the committ« 
about your experiences in trying to obtain respite care at 
perhaps some of the experiences of some of your fell 
parent contacts. 

The second question is on creativity in the provision 
services. I am quite interested in hearing more about thi. 
in that it seems that once we have one model set up } 
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provide services we stick with that model for better or for 
worse. I wonder if you could make some recommenda- 
tions to this committee on how you feel the government 
‘could be more creative and perhaps even more proactive in 
providing services such as care at home and many of the 
other services that you find both useful and also required 
for your child. 
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_ Mrs Friesen: I will start with the respite, and I can tie 
a little special services into that, too. I served on an inter- 
Agency committee for a year or so in our community that 
was looking at respite care needs of individuals with 
higher need. At that time, the only opportunity for respite 
was in a couple of group homes in the community where 
there were beds set aside for that. What a lot of families 
were finding was that the model was very curtailing, very 
difficult, because you had to quickly get on the phone to 
get your bed and it might not be the weekend you needed 
itand you might have to go without that month. 
__ The other side of it was that it was a model that really 
was not working for all kids, because you have so many 
staff shifting and they do not know your kid very well. An 
2xample is that a daughter of a friend of mine went in and 
they fed her something she was allergic to and she was 
tushed to the hospital and almost died. It is a difficult 
model to provide respite with. 

In our community we worked for the number of years 
It took to finally develop something that was family-cen- 
med. It has grown from serving no families in March of 
last year to serving 50 families now and matching them 
with other families in the community; where many people 
are receiving their respite care in our community is that a 
20-ordinator has been hired to search a family in the com- 
munity near the family, match them up. They are paid for 
service: I call it an honorarium, because for what they are 
doing it is not a lot. It has worked really successfully. It is 
also serving the most families, more than the associations 
we with their beds, because I think especially for a lot of 
younger families coming up it is seen as something they 
ean feel comfortable using; people kind of hold back until 
heir child gets a little older before they use a group home. 
_ The way it ties into special services is that if families 
were to have an individual budget for their needs, if the 
‘amily were to say, “I need so much help to do this and this 
it home, but I also need some respite care,” and that be- 
ame part of their individual family budget, it can be done 
with special services. A co-ordinator in the community can 
‘ind a family and they can get some of the special services 
Jollars to do family respite. 


' Ms Stone: I think respite, as with special services at 
nome, needs to be flexible. I have a 20-year-old son who 
Nas a developmental handicap. He operates normally—I 
mean, to look at him he does not look visibly handi- 
tapped—but to find a babysitter for somebody who is 20 
years old is not easy. In fact, it is virtually impossible; the 
ind of money you have to pay to get people to do it is 
very difficult. He operates best in his home environment, 
40 to have someone come to us is much more easily han- 
iled by us and by him and probably by that companion 
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person than if he went to someone else’s house. That up- 
sets his routine and is very difficult. So in my case that 
would be a better scenario. 

In some cases having the child transported somewhere 
else works better. Having another family in place can 
sometimes work better for some families. But I think it is 
really important to have that flexibility and to have a vari- 
ety of choices so that it works best for the person with the 
handicap. It also works best for the family and for the 
support mechanism that is in place. I believe that is true of 
special services at home. It cannot be tailored. You cannot 
set up a rigid structure that says, “This is the way it must 
be.” The reason it works so well and is so much in demand 
is because it looks at the family. If I only need three hours 
a week, that is what I ask for and that is what I get. If I 
need 15 hours a week, then that is what I ask for. The 
makeup of that 15 hours is left strictly to the family, and 
that is really important. 


Mrs Friesen: I probably made it sound like all of 
those 50 families receiving relief were doing it through 
another family. I should not have, because in some cases 
people are coming in. 

Mr Jackson: I am glad you started to further refine 
this notion of respite and home care, because I think we 
need to clarify for the committee that this is a multiple 
delivery system and it has evolved over a number of years. 

Mrs Friesen, you talked about Lisa’s experience when 
she was nearly two, which would be seven years ago. Am I 
to understand that you did not have home care services for 
your local—it was not one of the pilot projects? 


Mrs Friesen: We were not aware of special services 
at home. We started asking for it when she was about 20 
months old. It took five months to get into place. She was 
almost two when we started receiving help. 


Mr Jackson: Maybe you are not qualified to get into 
this area, but perhaps at some point we will come back to 
this issue, because I have some concerns about how that 
system works in terms of it being an envelope; I have had 
experiences with families who fought to have their number 
of hours reduced while other families could not get access 
to the envelope. There are serious problems with the man- 
ner in which we administer that. I wanted to ask you to 
explain more clearly the difference between respite, which 
is in a sense moving out to another location, and then 
special services at home brought in and the kind of support 
that gives. Perhaps it has now been clarified a little better. 


Mr Zwerver: Maybe Doug Cartan can try to answer 
that and add a broader context, both the history of the 
program and how that has come together as well as some 
of the realities of how that is being administered at this 
stage. 

Mr Jackson: One other point, because I will probably 
lose the floor unless I get the question on. I want to thank 
both Mrs Friesen and Mrs McPhail, but I have to be very 
careful how I say this: I am very impressed with your 
presentation, but you are certainly not totally representa- 
tive of the kind of parents we have out there. In my 17 
years of doing direct association work, I have had cases— 
first, we keep talking about family, and we must at some 
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point underscore that we have a lot of mother-led, single- 
parent families, that there is a high incidence of this. We 
do not wish to discuss why that is, but there is. I have been 
called by doctors at 11:30 at night saying, “I am admitting 
Mrs So-and-So, who has had a nervous breakdown, and 
we are scrambling to find someone for the child.” I think it 
is important that we get on the record at some point—the 
word “desperate” comes to mind in several cases I have 
dealt with in my community and how terrible the support 
system is at that moment of crisis. 

I think we serve the committee well if we allow that to 
be put in perspective—not to take away from your presen- 
tation, which was child-focused. You are exceptional par- 
ents by virtue of your presentation today. We have a lot of 
parents who have nothing but their love to give their kids, 
and there are some differences out there. Those are the two 
questions. 


Mrs Friesen: Would it be okay if I respond to that, or 
is there going to be a question at the end? 


Mr Jackson: Those are my questions before I got cut 
off; I have left two hanging out there. 

The Vice-Chair: Was there a question there, Mr Jack- 
son? 

Mr Jackson: I wanted them to perhaps expand the 
description of parents. I sense those are the only two par- 
ents we will be hearing from on the association today. 


Ms Stone: Well, me. 


Mr Jackson: Three. I am sorry. You wear three hats, 
actually. 


Mrs Friesen: I get that kind of comment quite fre- 
quently: “You are different from other parents. You hang 
tough. You have it together. It may be easier for you.” At 
the risk of being vulnerable to a pile of people I do not 
know—Charles can attest to this; he has heard me speak 
before—there have been times that I have been very close 
over the edge, totally exhausted. In fact, I slept two hours 
last night and have not slept for three weeks. You get a 
little adrenalin when you do some of these things. It is very 
tough at home when the load gets heavy and there is not 
the extra support. I say that to you because I am not that 
different from any other parents. The other parents I meet, 
when we share one to one, may not be able to speak it out, 
but we have more in common than we have differences. I 
can appreciate what you are saying about single mothers, 
because it would certainly be doubly hard. We have had 
our personal crises and we have had our moments, but I 
am thankful that we are in a community and that there are 
some people I can call on, because she has been in com- 
munity and been supported to be in community. 


Mr Cartan: I wonder if I could just take a little fur- 
ther the question you have just mentioned now, as well as 
previous to this. People have asked whether the multi-year 
plan is meeting the benchmark or the standards that have 
been set. That is one of the reasons for looking at this. Our 
presentation focuses, on pages 15 and 16, on Challenges 
and Opportunities, which is what we really want to talk 
about. If you look at those pages, you begin to look at the 
flagship initiative for providing other kinds of service and 
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support to individuals so that institutionalization is not 
needed. That is what we are talking about here: Is the cup | 
half empty or half full? That is part of the presentation | 
here. 

To put it in a different context from Michelle’s, be-} 
cause I am not a parent but I help to implement and deliver | 
this program to people, I want to say that, first of all in| 
terms of describing relief and support, there are two types 
of relief and support in this province. One is out of home. | 
You go somewhere for a weekend, a week, a day—time—} 
somewhere to a home or to a bed somewhere. 





what families need. It was a needs study here. We have| 
many lessons from this eight-year-long needs study which) 
we can now present to you which we feel are not yet being 
taken seriously, and that is the issue we want to raise today) 

The eight-year-long needs study has shown us that) 
while the program was set up in order to have a quick in] 
and out to a family—see what is wrong, do something and 
back out, a six-month agreement and then the six monthg 
are over and you are back out—the prime use of the pro-| 
gram for families is that once you use it, you will probably 
want it again because chances are the handicap does not gq 
away, chances are the family stress does not go away. S : 


the intention of the program does not match its current use. 

The good news is that people of the day, the eigh| 
years, allowed things to be flexible. They did not say, “Si 
months; get out; you can’t use it ever again.” People reall 


ized: “Maybe we should just go with what families ard 


asking us. Let’s just see what is happening.” So after eigh| 


years, we find the majority, as much as 75% to 80% of thy 
families who use it once use it twice, three times, foul 
times, since 1982, like Michelle. That is number one. | 

However, the policy surrounding the program, the pol) 
icy surrounding the main flagship initiative to prevent in| 
stitutionalization is still last resort once you have trie 
everything else. It is not a primary home support optior| 
As a result, many things fall out from that. Number on¢ 
we do not commit serious dollars to it. Number two, we d 
not have a policy of multi-year funding to a family, so | 
family has to get nervous and frightened every 6 and 1 
months, and that is happening now in the province. | 

We do not treat the support family’s needs the sam) 
way aS we support service structures like group home 
when a family gives up a child to a group home or to a 
institution. We indicated to you earlier that there is a wag 
discrepancy between institutions and community staff. Th 
same discrepancy exists between community staff an 
people doing home support. We are now creating a thil 
system. The third system is a home support system and 
has an equal if not greater gap in the wages paid thos 
people. So in other words, if you want to look at the val 
of someone in our society and you apportion that value t 
the wages that person gets, which is one way of looking 
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‘value in our society, the most valued workers are if you 
give away your son or daughter to an institution; next, if 
you are ina group home; and the least valued workers are 
| the workers who support families to have their kids, sons 
_and daughters, at home. 
| So it is an issue of the amounts of resources we are 
| committing to it, but it is also a policy issue which can be 
done, it can be looked at, multi-year funding for families. 
Group homes do not have to sweat whether they are 


‘funded on 1 April, families do. My question is, why does 
/that have to happen? 


; The second thing we want to talk about, and it is an 
issue for us and I deliver this program to 60 families; we 
hire a lot of people in delivering this, besides the wage, but 
it is becoming another women’s ghetto of work. Not only 
do we have statistical data in our society to indicate that 
women still do a lot of child-rearing in our society, women 
are the people we are employing in our agency to deliver 
‘this program. We are averaging somewhere around $7 an 
hour to do something that we have now set other minimum 
standards, because of wage compensation adjustment, for 
community workers, not to mention institution workers, 
which for me is like nirvana in terms of being able to 
retain and control people. 

_ So I want to indicate to you that, number one, the 
program is good. It is a good direction and we all applaud 
this direction; it just ain’t taken that seriously in terms of 
the option for institutions. 


The other thing I want to say in terms of page 16 on the 
program called special services at home, again, as the flag- 
ship it talked about adults. What happens to the 75-year- 
old family with a 50-year-old son or daughter still living at 
home and they do not want an institutional option or a 
group home option? After eight years of the program, after 
nearly four years of the multi-year plan, that family can 
still not access the dollars. The cup is less than half empty 
in terms of adults. It is probably half empty in terms of 
ids and families because there are some things going on, 
‘but in terms of adults it is woefully inadequate at this time. 
‘My agency has just had applications for adults, a 65-year- 
am single mother with her 33-year-old daughter, turned 
‘down for the program that was just expanded to serve 
adults. 


A final point I want to make about the program, putting 
at in a systematic context, is that there is emerging in the 
rove a pent-up demand, which has been alluded to by 
the Ministry of Community and Social Services for some 
years now, of adults who need support. Rather than being 
Tesolved or met, that pent-up demand is simply growing 
and the expansion to services in the community has not 
happened. 


Special services at home is the one program which 
‘replicates all of the principles in the multi-year plan. It is 
the only one besides orders in council. It is the only one 
that replicates all of the principles of the multi-year plan 
,and we have yet to take it really seriously as an option. 








__ The Vice-Chair: Perhaps at this time I can point out 


jthat we have less than half of the time remaining that was 
allotted originally. As far as this section goes I have a great 
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number of members on the list, but you have three more 
presentations to make, if I am correct. 


Mr Zwerver: Essentially two more presentations; one 
on employment and another one on advocacy, essentially. 


The Vice-Chair: All right. We can go on for at least 
another 10 or 15 minutes and then split the last hour be- 
tween the other two presentations. Is that a good way to 
finish this? 


Mr Zwerver: This is a pretty critical issue which is 
core to so much and reflecting on the policy as it has been 
developed and as it reflects the principles of the multi-year 
plan, and I would suggest to you, as a committee, that it is 
really the core issue to where we need to go. 


The Vice-Chair: I just wanted to try to guide you in 
terms of time. 


Mr Zwerver: If we take the next 15 minutes to deal 
with questions, we could probably pick up our starters in 
the other areas involved. 


The Vice-Chair: That is fine. Very good. 


Mr Beer: It is nice to see you on. I am very glad to 
hear about the respite program. It is nice sometimes that 
something that gets started works. We talk about this and 
other areas that are in the broad social service field. We 
know that we are trying to do things to move the yard- 
sticks and yet there are still tremendous problems and is- 
sues. 

What I would like to focus on here from all three of 
your experiences is, I do not think there was a program | 
learned about in the short time that I was in the Ministry of 
Community and Social Services that struck me as being as 
effective as special services at home, and that the infusion 
of a small amount of money could have such an immedi- 
ate, direct and dramatic impact. When the Windsor-Essex 
group was organizing that particular program, that day I 
was down there talking to people about being able to de- 
sign and develop how you would use dollars to be of real 
help in your own homes in many cases, and so how do we 
begin to shift to incorporate that much more in programs? 

My question is this: The previous government, and the 
present government is going to continue with it, the long- 
term care initiative which spoke to community-based care 
for seniors and those with physical disabilities—that was 
the initial thrust, and that is proceeding. You have said, and 
I have heard others say, if only there were sort of one place 
where we could go to find out about programs, to get 
direction which as parents we could access, because some- 
times there are programs in communities and for a whole 
bunch of reasons people do not know about them. 

Do you think we should be trying to envelop the multi- 
year plan more into that long-term care initiative, or is it 
simply that if we could enrich the special services at home 
program, the parental involvement in defining and what 
we should be doing, and really focusing on families, be- 
cause I think both you and Eva earlier really underlined 
what looked like a need? Certainly there are needs that the 
child has, but the child is part of a family of whatever 
shape and description, and increasingly we know that there 
are more and more infants and younger children who are 
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now living much longer with greater needs, as well as 
those who are now adults whose needs are perhaps less. 

How do we begin to attack this organizationally, be- 
cause again, I think what we have to be doing here is 
trying to help move things forward. We can say, “Put more 
money into special services at home,” and frankly I think 
any government, if it can, wants to put more money into 
those things, but are there also some things that we can do 
that, if we can get more money into them, will also make it 
a more effective system? From your end of the telescope, 
what are some of your thoughts on that? 


1050 

Mr Cartan: I think it is an extremely complex ques- 
tion. In terms of its relationship to long-term care, which 
has some similarities that we can see in this, I would ad- 
vise extreme caution at this current time for a couple of 
reasons. One, the long-term care program in my commu- 
nity and in other communities has an extreme medical 
focus, although there are other kinds of integrated home- 
maker programs and other things that come out of it. For 
example, case managers are nurses in our community; 
99% of them are nurses. So there is a medical perspective 
on the situation. It is, at the same time, not as easily flexi- 
ble as special services is. 

Also, the final thing, which I think is the most impor- 
tant thing in the province, is that special services at home 
allow the user of the program to have control over some of 
the resources. Things are accountable, but that is not repli- 
cated anywhere else. While not all families choose the 
option to self-direct a contract, you still control the re- 
sources in saying, “I want it to go here or here and they 
can help me implement.” That characteristic is fundamen- 
tal to any of the announcements that have been made about 
self-direction in this whole field. I think in that sense I 
would express some extreme caution around seeing the 
two melding so quickly together. 

Mrs Friesen: I would just like to add that when I was 
referring to one place to go, it was more for one person to 
ask for help, not one place to go get your resources, be- 
cause families need the choice. We have experienced 
where needs were not being met because of inflexible 
agency guidelines or whatever and we could take our pot 
of money and we could go there where the needs would 
get met. That is really important. People have to be able to 
choose where they direct their funds. 


Mr Beer: I think that is an important point that I 
wanted to make sure we heard because it has come up. In 
fact, I think for those with physical disabilities there has 
also been that concern around the self-direction, the indi- 
vidualization which you speak to. 

The Vice-Chair: I would like to move on to Mr 
Malkowski next on the list, and then I have several other 
members waiting. If you could be brief, we will try to get 
everyone on for some questions. 

Mr Malkowski: I want to thank Mrs Friesen for her 
presentation and sharing her experience with us. You de- 
scribed your experience. Most of the previous information 
has been provided by medical professionals who describe 
it from a medical perspective or a deficit model. They say 
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all the things the children cannot, cannot do and then that 
of course influences the parents to increase their grieving | 
process. 

Do you feel that the medical professionals should | 
change their focus from a deficit model to a humanistic| 
model, and do you think that would help parents to feel| 
less stress or have less negative feelings towards their] 
child? | 

Mrs Friesen: Actually, that was part of my presenta- 
tion I eliminated when Harry told me to speed up. | 

I was going to refer to the fact that not only the medical 
people, but other professionals who are supporting you 
operate from a medical model, which is: “Fix it. This is} 
wrong. Let’s go in and fix it.” One example I was going to) 
give that was not even related totally to the medical was} 
that when we were in a state of collapse at one time and 
appealing for more dollars through special services ai 
home, we were told by personnel who had the control o 
the money, which in our area was the institution at the; 
time, if we just could not cope with what was there, the| 
maximum, then maybe our daughter should be placed, 
which I could hardly believe because the answer was like 
if we could not manage, it was our fault. 

One of the social workers sitting around the table who 
I think had just gotten out of university said, “Maybe ] 
could give you some counselling,” so it was like the 
mother needed fixing and everything would be fine, that 
kind of thing, and everything is like that, absolutely every- 
thing; and we have done a lot of work with parents in oul) 
community where we have said, “You have to start lookin C 
at your kid as a child first and even work with profession: 
als,” and we see change in our community. 

However, across this province people do operate from; 
like you say, the deficit model, and what really has tc 
happen is that people look at the whole person and wha 
does that whole person need to be part of the community, 
If it means support, you are there; it is not necessarily 
because something is wrong and we are going to fix it. It ij 
because they are different and they need the support and | 
would wholeheartedly agree that that does help parents 1) 
they can look in a more positive light that way at thei! 
children. 

Ms Stone: I always say, with my son, positive versu! 
negative, and if you look at him in a positive sense and al 
the things he can do as opposed to those he cannot thei 
you see him as a positive, functioning human being insteat 
of someone who is negative. I think that is a really impor 
tant point to bring out. How you view that person and thi 
amount of ability, even if he can only smile, that is some 
thing that he can give to us and I think it is really importan 
to look in those terms. | 

Mr Malkowski: I have a very brief supplementary 
Do you feel it is important that we have a hotline the) 
could help parents on the phone giving them the opportu 
nity to express their feelings as well as get information 
By using this humanistic approach, do you think the hot] 
ine would help? Is there any way that parents can g¢ 
relief? 
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__ Mrs Friesen: That is not anything I have ever thought 
of so I do not really know how to respond to that. I really 
want to be in favour in communities where people can get 
to know each other and network and Support each other 
and I see that working in our community. A hotline, like I 
‘said, is just something that I have not even thought of. 
Possibly in communities where there is in fact networking 
going on it would be a help. 

Mr J. Wilson: I have a difficult question and I guess it 
comes partly from my background. Prior to the election I 
was an assistant for many, many years, as Nancy may 
‘know, and also worked at Canada’s Health ministry in the 
last couple of years. Time and time again when we meet 
with groups we hear the same thing, as Maureen men- 
tioned and Michelle has mentioned and that I think a num- 
ber of speakers have touched on, and it has to do with the 
government itself or the bureaucratic process, and just to 
take a step back—Douglas, I know you want to talk about 
the service aspect more—what can we do, in a nutshell, 
given the time limitations of this committee and the lim- 
ited recommendations I think we will only be able to 
make? Should we be training our bureaucrats farther back 
in the system to understand parental needs? 

It seems to me there is always that gridlock of under- 
standing. Maureen mentioned that if you got along with 
your regional office, things went better for you. If they 
ook the time to understand you, it was better. We talk 
about the need for flexibility and control and accountabil- 
ty and yet the bureaucratic mind and the governmental 
mind often is: “We live in a legalized world. What if some- 
hing goes wrong? Can we trust the parent to deliver the 
iervice? Somebody might get sued along the way.” I am 
ooking for the miracle answer, I guess, but we talk about 
Taining care givers; maybe we should be doing something 
arther back in the system. We can give all the orders in the 
vorld as legislators, but particularly my experience with 
-anada’s health system, it seldom gets translated into the 
ield. I have always looked to see what the answers there 
night be so I would be interested, Mrs Friesen, for in- 
tance, to know what your experience there is? 

__ Mrs Friesen: Well, my feeling is that it is very sim- 
ile. If the bureaucrats and the people delivering service 
ust felt that families were that important and that they are 
mportant institutions and we value them, then we are 
joing to listen to them. If the whole model is what the 
amilies say they need and all the bureaucrats—if it is 
written in their guidelines and it filters down to the area 
‘ffices—and they know that families are the most impor- 
ant thing and what they say they need and what they ask 
or, we should give it to them. We should help them get 
ose resources. We should support them in any way. So 
1en the bottom line is, it is simple now, as far as the 
‘aining—if I can touch on the training—of staff people, in 
ly experience, maybe because I am doing the training, I 
ind I have a lot more success if the people do not have 
ny preconceived ideas and have not been trained already 
' some community college. My daughter has medical 
eds and they manage, because when the parents who 
old the key are doing the training and the asking, it can 
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only work. It is as simple as, if families are important, we 
have to give the workers who are in the families more 
money and we have to listen to what the families are say- 
ing. 
1100 


Ms Stone: If I was going to give you a magic answer, 
I would say that many families deal with many ministries. 
The co-operation between those ministries is less than nil 
in the sense that if you have a health problem and you go 
to the Ministry of Health, they look at you with blinkers 
and only see the health portion of your family. If you go to 
the Ministry of Community and Social Services for sup- 
port mechanism, they look at you with blinkers and see 
only that section of your family. Somewhere along the line 
we have to get some co-operation between all ministries. 
Education is another biggie in the sense that if the Ministry 
of Education is running a program, there is no flexibility 
for sliding back and forth or for some co-operation with 
another ministry. They are all done with the blinker con- 
cept. They are looking straight ahead only. 

I would ask you as a politician to begin to address 
some of that interministerial co-operation and some of the 
grey area that slides from one to the other. I think that is 
really important to families, because we often find we are 
dealing with lots of ministries, and we are dealing with 
them in quite separate ways and categories, as it were. 


Mr Zwerver: I think there is one other piece of that as 
well. Unfortunately, the issue of training and attitude in 
some ways is not as different within the bureaucracy of 
government as it is in the community at large, so it is one 
thing to have corporate direction and corporate policy, but 
it still means that there are people who come out of a 
certain mindset, who come out of a certain level of under- 
Standing, of attitudes, who have grown up with a whole lot 
of myths around people who have been labelled and are 
going to have to deal with implementing some of those 
policies, 

I think part of what we need to do is to be much better 
at beginning to deal with attitudes early on, with public 
education, and clearly we have to spend much more time 
dealing with some of those basic issues with the people 
who are hired to implement policy. That is true not just 
within government; that is true within the agencies and the 
structures. Parents have a lot to teach us about that, obvi- 
ously. We have heard that this morning. I think that is just 
a very basic issue and it runs throughout the whole system, 
because it is a system. 


Mrs McLeod: I want to take a moment to link a cou- 
ple of parts of what you have been saying so that I can 
clearly understand it, because I think what you have been 
talking about for the last little while may represent some 
fundamental change in our approach to providing service. 
You began by talking about an inflexibility that systems 
tend to develop and went on to talk about the importance 
of providing a service directly to the family, so that the 
family can essentially design a plan that works for it. As I 
listened to you, I wondered if you tend to think of the 
family as being the parent and the child with the particular 
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problem that we are providing service for and fail to un- 
derstand that the family is a larger unit that needs support. 

I will take 10 seconds to think of one constituent I 
talked with recently, a single mom with a two-year-old 
multiply handicapped child with severe medical problems 
requiring fairly constant attention, who was receiving ev- 
erything the system could give, special services at home, 
respite care through the voluntary organizations, Easter 
Seals support for medical treatment, extended family with 
informal caregivers, but it still was not meeting the need 
she had. The response was, “What more can we give?” 
What she was really saying was, “I need special services at 
home to be delivered outside of my home so that I can stay 
home and be with my four-year-old.” Is that the kind of 
flexibility, that specific kind of thing? 

Mrs Friesen: That is the kind of flexibility we want, 
for you to say, “Yes, if that’s what you want, we’ll do it.” 

Mrs McLeod: But that is where the inflexibility tends 
to come in. 

Mrs Friesen: Yes, and in our community right now, 
where there are some associate families developing out of 
this respite program I was talking about, we have been 
told, “No in-home programmers from special services at 
home can go into those homes.” So you tell me how some 
family that has young children is going to take care of my 
daughter by themselves for a week without a little bit of 
support. It is exactly what we are saying. There has to be 
flexibility. 

The Vice-Chair: Perhaps we should move on to the 
next presentation. 

Mr Zwerver: The next piece we want to focus on for 
4 few minutes is the whole area of resources and employ- 
ment, which is about, how do we use the resources of the 
community more effectively, not specifically family focus 
but how you deal with the wide range of supports that an 
individual needs within the community? What I am going 
to ask Doug to do is just briefly introduce that, and I have 
asked Gordon Kyle, who is our employment consultant, to 
give you a quick snapshot of what is happening in the area 
of employment. 

As you know, in the multi-year plan, Challenges and 
Opportunities, reference is made to providing a new direc- 
tion to employment for people with disabilities, with spe- 
cific reference to moving away from the sheltered minimal 
employment opportunities to really supporting people to 
be productive in a very real fashion in the community. We 
are in year four and Gordon will talk to you a little about 
where we are with that and what some of the roadblocks 
are, and also, I think, share with us some of the directions 
that are possible at this point. We will try to keep this piece 
relatively short to allow for some questions at the end. 


Mr Cartan: In terms of the resources in the multi- 
year plan, I think there are essentially, I guess you could 
say, two or three different aspects of resources that need to 
be looked at. One is the resources that are dedicated to 
individuals or families—special services is one example 
we talked about—but there are also resources dedicated to 
people coming out of institutions, nursing homes, that kind 
of thing. Those are what we call individualized resources 
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in our system. They have been available to people coming 
out of institutions. However, they, have not been available 
to people currently living in the community. That is a sig- 
nificant issue for us at this time, increasing the whole idea 
of the pent-up demand in the system. 

In addition to the resources for individuals, there are 
resources allocated to the infrastructure, the people who 
are core-funded, the supervisors, the behaviour manage- 
ment people, the infant stimulation people, other kinds of 
things, the infrastructure resources. A subset of what has 
happened in terms of that in the multi-year plan is the} 
wage compensation exercise, moneys, resources, allocated| 
to strengthen the infrastructure. That has been a good ini- 
tiative. We applaud that and hope that can be extended in 
the future so that there is more wage comparability inside 
the system. 

In line with those resource allocations, a subset of all 
of that is, by 1991 is anybody taking a look at how th 
resources have been spent and changing it all around? If 
you had a company and were spending for 12 years on a 
piecemeal kind of approach—that is the way things gro 
in social services, a piecemeal kind of approach—woul 
you not stop at one time and then sort of reorganize the 
resources differently because the demand in 1991 is no 
the demand of 1979? That is one of the key issues we ar 
trying to look at right now in our system. Two key areas 
where we are looking at that is residential and employ 
ment. I think Gord is going to speak for a few minutes or 
the allocation of resources and how it affects the employ 
ment side of the equation. 


Mr Kyle: I think the issues around employment ar 
not significantly different than all the things we have beet, 
talking about this morning. We have seen that the multi 
year plan has really called for a new direction and a nev 
way of thinking about how we use the resources at hand 
That is that we have tied up right now, or over the last tw! 
decades have tied up, a lot of resources into building bas) 
rehabilitation systems for people. We have attempted fo 
some time now to make people better, to take people wit} 
disabilities, put them in rehabilitation centres and prepat! 
them in some way for community. 

What we have found over the last several years is thé 
the more effective approach to dealing with people wit 
disabilities is to take them directly into their communitie| 
as with all the other services we have talked about her’ 
and provide them with the supports they need to mak 
decisions about the type of employment they want to g 
into and that would be suited to them, and support them | 
helping them to go out and meet with employers and fir 
employment and then with support to go in and learn tl} 
job, to do job modifications and to retain employment ov’ 
the long term. 

This is not new to the ministry. I think the document) 
tion that has been developed over the last few years fc 
lowing Challenges and Opportunities has clearly outlin( 
what it is we want to do. The problem is that we are ni 
getting to it. Quite a number of support-employment s¢ 
vices have started in the province in the last few years, 
it often seems that they are starting despite the efforts 
the ministry. We have agencies going off and playing wi 



























their Own resources and digging it up, and often fighting 
battles with their area offices Just to allow them to use the 
money they give them in a different way to provide a 
different type of service. 
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ie I guess the good news in this is that the minister re- 
cently came out with guidelines around supported employ- 
| 





ment which laid out a lot of these issues and I hope that 
will give some guidance to the area offices in looking at 
new ways of providing funding to services. However, at 
this time I have not seen a whole lot of new action. In fact, 
a number of area offices that I have talked to just have not 
begun implementation of the policies, or in some cases do 
not know what I am talking about when I ask them about 
the guidelines. I think we need to get that information out. 
Clearly, we really need to look at where we are spending 
money and how we can begin to start realigning the re- 
sources. 

The shelter workshop systems we run are very expen- 
sive and have a lot of resources tied into them. If we can 
find a way of moving that resource into supported employ- 
ment, I think we can make a lot of effective change. 

There are a couple of the key things that are stopping 
shange from happening right now. One is that the work- 
shops were traditionally set up to be places of work and to 
oroduce revenue. On the original funding basis they were 
all funded originally at 80% funding. The ministry pro- 
vides 80% and they are expected to produce 20% of their 
dudget through revenue. Clearly, if you are moving to a 
system of community supports, there is no room for reve- 
que production and the new systems just will not support 
hat. 

I think one of the keys to addressing this is that in 
pome cases we need some money to offset the revenue 
“xpectations that services are now expected to carry. I have 
worked with a lot of agencies in helping them look at their 
dudgets and in many cases we do not even need additional 
money. I think that because of the costs it took to run 
sheltered workshops, in the purchase of supplies, in run- 
ung trucks to get your supplies around and all the addi- 
ional costs that this kind of rehabilitation centre called for, 
he money that they save by not doing that and by going to 
yommunity supports—in many cases we are seeing that 
he services could run on the existing money if they were 
‘imply allowed to and were given some support from the 
Ministry to make the transition to the new services. 

_ Another area that we are going to need to address, 
owever, is staff training if we are using existing resources 
(0 develop new systems. We have a lot of staff who are 
tained and who understand the old way of doing things. 
(hey are well versed in rehabilitation, but not necessarily 
‘Community support. 

__ I got into this field in the late-1970s, running a shel- 
2red workshop, and at that time when I did my budgets 
ve used to normally slot in $125 per staff person in the 
judget. I recently sat down with one of our local organiza- 
ions to do a budget. They are still slotting in $125 a year 
er person 12 or 14 years later. It just will not do. We have 
> get more money in there, at least for the next few years, 
p get the staff up to speed and really address that. In some 
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cases we will need additional staffing resources as well. A 
lot of the services we run could provide community-based 
service with the staffing they have, but that is not always 
the case. 

Finally, I think that one of their real keys to success in 
getting into the community in the next few years is going 
to be the legislation around employment equity. We really 
need to get employers on side with what we are trying to 
do here and get more support from the community. We are 
pleased that the new government has said it would bring in 
employment equity legislation. That will be a very impor- 
tant component of this whole question. 

Mr Zwerver: We are open to questions and we can 
elaborate on any of these points. 


Mr Malkowski: I wonder if you are aware that there 
are services related to the Ministry of Community and 
Social Services. Often vocational rehabilitation counsel- 
lors refer people to sheltered workshops or to employment 
training centres for people who are disabled. I wonder if 
that referral system needs to be changed to more of a 


Supported employment opportunity. Do you feel that 
would help? 


Mr Kyle: Yes, I think so, absolutely. What all our 
speakers have talked to this morning is the issue of indi- 
vidual plans for people, looking at the person, looking at 
his family, looking at the networks that are around them 
and beginning to develop those networks to support peo- 
ple. The traditional vocational rehabilitation services sys- 
tem of evaluation and assessment and rehabilitation just is 
not working in the new model and I think we really do 
need to look at all those questions. 


Mr Malkowski: I wonder if you have any models of 
supported employment-centred models, whether in Canada 
or the United States, or an organization or some kind of 
model that you may wish to follow. 


Mr Kyle: The United States is somewhat ahead of 
us on this and a lot of the models we are adopting in 
Canada we are kind of taking and modifying for Cana- 
dian use, so there are a lot of models of planning and 
Support that came out of the United States. There are 
now, in Canada in the last five years, services that have 
done a very good job. We do have examples of quite 
successful services—one close at hand here. 

The Mississauga association has been running a 
Support employment service since 1984, I believe, and 
has had a great deal of success. It is a larger organiza- 
tion. We have smaller organizations all over the prov- 
ince that have done very creative things. One of our 
newer organizations is the Valley Association for the 
Mentally Retarded north of Sudbury that just never 
had any building based services and has been very 
creative in the development of the community, be it 
little towns like Nipigon and Red Rock up near Thun- 
der Bay that took a very traditional building based 
service. 

I think it was just a matter of a new director who 
came in and took seriously the literature that the Min- 
istry of Community and Social Services had been 
sending out and did what it said it wanted her to do 
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with the money it was giving her. It now has an absolutely 
community based system running in a very small town 
with a very minimal employment base in that town. There 
are a lot of other examples. Yes, we do have good exam- 
ples. 

I think the key now is the planning components and 
that is what we are struggling with, finding good models 
for individual planning and figuring out how that planning 
mechanism links with people’s residential and recreational 
options, as well. 

Mr Jackson: I would like to follow up on Mr 
Malkowski’s line of questioning. It is very good. He asked 
my first question, which was for examples and I was 
pleased you shared those with us, but on the point you 
made earlier, Gordon, with respect to change in format and 
cost analysis, has that ever been put to paper? Has that 
ever been analysed or are you aware of any reports? 

Mr Kyle: Cost comparisons between the two different 
approaches? 

Mr Jackson: Yes. You alluded somewhat to it and I 
did not know if it had been formalized or if it is just a gut 
instinct. 

Mr Kyle: It has been done at local levels. We do have 
some. The Mississauga association I just mentioned has 
done a very careful tracking for its own purposes there, 
costs between the way of doing business as they used to do 
it and what it is costing now, and that has been done in 
various areas. I am not aware of a provincial or Cana- 
dian— 

Mr Jackson: Okay. On the employment equity legis- 
lation issue, I have seen the statistics of what has been 
loosely referred to as the five identified groups, of which 
the severely challenged, the challenged, or as some may 
call it the disabled community, has been identified. I have 
a concern that within that subset of disabled that although 
the provincial average is high for disabled, access for chil- 
dren with developmental handicaps, they do not fare well 
within that group. Am I making myself clear? 


Mr Kyle: I think so, that people with developmental 
disabilities would not necessarily do as well as other 
groups under— 

Mr Jackson: The blind and the deaf and those with- 
out limbs are doing extremely well in the context of access 
relative to others and that is a concern for me. I do not 
want you to address employment equity legislation, but I 
want you to at least tie down a point for us in terms of 
within the community there may be some importance to 
advocate for that. 

1120 

Mr Kyle: If I understand your question, I think yes, 
sure, there is some concern that employment equity legis- 
lation will still leave employers going with—if they are 
legislated to hire a person with a disability, they will hire 
the person who is the least disabled and the most capable 
of doing the job at hand. I think this is where we need to 
marry the employment equity legislation with a strong 
support network, this type of system that we are talking 
about here around supported employment. The two need to 
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be done hand in hand. I do not think one or the other is 
necessarily going to do the job for us. 

Mr Jackson: Might I suggest then that given that we | 
are aware that it is a commitment, it might be worthwhile | 
for us to be looking at models around North America | 
which have succeeded so that we are ready when the legis- 
lation does come in order to have that fine-tuned input, and | 
might I share that with the association publicly, as I have | 
privately. 

A final, quick question, Mr Chairman. It has to do with | 
the economy we are in. I asked the minister yesterday if | 
she had anything to share with us about the minimum | 
wage policy and legislation which was dropped. You have | 
not really talked to that issue. 

Mr Kyle: We had a comment on it in the document | 
that we are submitting. 

Mr Jackson: We have not had a chance to read the } 
documents. We are very much at the mercy of what you | 
present to us verbally. The concern with that, also with) 
respect to a slowed economy—we are not getting the num-| 
bers of contracts—and its impact on our workshops, if you| 
could hit those two points very quickly. I will stop there | 
with questions, but those were two that I really wanted to 
get some feedback from your association and perhaps you 
directly on. 

Mr Kyle: If I understand the question, just to com- 
ment on the wage policy, we are very pleased to see that} 
the direction that was being sought has been abandoned) 
now. We had a lot of concerns about any attempt to evalu-} 
ate productivity of individuals with disabilities and then) 
pay them accordingly, to pay people less than minimum| 
wage. Very clearly, people with disabilities deserve the} 
same protection of law as everybody else and we have to} 
get better at providing support systems to ensure that peo-| 
ple can work at a reasonable level that warrants the mini- 
mum wage or better. | 

We keep talking about less than minimum wage, 
Minimum wage, especially if you are in the Toronto) 
area, is an impossible level to live at. We have got to do! 
better than that. | 

I think clearly there will be cases where we do have 
people whose productivity level is a real barrier to their 

employment and I think we will have to find models by! 
which we can make some compensation perhaps to thel 
employer or look at other approaches to it. But I think 
the Employment Standards Act set the standard that we 
want to see adhered to. | 

I did not quite understand the other question, but | 
think it was the productivity within workshops. 

Mr Jackson: How are they going to survive if we 
are not getting the contracts in this economy? What im: 
pact is that going to have? 

Mr Kyle: On what? | 

Mr Jackson: On the sheltered workshops. Are wé 
going to tell them: “Just go home. There is no work”, 
What is going to happen? What possible recommenda) 
tions could you give us? 

The government talks about protecting workers and | 
would like to make sure that we are protecting thes( 
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workers as well. They have a right to the same kinds of 
protections and interventions and supports financially 
which we are seeing in this very difficult recessionary 
time. What are you seeing happening, or do you have con- 
cerns? You have gone through one recession in this last 
decade, and this one apparently is going to be worse. 


_ Mr Kyle: I do not have a lot of concern on the shel- 
ered workshop side of things. Traditionally the sheltered 
workshops have been an inexpensive way for community 
>mployers to get subcontracted work done, so I do not hear 
a lot of concern coming up from those services that they 
are hurting. Where they have lost contracts, they have been 
able to pick up others because employers are looking for 
iheaper ways to do things. I have not seen that as a con- 
ern anywhere right now. Clearly it is a concern on the 
jevel of community employment, though, because there 
are people being laid off in all sectors and often people 
with disabilities are in the line of the first to be cut from 
| obs as cuts are made. 

I do not know that there is an easy answer to that other, 
‘han just making sure that we have supports so that people 
with disabilities are seen to be as valuable as other em- 
dloyees. 





Mr Beer: Just one comment, I guess, having moved 
way from the ministry. One point I want to make about 
he wage policy is that I think, frankly, that you had made 
your case and that would not have gone forward in the way 
in which originally it was going. I know not only I person- 
lly but many others, as we looked at the pilot projects, 
lad deep concerns about it, and certainly it is important 
hat you indicate the new direction we are going now. But I 
hink a case had been made and I just want to put that on 
‘he table. 


The question I would like to ask you is one perhaps 
hat especially those of us have who are from smaller com- 
Munities outside the larger centres, although this may 
“pply as well in Metropolitan Toronto and Hamilton and 
Nindsor and Ottawa. It is around the role of the sheltered 
vorkshop. I guess when we meet with parents, whether it 
's through the OACL or other organizations, there is a lot 
‘f fear at times among parents when they hear that the 
ocal sheltered workshop is going to disappear. The con- 
‘ern is not necessarily about the individual or about his 
‘mployment or rehabilitation or what have you, but just 


‘imply that in terms of a range of opportunities, I suppose, 


‘hat exist in a lot of the smaller communities, that work- 
hop plays a number of roles. 


I do not think that I have found in my brief experience 
's an elected member of the Legislature an issue which, if 
‘ou are at an annual meeting, kind of brings people alive. 
seeing things like the Mississauga program and talking to 
je people who are involved and really realizing the 
ought that has gone into it and the individualization, and 
nen if you just talk to the people first, you know that 
2ally is the way we want to go. 

_ What are some of the things that we need to do? 
‘learly, as Cam says, if we are in a recession, that adds 
ifficulty and so on, but in many communities those shel- 
i workshops are very much into the terra firma, and 
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you cannot be saying to people they are bad, they are all 
these horrible things, because the reason they are there is 
to provide help and people see them as being supportive. 
How do you work with that shift? I mean, it is an attitudi- 
nal shift, but it is more than that. 

Mr Kyle: It is an issue I deal with a lot, and a key part 
of what I do in my job is support to our local agencies in 
planning for transition of service. I have learned long ago 
to be very careful. I never walk into a place and suggest 
that what we are planning for is to get rid of the sheltered 
workshop, because you are right, you cannot deal with the 
backlash because there is still quite a bit of support for 
them in some cases. 

I think the key to it really comes down to what we have 
been talking about all morning. Again, it is individualized 
planning. I just recently had been working with one of our 
agencies on development of a new system of planning for 
people, and one of the things we are realizing as we go 
through the process is that by individualizing, working 
with families and working with people, we do not have to 
cut options from people. If, clearly, a planning process 
makes an indication that the person and the family and 
everybody involved is in support of the person staying in 
the sheltered workshop system, I do not think at this point 
there is any real reason to be moving people out of that 
system. Clearly, the sheltered workshops are not going to 
be disappearing in the next two years. It is a slow process 
of getting people into the community. 

I tend to lean towards suggesting to people to deal with 
the people who want to get out of that system and to work 
in getting people, through the planning process, out. If 
people are wishing to stay where they are, then stay there. 
Down the road, that may not be satisfactory in the long 
term because you come to a real philosophical barrier at 
some point, I would think, where the agency just simply 
Says, “We philosophically are for a community living or- 
ganization and can no longer support being the people who 
provide the segregated service in this town.” I am not sure 
what we will do when we get to that. I just have not seen 
any agencies that have actually got there yet, that have 
been so successful that they just do not have any need at 
all for their sheltered service. So I think as long as we are 
running them, let the people who want to be there stay 
there. Down the road we will have to deal with that. 

I think also what we see is that the people who want 
to stay in sheltered services become fewer and fewer as 
they become more comfortable with the idea and see 
that the supports are working for other people’s kids and 
for other people in the communities. 


Mr White: I have a couple of questions that are 
quite related, and perhaps I could address those both to 
Mr Kyle and to also you, Mr Zwerver. What I hear from 
the earlier part of your description of the program and 
changes in the program is some difficulty in shifting, in 
terms of the personnel who are employed, from one kind 
of work placement, which I believe is the sheltered 
workshop placement, to the community-based program. 
Essentially what you are talking about is using the same 
people who had the earlier skills, and without additional 


S-154 


training moneys, without additional staff development 
moneys. Out of the $125 a year, which nowadays pays for 
lunch if you include GST, you are expecting these people 
to adopt whole new ranges of skills. I will leave the other 
bit for a supplementary for Mr Zwerver along the same 
lines. How is that process working? 
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Mr Kyle: It is working somewhat by agencies being 
very creative with whatever money they have and finding 
ways of getting the training, but that is not terribly well, 
necessarily. It makes the transition of service very slow, 
because often services wait until they have an opportunity 
to hire new staff and then go and find people who have 
some training and some qualifications to hire in. I do not 
know; it is a very major problem in it. It is not working 
well, I guess, is the answer. 


Mr White: If I could, along the same lines, to Mr 
Zwerver, we had earlier an allusion from Ms Brown about 
the difficulty with increased service demand and of course, 
as Mr Kyle indicates, the changes in service requests and 
need for help in terms of infrastructure and the means of 
addressing those issues. I am wondering if you could com- 
ment on that. 


Mr Zwerver: I think that is becoming a very serious 
problem. As Maureen indicated, if you have an agency that 
has grown three- or four-fold over the course of even four 
or five years, and when additional resources have not been 
made available to deal with the infrastructure question, 
then you really do get into difficulties around, how do you 
manage that kind of system, how do you provide the sup- 
ports in-house that are necessary to ensure that service 
quality is being addressed, the training needs are being 
addressed for the organization, especially if there are not a 
lot of training dollars and it really is a matter of supporting 
it by the people that you have? 

I think what is happening in some cases is, agencies are 
beginning to say: “Stop already. We can’t cope with one 
more request. We can’t take one more person out of an 
institution. We can’t do anything more until we take a look 
at where we are, in-house.” The way that used to be dealt 
with was by agencies being challenged to look at the fat 
that was in the system and by reallocating resources and 
doing all those kinds of things. Well, frankly, there is not 
much to reallocate any more and that is becoming a very 
serious problem, even with some of the larger agencies. 

So really, I think for government it is now a question 
about if we are going to support a range of service options 
in this province, from very traditional kinds of models of 
community residences that are run by community living 
associations and other programs that are being provided by 
our member organizations, as well as providing parent- 
driven models and so on. I think it really is time to go back 
to some very basics. One of those basics, I would suggest 
to you, is not just around the amount of money that flows 
but also the flexibility with which that money can flow. 

We have some legislation that I would suggest to you 
creates problems. We have the Homes for Retarded Per- 
sons Act, we have the Developmental Services Act. One is 
funded 80%, one is funded 100%. There is the whole issue 
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of community agencies trying to find local money through 
fund-raising to essentially provide very basic services to 
that community, children’s programs that are funded at less 
than 100% because of a historic problem that has been 
there and people having to try to find the 3% or 4% in the 
local community. Yet essentially what is happening is, 
these agencies, transfer payment agencies, are in fact car- 
rying out government’s mandate. It seems to us to be un- 
reasonable to expect that these agencies go back and 
compete with all the other services in the community that 
do not in fact have a mandated responsibility to provide a 
range of services when we have government committing 
itself to a challenge contained in Challenges and Opportu- 
nities, saying, “This is what we’re going to do as a govern- 
ment on behalf of the people of this province to make sure 
that community living opportunities, truly individualized 
community living opportunities are going to be made 
available for all people, including those coming out of 
institutions, as well as supporting people who are already 
in the community.” If that is government’s commitment, 
then I think the dollars have to be there to do that. 


The Vice-Chair: I have Mr Owens, who would like a 
final quick question on this segment, and then we wiil 
move on to the next segment. 


Mr Owens: I may try the chairman’s patience on the 
definition of “quick,” but one of the success stories that I 
am aware of with respect to supportive employment is the 
Sunrise Janitorial Services here in Toronto. I am just won- 
dering, in looking at recommendations that you folks 


might be prepared to make with respect to training people | 


and preparing folks to get into employment, are we head- 
ing in the right direction? I am aware that there is a pro- 


gram or a model, social role valorization. Is that worth } 
supporting? Does that head in the right direction or are we | 
doing enough? Maybe that is a dangerous question to want | 


to ask, but are we headed in the right direction? 


The second is, Mrs Friesen touched on an issue that I 
am concerned about, cultural sensitivity. Are we doing | 





enough, again, to be culturally sensitive to the whole prob- | 


lem of supportive employment, or are we slotting people | 


into places where the family may or may not think it is 
appropriate? Due to cultural reasons, the family may or 


may not be able to communicate because of language. 


problems and, again, not understand the reason why their 
son or daughter is in the situation. 

The third issue that Mr Jackson touched on is, with the 
economy in a downturn, my understanding is, and you 
correct me if I am wrong, there is apparently a lengthy 
delay in terms of when a person is laid off and then when 
he can get back into the FBA loop in order to start Teceiv- | 
ing money again. Can you make some recommendations | 
how we can close that kind of gap so that there is that 
economic support from the time of layoff through to when 
FBA kicks in, or whatever social service is required? 





Mr Kyle: I think Harry will respond to the first part of 
this. 


Mr Zwerver: I will respond a little bit to the second 
half as well. If you remember the Transitions report, it 
really did talk about how some of that loop can be closed 
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_and I do not think we want to get into kind of going back 
through those recommendations, although Gordon may 
/ want to comment on that specifically related to supportive 
employment. 

_ The answer to the first part of your question, which I 
think underlies the whole issue that you are raising, is that, 
‘no, we are not doing enough. The question I guess is, what 
is enough? Enough is only when we can respond to an 
individual’s unique needs and be able to develop a range 
of supports for that person so that that person can truly be 
supported in community. Ultimately, that is where we have 
to come to. All the steps we have been talking about this 
/morning and all of the things you have heard already in 
your committee deliberations are really pieces of that puz- 
zie, and I think at this point, for a lot of people, it is a 
puzzle. We are trying to get all the pieces together. There 
are many different pieces to that. 

[think philosophically the issue from our perspective, 
and I think it has been well stated by the parents who were 
here, is that we have to respect the individual needs of the 
person. We need to provide a range of options for people 
based on their needs and based on their skills and interests. 
There are no simple answers. We have a lot of history in 
‘this province of doing things well. We also have a lot of 
history of sometimes doing things well in spite of the sys- 
tems and structures that are there. 

I would suggest that one of the things we need to do 
very quickly is to take a look at some of those systemic 
questions. They have already been alluded to—program 
| funding, model-building, legislative reform, all those kinds 
of issues. I think that really has to be the challenge of the 
government at this point. How do you make sure we have 
/an environment within which all of these things can work, 
rather than people feeling like they are beating their heads 
‘against a brick wall because somebody says, “It doesn’t 
‘quite fit” or If that is the kind of dilemma that we as a 
society are in, as an organization which advocates in this 
area we certainly continue to push for that. It is very diffi- 
cult in a morning like this to be concrete and specific about 
“every one of these issues. We have background documents 
for all of the things we are saying here today which we can 
make available to the committee. The fact is that it is a 
‘Matter of vision. If we have a vision which is reflected in 
Challenges and Opportunities for the future of all citizens 
of this province, then we have to make sure that at least the 
“Systemic issues do not get in the way of that. That is the 










The Vice-Chair: I think it is probably best to move on 
to the next segment. We are quickly running out of time. 


Mr Zwerver: Moving along to a systemic issue, I am 
going to ask Orville Endicott to share briefly with you 
‘some of our concerns and our position around the whole 
area of advocacy. We are very pleased, obviously, with the 
‘announcement by the Minister of Citizenship recently that 
‘the province is going to embark on developing a province- 
wide advocacy system. What we are going to share with 
you this morning are some of the questions and concerns 
which we think ought to be addressed as this model is 
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being put in place and which I think you as a committee 
need to look at in terms of the broader scope you have in 
your deliberations. 

Mr Endicott: I feel somewhat inadequate following 
the presentations you have heard this morning. Even 
though they are my friends and colleagues, I have to say I 
was very impressed with them. They are, without excep- 
tion, very hard acts to follow. I have to do that also without 
the support and assistance of my friend Ruth Hatton from 
Oshawa, who warned me that she may have difficulty get- 
ting here. Ruth is someone who shares her home with 
another woman who has some very challenging needs, and 
maybe those needs this morning took precedence over my 
need to have Ruth here to assist me. She did have the 
foresight to do a one-page handout about particular cases 
she has been involved in and I will be happy to share that 
with you at the end of the session. 

I guess I can take some comfort in the fact that I do not 
need to persuade people in this room about the usefulness 
of advocacy. One of the really interesting things is the 
degree to which we have had, across the political spectrum 
in this province, concurrence about something which is 
essentially a very revolutionary program. 

We had first the articulation of the vision by a former 
Progressive Conservative member of Parliament, the late 
Father Sean O’Sullivan, in his review of advocacy in the 
province. We had then, during the latter half of the 1980s, 
a period of reflection and nurturance of the idea under the 
former Liberal government, and now we have the New 
Democrats in the position to announce that implementa- 
tion is going to take place no later than 1992. 

Mr Chair, can I get some clarification? Is this the same 
committee that will be studying clause by clause the pack- 
age of legislation that the Minister of Citizenship an- 
nounced would be introduced? 


The Vice-Chair: I do not have word of where that 
legislation will be going. I cannot confirm that. 


Mr Endicott: Maybe at least some of you will be par- 
ticipating in that process during the coming year, and I am 
sure some of us will have an opportunity in that process to 
come back and share our ideas with you. 

What I wanted to do in a few minutes, and of course 
leave room for questioning, is to plant in your minds some 
of the things you ought to be looking for in the process of 
the introduction of this legislation and its ultimate imple- 
mentation. 

Advocacy is something you probably do not need me 
to instruct you about, but at the same time it is in danger of 
becoming a motherhood word that people assume they 
have commonality of understanding about. What I say 
sometimes to people is that the essence of advocacy is 
found in those three letters in the middle, V-O-C. Those 
same three letters are found in the word “voice,” V-O, and 
then there is an I thrown in, C-E. Advocacy is giving ex- 
pression to the voice of the individual, particularly, in our 
case, the voice of the individual who is vulnerable to loss 
of rights, to loss of autonomy, to loss of opportunity in our 
society. 
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The articulation of that voice ideally comes from the 
person himself or herself, and the advocate, then, is in the 
role of supporting and encouraging the voice that says, “T 
have rights, I have needs, I have entitlements.” But there 
are times, as well, when the advocate will amplify that 
voice, augment it with maybe special knowledge about the 
individual’s rights, and there will be times when the advo- 
cate will be called upon to actually be the voice for some- 
one who literally has no way of communicating in 
language the world can understand what his or her needs 
and wishes are. You have heard people this morning who 
obviously have used the voice of advocacy in that context. 

What I would also like you to keep in mind when you 
are considering the implementation of this proposal is that 
advocacy has to be independent. It has to be independent 
of government. It has to be independent of service-provid- 
ing agencies, including service-providing agencies which 
are part of the Ontario Association for Community Living. 
Advocacy has to be—and this is clearly the government’s 
intention—consumer controlled. It has to be accountable 
to and shaped by those for whose sake it exists. The 
minister’s announcement was interesting, because I think 
she was trying to find a balance between not saying some- 
thing vague and meaningless while at the same time not 
saying, “It’s going to look like this and this and this,” 
because the commitment is that the community is going to 
be able to have input and control about what advocacy in 
this province will look like. 

There is another important thing for your to keep in 
mind. You have heard advocates this morning who are not 
part of an organized system funded by the government of 
Ontario. Whatever system does develop as a result of this 
legislation must not interfere with that kind of natural sup- 
port that comes in families and friendships and existing 
community circles of support. We have to make sure our 
advocacy is not something that rides roughshod over those 
good things that are happening, but recognizes and vali- 
dates them. 

I have to say also something about the relationship 
between advocacy and substitute decision-making, be- 
cause the government’s announcement was that there 
would be a legislative package of three bills, not only es- 
tablishing advocacy in the province but reforming the very 
badly outdated law of guardianship of adults, and also a 
third bill which would again deal with substitute decision- 
making but within the context of health care services. 

This is probably one of the most difficult areas for you 
as legislators and us as advocates in the community to 
come to grips with, because when you really consider it, 
you are talking about two diametrically opposed phenom- 
ena. When you talk advocacy you are talking about em- 
powering people, letting them be in control of their lives 
by supporting them, but when you talk guardianship you 
are talking about putting someone else in control of 
someone’s life. 
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We saw it coming, so we certainly were not taken by 
surprise, but it is kind of puzzling that those two essen- 
tially conflicting kinds of legislation and public programs 
are being introduced in tandem. I think there is a reason for 
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it, and the reason is that guardianship needs to be under the 
scrutiny of advocacy so that guardianship is not resorted to 
too easily. Right now people complain that guardianship is 
costly and difficult. If you make it easier, are you really 
solving the problem or are you creating a new problem, 
that people too easily lose their autonomy? That is where 
advocacy comes in, to make sure that autonomy is not lost. 

I think we had better stop at that point so there can be 
some dialogue. 


Mr Malkowski: Thank you very much for your pre- | 


sentation. I have been impressed. Something I would like 
you to know is that I am a parliamentary assistant to the 
Minister of Citizenship, and what was announced in the 
House is related to the introduction of legislation in terms 
of advocacy and guardianship. I think you will find that 


there will be announcements being made some time in the | 


late spring. 


In terms of the multi-year plan, I think this relates quite | 


well. I wonder how you feel about the obstacles and how 


that might be included in terms of the multi-year plan. I | 
wonder if you could inform us of what you feel are priori- 


ties. 


Mr Endicott: Certainly advocacy is one of the most 
promising ways of dealing with issues of community liv- 


ing, where people are going to be able to understand that | 
they have an alternative. One of the things we expect is | 
that advocacy, under the terms of the new legislation, will | 


have a mandate to see people who are institutionalized, to 


get to know them, to allow them to know they have alter- | 


natives which are available to them if they choose. 


Of course, once they choose those alternatives, advo- 
cacy again can be a very strong support to make sure they | 


receive support in the community, which, you have been 


hearing this morning, is so often wanting. You have heard | 


very effective parent advocates, but it is not everybody 


who has a parent who is able to make that kind of strong | 


claim to the entitlement of the individual, so we do need 
other advocates out there as well. 


Mr Malkowski: I understand you have a lot of advo-| 
cates. You are talking about advocacy and empowerment, 
projects. I am wondering if the parents and other disabled | 
groups are involved and how those two are related. Do you} 
find that often there are conflicts between the parent group| 
and, say, the consumer groups? Do conflicts happen? 


Mr Endicott: There is potential for conflict, yes. In-! 
evitably, when the system comes to fruition, those poten-| 
tials will materialize and we will have to deal with them, | 
hopefully with sensitivity and by respecting, as I said ear-| 
lier, the genuine advocacy that happens already in family, 
settings and in other natural circumstances. 

I am glad Mr Malkowski brought up the scope of orga- 
nizations that are involved. I would like to draw your at- 
tention to the existence of the Ontario Advocacy Coalition, | 
of which OACL is a member along with some 25 or 26 
other provincial groups including People First, from whom} 
you will be hearing this afternoon. I wish like anything 
that I could be here to hear that presentation, but unfortu-| 
nately I have to go to a meeting of the Ontario Advocacy) 
Coalition so I will not be able to. I think you can expect to 
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have a very stimulating time with the delegates from Peo- 
ple First this afternoon. 


Mr Jackson: Orville, I thought it was an excellent 
presentation. Mr Malkowski has raised questions in the 
area I wanted to, but I wanted to add to his comment as 
well. Have you had an opportunity to examine the 
Weisstub report? You made veiled references to the third 
nature of guardianship; it is medical, and the right of an 
individual to refuse support treatment. Have you had a 
chance to look at that report? Not to deal with it specific- 
ally—I am aware of the report’s controversial recommen- 
dations. What is the nature of your association’s response 
to the government vis-a-vis the Weisstub report and/or 
some preliminary advice before we get legislation on 
guardianship? Those are my two questions. 


Mr Endicott: To answer your first question first, I 
have not had a look at the Weisstub report, if you mean to 
actually read it. My colleague Rod Walsh, legal counsel for 
OACL, who is in the room, was part of the Weisstub com- 
mittee. If you have particular questions about that, he 
would be in a better position to answer them than I. He 
does have a copy, because he showed it to me. I have had a 
look at it, only in that sense of the word. He has promised 
me that I will have a photocopy of at least the executive 
summary and recommendations, which I am looking for- 
ward to. 

This association does have an obligation to assist you 
as legislators and other members of the community to look 
carefully at the issue of substitute decision-making and 
what its implications are. We are very hard pressed to deal 
with all the things that have to be dealt with; even with a 
wonderful army of volunteers, sometimes it is difficult to 
be timely in our response to these issues. 


One of the encouraging things about the advocacy an- 
nouncement is that it is going to provide to advocates in 
the province not only funding to support individual advo- 
cacy but to support systemic advocacy, which would mean 
that groups like People First, like other community groups, 
would be able to have resources, which it does not have 
now, to think through these issues and come and think 
through them with you, which I think is very promising. 


Mr Beer: It is a brief comment I want to make, if you 
would respond to it. In a sense, I think I am also making it 
for Gary to take back to the minister. 

As we go forward in developing the advocacy system, 
just as we have been concerned that we do not want a 
service system that is going to work with all of the people 
with developmental disabilities or with physical disabili- 
ties, that we do not want that model to be purely medical, 
we accept that what we are trying to do in setting up an 
advocacy system is not to develop an overly legalistic 
model. I fully accept that there are times when the full 
force of the law has to be brought to bear, but I suppose 
one of the great concerns that often comes up in this dis- 
cussion is whether those who are working within organiza- 
_ tions, working with everyone we are talking about 
today—there is still an essential advocacy role within your 
association, within any number of organizations. What I 
would hope, as we move towards setting up this indepen- 


dent advocacy organization, is that the approach it takes is 
to go in to try to make things better, to use powers of 
persuasion as much as possible so we do not end up with 
just something where, in effect, every time the advocate 
comes to the door there is a sense that, “Well, today we 
will have a discussion and tomorrow we will be in court.” 
I want to measure my words carefully, because I do think 
there is no question that there is a need for advocacy, but I 
think we have to be very mindful that we are trying to help 
people here, not simply to spend more time in court or in 
quasi-legal systems. 
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Mr Endicott: The area of adult guardianship is one 
that has needed to be overhauled not just for decades but 
centuries. It goes back almost to the origins of our system 
of law. It is really just now that we are saying: Should we 
not be focusing primarily on helping people determine 
what happens to them in their own lives rather than focus- 
ing on assigning somebody else to make those determina- 
tions? When the minister announced that the 
centrepiece—that was her word—of her proposal was ad- 
vocacy, that gave us great hope. 


The Vice-Chair: We have time for one final question 
by Mr Owens. 


Mr Owens: It is more a comment, to thank OACL for 
the presentation they have taken time to pull together, and 
the presenters. I know it is not easy for people to appear 
before these committees, but I think you have provided the 
committee with lots of food for thought. You have cer- 
tainly provided me with some direction I need to head in 
aS a government member, as well as a member who deals 
with community living organizations within my commu- 
nity. I thank you for giving me that direction and some 
clarity on this issue. 


Mr Beer: I want to join Steve in expressing our 
thanks, but I would also like to note—and this is the bad 
news—that Harry is leaving the OACL I believe at the end 
of the month, as some members of the committee may 
know and some of us who have worked with him over the 
years. I know the tremendous job he has done there, both 
for the organization and in speaking on behalf of those 
with developmental disabilities. The good news is that he 
is still going to be working with families and children. I 
know we all wish him very well in his future endeavours. 


Mr Jackson: I would like to echo those sentiments. 

If I take my legislator’s hat off, as an active member of 
the Burlington Association for Community Living I would 
like to ask why we did not have specific recommendations 
in the report. I ask that question not as a legislator but as a 
member of the association. We can cope with whatever 
report we get. The oral presentation was outstanding. 


Interjection. 


The Vice-Chair: You had better put your member’s 
hat back on. 


Mr Jackson: Thank you for the interruption. It is ap- 
preciated. This is my brief time for closing statements, 
which is what you are in the process of. 
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I simply wanted to suggest to you that we followed the 
brief very carefully—I have not had a chance to examine 
it—and it will be helpful, but I would have liked to see 
some specific recommendations. I hope there will be an 
opportunity for us to get them in the next 24 hours, be- 
cause we are into recommendation-writing tomorrow 
morning. I will not ask the final question, but had I had 
time it would have been for you to give three specific 
recommendations to this committee that you would like to 
see in the report. Time will not allow that, so I leave that 
with you. Thank you very much for your presentation and 
all those who came today. 

The Vice-Chair: We have run out of time. I will take 
this opportunity to thank you as well, because we had a 
long, interesting and very informative session this morn- 
ing. You have brought a lot of people to the committee 
who have had the opportunity to add to our information. I 
think that is very worthy. Once again, thank you. 

Mr Zwerver: Could I just respond very quickly to 
Cam’s challenge about recommendations? 

The Vice-Chair: One minute. 

Mr Zwerver: What we tried to do in this presentation 
was provide you with a very broadly based series of issues 
and the concerns that come out of that, rather than specific 
recommendations. That was done very carefully. Obvi- 
ously, we would be pleased, on the basis of the discussions 
today, to come forward with some very specific recom- 
mendations, because all of these actually are based in rec- 
ommendations. We would certainly be very pleased to do 
that, and thank you for the opportunity to be here. 


The Vice-Chair: The only way we can entertain those 
would be if you submit them before tomorrow moming. 
Once we start getting into our final report writing, I do not 
think they can be added. 

In any case, we must move on. We have a very tight 
schedule today. 


Interjections. 


The Vice-Chair: Could I have some order, please? If 
you are going to have discussions, would you please do 
that out in the hallway. We must have our next set of 
presenters before the committee. Could I have some order, 
members of the committee? To be fair to our next set of 
presenters, I would like to move forward. 


ONTARIO HEAD INJURY ASSOCIATION 


The Vice-Chair: We have the Ontario Head Injury 
Association, Ray Rempel, before us. I am sure he would 
like to get on with his presentation. I thank you for being 
patient with us. We are under a time constraint and I need 
to move forward. As I have reminded all of the witnesses, 
we have half an hour for each presentation. I am going to 
have to hold you to that half hour. You can divide that up 
at the end or in the middle for questions. Whatever way 
you would like to do that is your choice. 

Mr Rempel: There are so many issues and items we 
would like to get into with you specifically, but we felt we 
had to step back and try to make a point more strongly, and 
try to make the point in such a way that the minister would 
understand that a lot of us are used to skating uphill but it 
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is a tiring process. We need to have a much clearer dia- 
logue and understanding between ourselves, as people who | 
are of that vulnerable or fragile population and those of | 
you who sit in the position to change situations for our- | 
selves. | 

The mission of the Ontario Head Injury Association is | 
to develop an environment within the province of Ontario | 
that encourages people who live with the effects of a trau- | 
matic brain injury to recapture, to the greatest degree pos- 
sible, the most productive lifestyle. Such a changed | 
environment includes the development of educational, av- 
ocational, vocational and living opportunities of equal 
value to persons who live with the effects of traumatic | 
brain injury as are available to the population at large . 
within Ontario; and further, to alter the attitudes and un- } 
derstanding of society regarding the importance of the pre- | 
vention of traumatic brain injuries. 

I would like you to keep that in mind as we go through 
this brief. | 

Of the five stated outcomes that follow the mission | 
statement, the two germane to this presentation say, “to 
significantly increase the number and types of resources | 
that benefit persons who live with the effects of traumatic | 
brain injury,” and, second, “to undertake and encourage | 
the development of research and educational initiatives as | 
they relate to traumatic brain injury issues.” 

I guess one of my jobs today is to educate the honour- | 
able minister and those who work with her. | 

The original announcement by the minister to put on| 
hold the deinstitutionalization process was a tremendous 
blow to the administration of the Ontario Head Injury As- | 
sociation, to the families who work with family members, 
and to those who have sustained injury to the brain. I will} 
get into that in a little more detail later. 

To provide you with the rationale for the statement that | 
it was a tremendous blow, it is important for you to recog-) 
nize that within the developed world and even within sup-| 
port agencies to the Third World, there is one common 
area of agreement that is a cornerstone of change, that iS,| 
to ensure to the greatest degree possible a most productive} 
lifestyle for persons. That such a lifestyle could be consid-| 
ered as a possibility within institutional walls for a person 
capable of growing and living outside of those walls is 
reprehensible and naive. 


1210 | 
Most devastating of all, in our thinking, was that in the, 
past decades we have had to attempt to influence govern- 
ments whose priority sometimes perhaps seemed to be 
more the economic viability of the country or the province! 
than concern for disenfranchised Canadians. But even 
within that context, they worked with us to the extent that 
we could develop an interest, and strides were made. Tre- 
mendous gains in fact, including the bill in question, oc- 
curred within that context. Now in 1990-91 to have a 
social democratic government put that deinstitutionaliza- 
tion process on hold without presenting any substantial o1 
horrifically validated reasons for the move is devastating 
and crushing to those of us who are directly affected by the 
move. 
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The most immediate and persistent rumour which has 


_ gone through the head-injury community and eroded con- 


fidence in the minister of the new government is that the 
freeze was the result of presentations by affected unions 
and their employees, more concerned to protect their status 
and wages than caring about the people they, to this point, 
have been purportedly serving. 

Government, advocacy groups and those in the posi- 


tion of providing opportunity for the people in question 


must always diligently safeguard the rights and the safety 
and the humanity of what can be described as a subtly 
fragile and vulnerable clientele. But to callously and with 
disregard simply change plans and direction creates confu- 
sion and havoc and fear in individuals’ lives. For some 
already fragile people who were in transition at the time of 
the announcement, it is just totally unacceptable. 

The minister and her staff need to be reminded that 
change, if needed and if the political will is there, can 
occur without shutting down the process. In fact, as initial 
experience is evaluated, one would think that ongoing 
change in a productive manner would be one of the antici- 
pated outcomes of such a project. 

It is important that the minister and her staff recognize 

that a significant portion of persons affected by this transi- 
tional process are persons who in fact live with the effects 
of acquired injury to the brain. I want you to understand 
this, because the population of fragile people comes with a 
whole host of problems they cope with. Such persons as 
we are talking about here, with traumatic brain injury, 
should be recognized as having many and frequently most 


_ of their pre-morbid capacities, and much of the knowledge 


still intact and within themselves. The brain cells de- 


' stroyed through trauma of course reduce the capacity to act 


l 
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out and/or perform with the same degree of intensity or 
skill as was the case pre-morbidly. However, the non-af- 
fected areas of the brain, as best they can, continue to 
function, and in the appropriate environment such a person 
will continue to develop in a productive manner. Likewise, 
unfortunately, in a counterproductive setting, that person 
will as well continue to develop but generally in a counter- 


_ productive manner. 


For that reason alone, it is imperative that never again 
will persons who live with the effects of injury to the brain 
experience institutionalization as a first-choice option by 
health care professionals and uninformed family or 


friends, and that those already institutionalized will be pro- 


vided support with appropriate skill and knowledge to as- 
Sist them to live as capably as is possible with the skill and 


knowledge developed to assist our population. 


A friend of mine and of the Ontario Head Injury Asso- 
ciation, a man in his late 20s, has resided in an Ontario 
psychiatric facility for the past four years, not because of 

‘psychiatric illness but because of his inattentiveness, a 
common deficit following traumatic injury to the brain. 
Were he here this morning, he could dialogue with you at 
| Par on any issue you would want to raise. Inattentiveness, 
‘however, is his primary deficit. Even without life-skills 
telearning, he is capable of much of his own daily living 
requirements. Unfortunately, inattention is a hazard to one- 
self on the streets of any Ontario city, stepping out into 


traffic specifically. Rather than an appropriate residential 
setting with adequate supports, we keep him in a safe psy- 
chiatric facility, and we do so because he does not have 
access to a residential program with appropriate supports 
and his mother is too elderly to work with him at home. 

In 1989 we held hearings to determine the status of 
wellness of Ontario residents who live with the effects of 
traumatic brain injury, and he gave testimony. He said in 
part: “I can’t participate in appropriate programs”—here at 
the institution—“because I am not yet a psychiatric pa- 
tient. However, I live with psychiatric patients and if I stay 
here much longer I am afraid I will become a psychiatric 
patient.” 

In summary, it is of small solace to be told that the 
freeze has in fact been lifted. We trust that the minister, in 
an attempt to restore confidence in the population of per- 
sons we represent, will henceforth include us who live 
with the effects of injury to the brain, both through first- 
person experience and through the experience of support- 
ing and befriending a family member or friend, to 
participate in any and all of the ongoing studies, discus- 
sions and decision-making that pertain to the treatment and 
planning for treatment of vulnerable adults. 


Mr Owens: Without making any comment on the un- 
substantiated rumour you have included in your paper— 
and it is an unfortunate inclusion in your document—I 
would like to agree with your statement about disenfran- 
chised Canadians. 

I had the pleasure of meeting the parents of a brain-in- 
jured child in my constituency. They had come in to speak 
with me about another issue, but very quickly the subject 
turned to the source of their problem, which was their 
child, 21 years of age, who had been attacked and was left 
with a serious brain injury. I felt a complete sense of hope- 
lessness. As a matter of fact, I referred these parents to 
your association, on the types of services we could offer 
these parents in—again, the words “respite care” come up, 
the type of retraining that is available, the level of diagno- 
sis we are able to do. This young man was a computer 
technologist with Bell Canada and the likelihood of his 
returning to that occupation at this point seems to be very 
limited. 

What do we do with these folks? Do we keep them on 
some level of social assistance? Do we create group homes 
for brain-injured people? I guess what I am asking you to 
let this committee know is what kind of resources we need 
to allocate to that disenfranchised section of the province 
and quite possibly the country, and how we specifically 
address their needs. Do they necessarily have to be differ- 
ent from the way we address issues which affect the devel- 
opmentally handicapped? 


Mr Rempel: In regard to your first comment, we did 
not just glibly put that rumour in. We put it in because 
within the community of people affected, that is reality. 
We are not at all implying that that was the case, but we 
are saying that rumour went through that community 
quickly. You had better believe that that is what quite a few 
people believe. Fact or fiction is not the point. That is 
reality at this point, and you need to be aware of that. We 
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did not indicate at all that that was the way it was. Where it 
started, I have no idea, but that is the way it went through 
our community, and I think it is our duty to let you know 
that that is what occurred. It does not say that is what it 
was, it says “the rumour.” We will leave it at that. 

I appreciate your question about the resources. Coming 
out of the 1989 hearings were 33 recommendations. As 
well as those 33 recommendations, there were four spe- 
cific projects that we felt had to be initiated in order for 
significant change to really occur. With the previous gov- 
ernment we were able to initiate one of those four and 
there was a sensitivity to dialogue and work towards the 
additional, but one of the problems of a change of govern- 
ment is that things kind of go on hold. 

The summary document of the hearings went out to a 
number of the ministers, I would say to about eight or nine 
ministers, who would have reason to relate to head inju- 
ries. I would be happy to provide this committee with that. 
It indicates the kinds of opportunities that are inexpensive 
opportunities, but opportunities that do not exist presently 
for people who have sustained injury to the brain. 

1220 

Independent living is definitely a place to start, and we 
are right now pretty much precluded from participating in 
independent living because we are not completely self-ini- 
tiating. In fact, one of the common deficits is a lack of 
ability to initiate, albeit the ability to perform. It is just the 
nature of the brain, that once it gets twisted and torn and 
those synapses get scarred, one of the first things to go is 
an ability to initiate. However, once initiation occurs, then 
performance is there. 

That is something that science is still a number of years 
away from being able to cure, so programs need to be 
developed to provide appropriate vocational and avoca- 
tional opportunities for our population. The literature is 
there. The one thing that there is not is a dearth of litera- 
ture on the kinds of things that are done in other jurisdic- 
tions, but really are not a part of any province. Our 
neighbours to the south and some countries in Europe are 
much ahead of us in Canada. 


Mr Beer: We have a short. period of time, and I won- 
der if we might just focus on the funds that were set aside. 
I would be interested in knowing and I think it would be 
helpful for the committee. If I recall, it was something in 
the order of $7 million from the ministries to begin to 
provide help. I am just wondering how that is going. 

Is that beginning to get into the communities and can 
you see some good things happening there? In building on 
that, what are some things that perhaps we ought to be 
looking at? Just as part of that, in terms of the approach to 
the head-injured community, should that be enveloped 
within and very clearly within the long-term care initiative, 
or do you see this as something that would be independent 
of that? 


Mr Rempel: One of the real dilemmas that we have is 
that money going to traditional agencies does not really 
help, even though it is earmarked for head injury, because 
there is such a lack of education and there is also a misun- 
derstanding. The kind of rehabilitation that occurs in reha- 
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bilitation hospitals is not the kind of rehabilitation or sup- 
port that people with a blow to the head require, and so a 
physiotherapist is not generally of utmost need for that 
person. In response to Mr Beer’s question, the money is 
there, but too frequently it is being put into traditional 
programs that are attempting to provide service and we are 
trying to fit that round peg into the square hole and it ain’t 
working. 

Neuropsychologists, for example, are probably the 
most important health care professionals for this popula- 
tion. OHIP excludes payment to neuropsychologists out- 
side of a hospital setting. In regard to most programs 
funded by the Ministry of Community and Social Ser- 
vices—no reflection on your past work or on Mrs 
Akande—but the people out in the field have been taught 
to think, “Keep this program affordable.” A neuropsych is, 
according to the people in the field, not an affordable 
health care resource, and so we will hire physios and occu- 
pational therapists, but we will not okay neuropsychs. That 


is some really elementary thinking, but that is the level that | 


we are at with head injury services. 


We are hoping that the new government will continue | 
to look to the provincial Acquired Brain Damage Commit- | 
tee, because one thing that Mr Beer and Mrs Caplan did 


that we thought was very positive was to listen to that 


advisory committee and to begin to act on some of the | 
recommendations. We trust that these ministries will dis- | 
cover it and will continue to listen to it. But we are dealing | 


with a population that is described really by the leading 
researchers and clinicians as the research being in the pre- 


penicillin era, so there is still an awful lot to learn about | 
helping folks who have had their brains jostled about to | 
really get back into a functional and enjoyable capacity in 


life. 


Mr Malkowski: Your presentation has been helpful. | 
Previously I worked as a vocational rehab counsellor and I | 
found from my own experience that it was very hard to | 
find services of a neuropsychologist in Ontario. It is also 
hard to predict if the person has a temporary head injury or 
a permanent head injury, so it makes it more difficult for | 
the rehab counsellor to predict what kind of services would 
be required. I understand there is also a lot of stress on the 
families, having to take a lot of responsibility for those | 
people who have been brain-injured. There have not been 
appropriate social adjustments and, as well, there is a prob- : 
lem with their thinking skills. I understand that we really | 
need some kind of service, for example, attendant care to | 
watch that person, to make sure that his rights are pro- | 


tected or the person is protected. 


Can you make any comment on that situation? Do you | 


feel that, if attendant care or neuropsychologist services 


were expanded and funding was provided for them, that | 


would be helpful? 


Mr Rempel: Yes. I think that the neuropsychologist | 
really needs to be used more for educating the health care | 


workers and professionals who work with this population 


than for further assessments on individuals in this popula- | 


tion. 
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In response to the observation about permanent versus 
temporary disability, if you look at the neuropathology, 
_you are born with all of the brain cells that you will ever 
have and you only lose brain cells throughout life. A line 
that should be interesting to you is that we all are shaped 
partly by the blows we have sustained to our heads from 
infancy on. Unfortunately for some, the blow creates a 
system of disturbance and damage that goes beyond what 
_the brain can absorb and still have them function accept- 
ably in society. 

What happens presently is that damage will occur and 
generally a good neuropsychologist can look at that dam- 
age and can begin to assist this person to develop strategies 
to improve her quality of life, not necessarily to get her 
back at her job as a computer analyst, but to make good 
progress. But because we generally do not have access to 
somebody who understands the neuropathology and then 
the behaviours that are resultant from the neuropathology, 

_what happens is that apparently the person begins to layer 
additional psychological problems on top of that base 
damage, because that base damage has not been identified 
correctly and the person provided with the appropriate op- 
portunity for continuing development. We are laying prob- 
lems one on top of another and, by the time she gets into 
one of the few transitional living centres in the province, 
she has such a host of issues that she is frequently not 
acceptable and ends up in a psychiatric facility, when re- 
ally she could have been back at home as a functioning 
member of society. 

What was the other question? 

Mr Malkowski: If we could expand the attendant care 
service. 


Mr Rempel: Yes, an informed attendant care service. 


Mr Malkowski: What percentage of the people who 
are brain-injured is a result of accidents? Also, what per- 
centage is a result of sickness, tumours, that kind of thing? 

Mr Rempel: Approximately 78% of the injuries are 
vehicle-related. That would be bicycle, motorcycle, etc. 


Mrs McLeod: I will make my question very brief as 
‘well, although I think this is a particular field in which we 
‘need to have much more awareness and information. I live 
‘in a community in northwestern Ontario which would be 
‘in terms of population a middle-sized community. My 
brief experience of direct work with brain-injured individ- 
‘uals was that you could receive physical assessments and 
physical therapy but virtually no psychological assessment 

Or assessment that would identify what skills are remain- 
ing and how those could be utilized. I was hoping to hear 
you tell me that that is an exception because of our loca- 
tion, but I am hearing you say that is more the pattern than 
it is anything else. 
_ MrRempel: It is that way in downtown Toronto. 

Mrs McLeod: Assuming that we can get beyond that 

and recognize those needs—and your example is close to a 
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totally different type of example but a similar kind of situ- 
ation that I experienced of residual skills being there and 
being unrecognized—to recognize what skills are there, to 
do that assessment, would we not need to go even beyond 
neuropsychology and break down some of the barriers be- 
tween traditional service, for example, learning assess- 
ments, educational assessments, the kind of support that 
might be needed and would traditionally be offered to 
physically disabled people rather than brain-injured peo- 
ple? 

Mr Rempel: A prime example of that is that in any 
foray that we try to make into the Ministry of Education, 
for example, school boards say: “We don’t have a prob- 
lem. We have Bill 82,” and we say: “You have a tremen- 
dous problem. If you want to really help that person 
receive an appropriate education as opposed to providing a 
service to that kid, there is a hell of a difference. If you 
don’t recognize the problems that this kid has besides the 
physical limitation, you’re not helping that kid.” 

Mrs McLeod: And if the brain-injured individual is 
beyond school age, then I would think there is a real prob- 
lem in accessing traditional learning assessment services. 

Mr Rempel: Definitely, except in private practice 
which is not covered by OHIP. 

Also, in response to Mr Beer’s question about long- 
term care, we would love to feel comfortable that persons 
who sustained injury to the brain would receive appropri- 
ate opportunity through the long-term care initiatives. Just 
based on what we have been talking about here, the lack of 
understanding that even the health care professionals have, 
including general practitioners, we feel that we collec- 
tively, you politicians and those of us who work with the 
population, are in for some really unpleasant surprises 
when we attempt to have people who understand physical 
disability provide appropriate service to people who have 
sustained a blow to the head. We trust that there will hope- 
fully be some flexibility there as that process is designed. 

The other thing I would like to say is that this really is 
a large population. I can assure you that each of you in this 
room, although you may not have thought about it, either 
grew up with somebody who had sustained an injury to the 
brain or know somebody now as an adult. I know that is 
the case. You just think back to some kid you were in 
school with who was “strange” and was a real “‘behaviou- 
tal problem.” The list goes on, but I can assure you that 
you know somebody. The prevalence is really significant 
in this population. 

We trust that you will continue and even speed up the 
process that we began with the previous government. We 
are sure here to support you and to back you in that. 


The Vice-Chair: Unfortunately we have run out of 
time. I would like to thank you for making your presenta- 
tion. We are adjourned until 1:30. 


The committee recessed at 1235 
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AFTERNOON SITTING 


The committee resumed at 1336 in committee room 2. 


CANADIAN UNION OF PUBLIC 
EMPLOYEES LOCAL 2191 

The Chair: I call the meeting to order. I would like to 
call on our first presenters, CUPE Local 2191. Welcome to 
the committee. For the purposes of Hansard, identify your- 
selves on the record and then you are entitled to a half- 
hour for your presentation. The time is entirely yours. If 
you would like to leave some time for questions by mem- 
bers of the committee, that is within your rights as well. 


Ms Faucher: My name is Francine Faucher and we 
are representing CUPE 2191. 


Ms Maye-Chandler: I am Pat Maye-Chandler. I think 
we would like to start the presentation. We are going to be 
doing it together this afternoon. I will be doing the first 
part and then Francine and then in the recommendations | 
will do some again and then Francine. I think we will have 
plenty of time for questions. 

On behalf of the members of CUPE 2191, employees 
of the Metropolitan Toronto Association for Community 
Living, MTACL, we would like to thank the committee for 
providing us with the opportunity to outline some of our 
concerns about the state of the social services in Ontario. 
In this brief we will present relevant background informa- 
tion and provide you with an overview of the problems as 
viewed by the members of our local. 

It is no secret that community-based services for peo- 
ple with developmental disabilities are in the midst of cri- 
sis and that crisis has taken the form of an inability to 
provide urgently needed services. It is a crisis which can 
be seen in high rates of staff turnover, a lack.of quality care 
provided to the individuals with developmental disabili- 
ties, wages which in some cases are literally below the 
poverty line, and hopelessly long waiting lists for existing 
programs. ! 

A brief look at the situation in adult residences within 
the association, MTACL, will give you some idea of the 
extent of.the problems. Last year our employer provided 
services to more than 4,800 individuals. In the adult resi- 
dential services, there are 252 spaces available. At the end 
of 1990, there were 605 individuals from the community 
who were put on a waiting list for a space in a residential 
setting. Of the people on the waiting list, 198 were consid- 
ered to be priority, meaning they were likely experiencing 
abuse or neglect, had aging care givers or their care givers 
had died. We offer these figures to reinforce our primary 
message to you today: this government must proceed with 
the ministry’s multi-year plan but only after it has ad- 
dressed the concerns of the present system. 

We must also state clearly that expanded government 
funding is necessary for these services to survive in the 
coming years. Unless this happens, equitable wages and a 
safe environment for workers and their clients are simply 
unachievable. It has now become almost commonplace to 
hear reports of staff experiencing threats of physical as- 
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sault and attacks on other residents or themselves by indi- 
viduals who are often dual diagnosed. 

Providing services for people with developmental dis- 
abilities has traditionally fallen on the shoulders of three 
components of our society, those being family members, 
provincial institutions and community agencies. The main 
drawback of institutional care has been how it limits the 
access of people with developmental disabilities to com- 
munity and family life. Families often turn to these institu- 
tions when they discover that they are no longer able to 
provide for the physical, emotional, educational and social 
needs of family members with these disabilities. Commu- 
nity agencies have the unique advantage of providing spe- | 
cialized and necessary services without imposing the | 
restrictions and isolation of institutional care. They are, if | 
you like to say, the happy medium. 

Over the past 15 years or so in Ontario, the ministry | 
has pursued a policy of deinstitutionalization, the net result | 
of which has been that many of these individuals who 
were previously served in residential institutions have been 
moved to community settings. All of this has taken place | 
during a period in which the demand for services from the 
community has greatly increased. While we firmly support 
this expansion of community agencies, recognizing the | 
many benefits it can provide, we must emphasize that in- | 
adequate funding has severely restricted the level of ser- | 
vices, such as the need for advocacy, housing, | 
employment, education, public awareness and recreation | 
for these individuals as well as the community at large. 


Ms Faucher: Probably, more than any one issue, the 
whole question of staffing has taken on a sense of urgency 
within the social service community. A severe shortage of | 
qualified and experienced staff combined with continual | 
turnover of existing staff has made the provision of quality | 
programs next to impossible. | 

It is clear to us that when existing staff are offered | 
wage settlements of 1.5%, the message sent is that their 
work is considered neither important nor valued. The other | 
message is that people with developmental disabilities are 
really not important members of our society. High staff | 
turnover in community agencies is the direct result of low | 
wages and high levels of work stress that we face on a 
daily basis. Sadly, the service provided by casual staff is 
often nothing more than custodial care. To make matters | 
worse, workers in these agencies doing similar work as 
Ontario government employees are paid significantly less. 
Right now in Ontario there is a wage difference of 20% to 
30% between ministry and community agency staff. 

As our representatives at Queen’s Park, we cannot im- | 
press upon you strongly enough that qualified and trained 
staff must be in place if residents living in institutions are 
going to receive the quality of care and services they need 
once they move into the community. We must not set them | 
up for failure. Leaving familiar environment and people is 
often a traumatic experience. All supports must be in place | 


before the move to minimize these traumas. 
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In our society, more and more parents have chosen to 
care for their children with developmental disabilities. 
They are, however, sometimes in need of time away from 


their children or are faced with a crisis situation where 


they need to have access to a parent relief service. This 
service is available in a few of the group homes within 
MTACL where a bed is allocated for this purpose. As you 
can imagine, the waiting list for this particular service is 


very lengthy. 


A parent relief service is urgently and greatly needed in 
our community. However, it should be mentioned that in 
order to adequately meet the needs of the parents of devel- 
opmentally disabled children or adults, this service should 
operate independently—and I do stress independently— 
from the group homes. This would ensure that appropriate 
assessments could be done by trained staff to provide the 
necessary supports to the parents and the individuals re- 
quiring the services. 

We, the community, the government and advocacy 
groups must all put ourselves in a position to provide the 


_ appropriate community alternatives to the families and the 
individuals who have developmental handicaps. We be- 


_ lieve that You’ve Got a Friend review of advocacy in On- 


tario must be implemented to ensure that advocates 


_ independent of the agency providing the services are avail- 


able to ensure that all people with developmental handi- 


_ Caps are treated in a fair and humane way at all times. 


While we have only briefly touched on some of the 
problems facing communities agencies, we have, hope- 
fully, given you a sense of how urgent these problems 
really are. As things stand today, it is clear that everyone is 
suffering, the people with developmental handicaps, the 
families, the front-line workers and the community. We are 


in a crisis situation. Staff turnover, too much dependence 


on casual staff, obscenely long waiting lists, wage dispar- 
ity between ministry and community staff, aggressive and 


_ threatening behaviours, again, are some of the more urgent 
_ problems which need to be addressed now. 


Ms Maye-Chandler: We hope you will agree with us 
that our ultimate objective is to provide the highest quality 


of care possible. To that end, we recommend the follow- 





ing. 

1. Staff should be hired in accordance with the current 
demand for services for people with developmental dis- 
abilities. Staff-to-client ratios must not be arbitrarily de- 
cided. Each setting must look at the particular needs of the 
individuals presently in their setting; for example, medi- 
cally fragile individuals and those with histories of aggres- 


| Sive or disruptive behaviours. More staff time should be 


available to develop ongoing program activities to ensure 


| teaching of life skills and promotion of independence for 


the population we serve. Existing programs must be on a 
continual expansion in order to meet the community need 
for today and future services. 

2. Massive public education for staff and the commu- 


“Nity to ensure that integration occurs whenever possible 


and to make sure that all vulnerable individuals are pro- 
tected. 

3. Staff salaries must be increased to the levels paid to 
provincial government employees in similar positions. 


This would require an increase in government funding to 
enable agencies to negotiate appropriate wage settlements. 
Equitable wages would encourage qualified individuals to 
enter our industry and would retain the services of existing 
staff which will increase the quality and consistency of 
services being delivered. 
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Ms Faucher: 4. Independent advocacy groups must 
be recognized and implemented. 

5. The document labelled Transitions must begin with 
implementation at stage 1. All individuals must live in the 
community regardless of the severity or type of their dis- 
abilities. Newer models must be developed to meet their 
needs. Staff must be adequately trained to provide these 
services. Resources and supports must be easily accessible 
to families, staff and agencies. 

6. Government inspections need to be done on a regu- 
lar basis. Inspections of all settings providing services for 
individuals who are developmentally disabled must be oc- 
curring on a regular basis, at random and without previous 
warnings. 

Once again, we thank you for this opportunity to speak 
today. We will answer any questions you may have. 


Mr Owens: I would like to thank both of you for your 
presentation. It is always nice to get that third component, 
the view of the workers in the actual situation as to what 
they see going on. I would like to ask a couple of questions 
with respect to recommendation 6, about government in- 
spections being done on a regular basis. 

Am I to believe by this comment that, first of all, in- 
spections are not being done on a regular basis, and sec- 
ond, that there is some type of forewarning that is given to 
the particular home or group that is being inspected? The 
second question I have is with respect to parent relief. 
Again, we talked earlier about group homes having per- 
haps one bed available for respite care. I would like you to 
perhaps further comment on how that affects your role as 
workers in the group home and also how it affects the 
parents of the children or adults who are on what you 
determined is a lengthy waiting list. 

I am wondering what kind of recommendations you 
could make to this committee as to how we as a committee 
can recommend to the government on improving that role 
as an aid to going forward with the multi-year plan devolv- 
ing adults and children from institutions. 


Ms Faucher: As far as the parent relief services are 
concerned, we do have a few group homes within the 
MTACL where there is a bed for parent relief service. 
What happens is that a parent brings the child, who may be 
an adult or a child, to the group home where other individ- 
uals reside. I am sorry; I am very nervous. 

The Vice-Chair: Take your time, but we do not have 
a lot of it. I caught myself there. 

Ms Faucher: The reason I was emphasizing parent 
relief service to be independent of the group homes is not 
to impose on the privacy of the residents who live in those 
group homes. However, the service is needed and there are 
more and more parents who do choose to keep their kids. 
After 25 or 30 years of keeping the kids at home without 
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taking a holiday, they need to have some time away. Now, 
how do I propose this solution? 

Mr Owens: What type of recommendations could you 
make to the committee as workers in the situation to en- 
hance the program? Do you see it going in a particular 
direction that it may or may not or should or should not be 
going in? 

Ms Faucher: My idea is, in the group home setting, to 
have beds for parent relief service where the staff would be 
trained to take assessments and meet the needs of the indi- 
vidual on a short-term basis as needed. It would be not a 
residence. 


Ms Maye-Chandler: If I can answer that as well, I 
work in the parent relief unit for children’s services. Cur- 
rently, we serve two different individuals. We serve clients 
on a regular, scheduled basis of parent relief, but we also 
serve clients who come in in a crisis situation. I have had 
clients who have come in after they have beaten up their 
mother and been beaten themselves and we have had to 
soak them for a long time in the bathtub just to find out 
what the damage is, and I get half an hour’s notice. 

Our employer has tried to change that and give us as 
much notice and knowledge as possible, but currently we 
often do not get any information except that a client is 
coming in in a crisis situation. The other thing is that the 
other community agencies that we are providing parent 
relief to, specifically for children, are now closing down, 
so where I work, we are it for the community. That is very 
sad because the idea is to try to help keep these individuals 
in the community with their families, and yet they are not 
getting the supports and in fact they are closing down. 


Mrs McLeod: I would not mind pursuing the problem 
of some of the respite care facilities being closed down, 
because I have heard that on other occasions, but I think I 
will focus instead on the question of training, because you 
mention in your brief that adequacy of training is abso- 
lutely essential. Could you say a little bit about your feel- 
ings on the training that is available now? Are there 
enough programs? Are people interested in going into 
them? Are there any opportunities for extra training after 
you are out in the field? 


Ms Faucher: There is opportunity for extra training 
out in the field, but now a lot of times, because we are 
working so short-staffed, your training is by doing. You 
are filling in and you are expected to fill the roles without 
knowing what the objectives really are. 

After being in a position for a short or lengthy period 
of time, depending when the courses are offered, then you 
go into a classroom setting and take the theory aspect of it. 
So the training is limited. The turnover is so high that the 
training is continual. The people who have been there the 
longest are always training new staff. But if you are learn- 
ing from me and I have a lot of bad habits—the training 
has to be more in depth in order to meet the needs. What 
we are finding is that a lot of the care that our individuals 
do get is custodial, without engaging in more independent 
living skills. 
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Mrs McLeod: Would most of the people who are 
working in the group homes be community college-trained 
graduates? | 

Ms Faucher: Some. 


Ms Maye-Chandler: When I started working for the | 
association 15 years ago, I was only in the second group of | 
people to go through a community college program. Be- | 
fore that it was training in the institutes and it was hands | 
on. Sad to say, I see it is going back to that. The commu- | 
nity colleges are not able to attract people to the programs | 
because of the shifts, the wages and all these things, so it is | 
coming full circle again in terms of that. That is very sad. 
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Mr J. Wilson: Just briefly, we have heard not only | 
from you today but from other groups about the wage gap. | 
Frankly, I do not really know what the wages are. Do you 
have sort of an average salary scale, for example, in Met- 
ropolitan Toronto? Second, what are the staff-resident ra- 
tios on average? 


Ms Faucher: The staff-to-resident ratio on average is| 
one to three or one to four, depending on the level of | 
independence the individuals have. The wage gap is quite} 
high. We have individuals who work full-time for the asso-} 
ciation. Their salaries start at $17,000. In the residential| 
setting, I believe it goes up to $28,000. ; 


Ms Maye-Chandler: I have worked there for 15| 
years and I now make about $26,000 on top of working} 
weekends, afternoons and all that kind of thing. 

You asked the question about staff ratios. In residential, 
there are kinds of guidelines which need to be expanded) 
and changed, as we said. We feel that there needs to be 
more on the guidelines of the needs. We have group homes 
now where children who need to be tube-fed are known to 
have aggressive, destructive behaviours. Also, Francine 
and I are both in the residential setting, but we have mem- 
bers from vocational services in our local. There is a great 
deal of concern in terms of giving some kinds of ratios in) 
staff to clients there. Some groups have 20 clients to one 
staff in their vocational settings, some have 10, some have) 
eight. There are no basic guidelines in the vocational area. | 


Mr J. Wilson: I thank you, because it is helpful tc 
hear the actual figures. We have heard a lot of statistics 
today on percentage gaps. 

Mr Malkowski: Your presentation gave us a broade1 
understanding, but I have specifically two issues that : 
would like to focus on. Can you tell me roughly what ¢ 
shift schedule would look like in terms of how many staf 
are working and how many clients would be in the resi’ 
dence, for example, in the morning or afternoon or evening 
shifts? 

Ms Faucher: Again, it depends on the residents. Ou 
residents are an aging population now. We do have quite i 
few group homes where the residents are retired. In thesi 
homes we have one staff for six clients. When the othe 
residents who are at work during the day come hom! 
around three, there are usually two staff on, but again | 
depends on the need, from maybe three staff to eight resi 
dents. It depends on the setting. 












Mr Malkowski: If staff call in sick or arrive late or 
you have a staff member who quits, does that force the 
other staff to work a lot of overtime? 


Ms Faucher: Depending again on the setting. In a lot 
of the homes, when staff call in sick or are late, they will 
call a relief list of individuals who can be called in or we 
ask our part-timers. But most often, especially these days, 
we are using more and more agency staff. That is what we 
were referring to when we were talking about casual help. 
These individuals are mostly trained in the health care do- 
main to provide the immediate needs. That is the dilemma 
we are in right now. 


Mr White: I am struck with the kinds of long-term 
effects you are talking about here in terms of the poor 
remuneration. You are talking about an incredible turn- 
‘over; basic services only being provided by health care 
aides; feeding and continence issues. I am wondering if 
you have comparative figures for OPSEU workers in the 
‘residential facilities. What is the relative wage gap? 


Ms Faucher: The information I gathered was between 
20% and 30%. 


Mr White: And this issue has no doubt been ad- 
‘dressed by your union on many occasions. 


Ms Faucher: Definitely. 


__ Mr Jackson: I deeply appreciate this brief and putting 
‘it in recommendation form is very helpful. I wanted to 
‘thank Pat for her candour but after 15 years, to be making 
that wage, I wanted you to know I have no consolation for 
you, of course, that with 15 days’ experience the 
‘waitresses in this building make more money than you. 
‘The waitresses in this building are earning more than you 
‘are, with full benefits. There is a lot of disparity beyond 
‘the own-industry example is my point, but thank you for 
/your presentation. 





COMMUNITY LIVING 
ALTERNATIVES SCARBOROUGH 


__ The Acting Chair (Mr Miclash): Our next presenters 
‘are the Community Living Alternatives Scarborough. Wel- 
‘come to the committee. As you know, we have a half-hour 
|presentation, whichever way you wish to break that down 
\in terms of presentation and questions. 


_ Mr Meldazy: Members of the committee, I would 
like to thank you for having me here today and giving me 
\the opportunity to address you. My name is Bill Meldazy 


\and I represent an organization known as Community Liv- 
‘ing Alternatives Scarborough, whose acronym is CLAS. 

__ I would like to introduce some of our people here. Kay 
\Anderson is our executive director and she is responsible 
for the administration and the operation of our group 
home; Bill Sparks is a member of our organization and 
also a parent of a handicapped child; Terry Francis, sitting 
In the audience, is the vice-president of our organization 
and also the mother of a handicapped child. 

_ CLAS is a non-profit organization and a registered 
‘charity with Revenue Canada. Presently, CLAS has 42 
members who are supporting developmentally handi- 
‘capped children at home. The average age of the parents is 
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65, but some of them are in their late 70s with dependent 
children ranging in age from 19 to 45. 

Our purpose is to provide supportive lifetime housing 
in the community for our children while our health permits 
in order that they not suddenly have to be placed in unfa- 
miliar surroundings. In this way, we are able to prepare 
them for their eventual separation from us. 

CLAS was incorporated with the intent that it would 
address and reduce long waiting lists for residential place- 
ment. Most parents have been on a waiting list for more 
than 10 years with no hope of placing their child in sight. 
This parent group took an active role in forming our asso- 
ciation by planning, fund-raising, holding meetings, politi- 
cal lobbying and whatever. 

CLAS’s objective is to ensure that our children will 
benefit from participating in a positive and supportive en- 
vironment which will encourage growth and indepen- 
dence. Their parents and family members will have the 
new experience of feeling secure in the knowledge that 
their family member is comfortable and well cared for. 
The parents have never complained about keeping their 
children at home, but life has passed quickly and now help 
is badly needed. 

No parent of a handicapped child is ever free. They for 
ever worry and are still doing parent-child things, such as 
dressing them, driving them and teaching them, even after 
more than 30 years, nor are they able to retire once their 
children become adults, as are parents of normal children. 
Many parents have no supportive family or friends to as- 
sist them and must sit at home with very little opportunity 
to get on with lives of their own. There are parents who 
have never had a day off or a holiday without their child. 

Handicapped children are now living longer, primarily 
because they have no social problems such as drinking, 
smoking or overeating, but also because as children they 
are under very little stress due to their dependence on oth- 
ers for assistance, advice and direction. They display stress 
only when they have displeased someone or are unable to 
do what is expected of them. 
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Some years ago, institutions became acceptable be- 
cause parents felt that their child would be cared for in a 
reasonable manner in these establishments. However, 
those presently being discharged from these same institu- 
tions are displaying emotional problems when they are 
suddenly thrust into a new social environment and ex- 
pected to fit into a family atmosphere after having spent 
their entire lives in an institution. 

It is imperative that we now start to introduce transi- 
tional programs for those being discharged from institu- 
tions which will give them the tools they need to adjust to 
a totally new and foreign lifestyle. CLAS is prepared to 
offer whatever assistance we can to support such a pro- 
gram. The basic necessities of life are not enough. Those 
people must be given a place to work and to play and, 
above all, they must be given the necessary tools to enable 
them to be integrated into society to the greatest degree 
possible. 
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Following are histories of a few of our members, 
whom I know personally, and their children who are still 
living at home. 

Mrs A has been a widow for 18 years. She is 68 years 
of age and her son is 39. He is attending Monsignor Fraser 
College in a literacy class for part of the day and is home 
on all school holidays. Mrs A is also the grandmother of a 
30-year old Down’s syndrome child. 

Mrs H is a widow, 70 years of age, who has a heart 
condition. Her son is 42 and working in a sheltered work- 
shop. He too has a heart problem. 

Lorne is 78. He has such severe emphysema that he 
must always carry an oxygen tank and wear a mask. He 
must also sleep with this equipment. His wife is 72 and his 
daughter, who is 30, works in a sheltered workshop. 

My son Glenn is 33 and now lives in our first group 
home at 9 Courtlands Drive in Scarborough. At the time 
Courtlands opened, Lorraine and I did not anticipate 
Glenn’s living away from home for some time. However, 
when we asked our son if he would like to do so, he 
wholeheartedly agreed. He had the best of both worlds to 
choose from and the choice was his. In late September 
1989 Glenn moved into our group home and adapted to the 
change immediately. Lorraine and I went on a holiday last 
February without children for the first time in almost 34 
years and felt quite lost for a couple of days. Lorraine died 
suddenly in April 1990, at the tender age of 63, just seven 
months after Glenn entered the home. I alone could not 
have coped with Glenn and I firmly believe that the events 
in my family were prearranged by our Saviour. Lorraine’s 
death has caused many people to reflect that perhaps time 
does run out before we expect it to and before we are able 
to make our preparations. 

CLAS has received approval in principle from the 
Ministry of Community and Social Services and has been 
given firm approval from the Ministry of Housing under 
the federal-provincial 1991 program for funding for an- 
other group home to accommodate six persons in 1991. 
We have 11 parents, many of whom are seriously ill, who 
are very anxious to see their children secure as soon as 
possible and we expect our new home to help in this re- 
gard. | 
One of our parents stated that membership in CLAS 
was like having an insurance policy in that the parents are 
assured of having someone to take care of their child when 
they are unable to do so. 

CLAS’s board of directors is planning to expand be- 
yond the services we are presently offering. Ultimately, the 
organization intends to serve a maximum of 50 to 60 life- 
time residents and some of the programs being proposed 
for the future are residential programs, respite care, service 
for complex needs, employment support and semi- and 
independent living programs. 

In closing, I would urge you to continue on your pres- 
ent course of deinstitutionalization. While there are cer- 
tainly weaknesses and problems which need to be 
addressed with respect to this process, it is very clear that 
large institutions are not a viable alternative to community 
living residential programs such as the one offered by 
CLAS. Institutions are simply not equipped to enable our 
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disabled population to realize their full potential and we 
cannot continue to deprive them of what is surely one of | 
the most basic of human rights. 


Mr Owens: I would like to begin by thanking Mr © 
Meldazy and his group for the presentation this afternoon. 
CLAS is a fairly unique organization that exists in Scar- 
borough. Could you tell the committee a little bit more — 
about how you operate and the kind of parental assistance 
that is rendered to the clients within the group home? I 
think it is an excellent example of how community-based 
group homes can be run and I think perhaps we should be 
looking to CLAS as a model when we start looking at | 
community-based programming. | 

The second issue revolves around the senior parents of | 
adults and the kinds of supports that you see lacking | 
within the community as of today in 1991 and what kind | 
of recommendations you think this committee would need | 
to hear to present to our government with respect to deal- | 
ing with the population that you addressed in your report. 









Mr Meldazy: The parent support. We are responsible — 
entirely for what is happening in the home today. Our | 
board of directors is composed of parents in the associa- i 
tion. We have a hands-on on what is happening in the | 
home. We assist our staff, our executive director in every | 
which way possible. We assist in furnishing the home. We | 
assist the staff when it is necessary, when they require | 
assistance, such as when they might not have adequate | 
staff on hand. We do a lot of the landscaping around the | 
house. We just have a real hands-on situation there. 


Mr Sparks: I think CLAS is relatively unique in that | 
the composition is predominantly parents who are moving 
into what is euphemistically called their golden years, my | 
wife and I probably being one of the exceptions since our 
daughter is only 18. We got involved for advice and sup- | 
port, but I agree about the insurance policy. We are not 
going to drop our membership, because time does slip 
away fairly rapidly. 

A group of parents in Scarborough had continuously 
expressed their concern and in some cases their panic 
about what was going to happen to their offspring because 
they were getting progressively more ill. One of the two 
partners of the family would disappear and the person who! 
was left would be doing his or her best to cope. They 
worried about what happens at the next stage when they 
are gone and, in many cases, there just are not other family 
members available. | 

The kind of nuclear family that we looked at 100 years 
ago with everybody in the farmhouse just does not exist. | 
The closest relative might be in Vancouver or somewhere, 
and to take a person who has lived in the community for 
40 or 50 years and ask them to move somewhere else to be 
perhaps in a group home near a sibling would be extraordi- 
narily difficult. So the group on its own, with support,| 
created the board structure: what its membership would be, 
who could belong and who could not. I think its strength is 
the fact that it continually monitors what it is doing and| 
where it is going. 

One of the criticisms that has been forthcoming for 
some of the larger agencies is that when they get too large’ 
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‘there comes a feeling of impersonality; no one knows to 
‘whom individuals are accountable. I think having set a 
‘maximum of the number of people over a few years that 


they can handle is one of the strengths of this group. They 


‘are not going to try to solve this problem for everybody in 


the world; they are going to try to solve it for their own 
group and then offer their expertise for other people who 


have the same needs to begin their own groups that they 
can monitor. 
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Mr Owens: With respect to the comment about ongo- 


ing evaluations on the effectiveness of your programming 
within the group home, can you tell me how you go about 
‘doing that and what you do with the results after the evalu- 
ation is done? 


Mrs Anderson: We have our independent program 


planning in which we involve the parents. At that time the 
parents also have a say in what their sons and daughters 


are involved in, what other programs they would like to 


‘see and their impressions of how the house is being run 
_and functioning. 


Mr Beer: Your presentation was very interesting. It 


‘seemed to me that you underlined an area that is very 
‘important for us to understand centrally in the work that 
\we are going to be doing in coming up with recommenda- 


tions around the older parent. I am particularly interested 
in and had the experience of meeting with a couple of 
groups over the last year, one of which was based in 
‘Kingston, which had come together to try to find and de- 


velop linkages, particularly among groups where we were 


talking about parents who were over 60 or 65. I think you 


described the kind of fear and panic at times, where sud- 


denly the parents’ health could change very drastically and 
what would happen. 

Are you aware of other organizations like yours, or do 
you see a need for perhaps particularly older parents to 


come together around some issues that while they may 
touch everyone are even more key for you, and are you 
also part of the Ontario Association for Community Liv- 
ing? Do you link in that way as well? 


Mr Meldazy: Yes, we are associated with the Metro- 
politan Toronto association and indirectly, of course, with 
the Ontario association. We are members of the Metropoli- 
tan Agencies Representatives’ Council, and I believe there 


is one other organization in Metropolitan Toronto that is 


similar to ours. Is that correct? 


Mrs Anderson: They are parent founded, parent 
based. 


Mr Beer: I was dealing specifically with older par- 
ents. 


Mr Meldazy: We are not aware of any other associa- 
tion dealing directly with older parents. We have spoken to 
people in the Richmond Hill area, other families who are 
interested or who have seen our program in operation. We 
have spoken to them and they are presently trying to form 
a group of their own. We have had requests from other 
parents who have more severely handicapped children 


than we have at the present time. 


I think what we have to get across to these other par- 
ents is to try to encourage them by some means to get 
together and form an association. We would be only too 
happy to assist them and give them everything that we 
have learned and tried over the years. There is a very 
definite need, not only in Scarborough. There are a lot of 
parents in Scarborough who are reluctant to come to us. I 
do not know why. 


Our organization has grown very quickly in the last 
two years. There are other people who are scared to come 
forward. A lot of parents are scared to come forward be- 
cause they do not want to be publicized. I feel that we have 
got to try and break through, we have got to get through to 
these families. We would be only too happy to assist them 
any which way we could. 


Mr J. Wilson: Bill, on behalf of all members of the 
committee here today I want to extend our condolences for 
your loss in your family. We certainly appreciate that you 
have brought the message to us in a very personal way and 
we appreciate your being here today as with the other 
witnesses. 

I do have a question, though. I too have a CLASS in 
my riding: the Clean Living Association of South Simcoe. 
You may be familiar with it. It just started up a home with 
five residents. I have some background in the length of 
time it took them to get the home up and running and I was 
wondering, in your particular case, how long does it take 
from the time you think you have established a need for a 
group home to actually get it running? It is important when 
we are deinstitutionalizing people or taking them out of the 
parental home. 


Mr Meldazy: We got incorporated in 1988. Immedi- 
ately upon our incorporation we started to pursue the nec- 
essary channels to get the funding. I guess from the time 
we made our first application— 


Mrs Anderson: It was 1987. 


Mr Meldazy: When we first met it was 1987, but I 
believe it was 1988 when we submitted our application for 
funding to the ministries’ offices. We received approval 
from both the Ministry of Housing and the Ministry of 
Community and Social Services about October 1988. The 
funding for the home, cash in hand, was not available until 
January 1989. We purchased our first home in January 
1989 and we opened up in September. So let’s say about a 
year and a half from start to finish. 


Mr J. Wilson: That is very good. You must be good at 
working through red tape. 


Mrs Anderson: That is not the norm, though. 


Mr Meldazy: That is not the norm, of course. We 
were pushing. 


Mr White: I would also like to express my condo- 
lences to you. Certainly in terms of timing, as you men- 
tioned, at least have a break with your wife. 

The question I had was something following the lines 
of Mr Beer’s. At the time of your organization, did you 
receive any assistance from the Metro association and 
from the OACL? 
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Mr Meldazy: Yes, the Metro association. We received 
some assistance in the form of advice and so on. We spoke 
to several people in the Metro association. People did 
come out and address us. I cannot recall some of the 
names, though. It has sort of slipped me right now. But 
there were people from the Metro association who did give 
us advice. 


Mr White: And from your experience, you found that 
advice to be somewhat helpful, I am sure. 


Mr Meldazy: Oh, very definitely. Yes, positively. 


Mr White: Do you have any suggestions as to how a 
group such as yours could be enabled at the grass-roots, 
beginning stages? 

Mr Sparks: The starting up of an organization, mak- 
ing it a registered charitable foundation, making it a corpo- 
ration, is incredibly complicated. People from the general 
population just do not have the expertise. The original 
founding group that worked together to produce CLAS 
had the advantage of advice from the Metro association 
and actually met in its Scarborough offices free of charge, 
because many of the individuals were members of the 
other organization but knew that there was not a hope of 
getting into a group home. 

They also had free support from a lawyer for advice 
and were able to tap, through OACL and through MTACL, 
people who could shepherd them through the process. 
What we were hoping to do is to create people at CLAS 
who could then take others through the same process so 
that you would get a pyramid effect so that people became 
experts at how to work through bureaucracy. There was a 
lot of very careful shepherding of this group so that they 
did have a home within a year and a half. It is a year and a 
half later and the second one is still in process. It does take 
time. 
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The best we can offer is that there is a network avail- 
able. The hardest part, as Bill said, is to get the first group 
of parents who are willing to sit down and talk about their 
problems and who their offspring are and what they want 
to do about it, because they have their own lives, their own 
responsibilities, and it takes an incredible amount of time. 
Bill has put in countless thousands of hours in the begin- 
ning of this process. 


The Vice-Chair: Thank you very much for appearing 
before the committee. I think you brought a very sensitive 
story to us today and we appreciate your sharing that with 
us. 


ADVOCACY RESOURCE CENTRE 
FOR THE HANDICAPPED 

The Vice-Chair: We turn our attention to our next set 
of presenters. We have to move quickly along. The Advo- 
cacy Resource Centre for the Handicapped, Harry Beatty. 
Welcome to the committee. I would like to remind you, as 
I have done with each of the presenters, that we have 
approximately half an hour for your presentation. I will 
stick to that half-hour limit and allow you to divide that 
time up in whatever fashion you deem fit so you can allow 
for questions at the end of your presentation. 
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Mr Beatty: In the interest of time, I will not read our — 
submission but simply summarize it. 

I am not going to say very much about our own centre, 
except that it is a specialized community legal clinic which 
has operated since 1980. It is supported by 40 disability 
organizations. Because of our structure, a majority of our 
directors and a good number of our staff are themselves 
persons with disabilities. I have put a brochure in your | 
materials describing ARCH more fully. If you have any | 
additional questions, you could ask Mr Malkowski, who 
was a member of our board until September. | 

Personally, I have been a lawyer at ARCH since 1986, | 
but prior to that time— | 

Mr Malkowski: On a point of clarification, if I might, | 
I am not a member of the board of ARCH. 


Mr Beatty: No, not now, but prior to September, prior | 
to the election. 


Mr Malkowski: No, I have never been a member. 


The Vice-Chair: Perhaps we can clarify that later on 
if you like. | 

Mr Beatty: Prior to joining ARCH I was with OACL 
for seven years, so I have spent 12 years now advising on | 
legal problems and critical issues relating to people with 
disabilities. 

On the first page of our submission we have outlined | 
some of the circumstances in which people who are devel- 
opmentally handicapped find themselves in Ontario in 
1991. I know that during your hearings you will hear 
about these circumstances from people who have lived | 
them and are, therefore, much more qualified to speak | 
about them than I am, but even having to advise on these | 
problems is something, I think, that would have to affect 
you deeply. Simply to be faced with these circumstances 
and to have to tell someone there is not very much I can do | 
about it is a difficult thing. | 

There are still people who have spent and will spend 
their entire lives on institutional wards without any family 
contact, basically without any friends, or at least friends | 
external to the institution, and without any personal pri- | 
vacy. I am told as a rule of thumb by people who work at 
institutions, and I have visited a good number, that perhaps | 
a third of residents will never receive any contact from 
family and another third will have only the most nominal | 
contact, an occasional letter or perhaps a once-a-year visit. 
Only a very small number have any regular contact. | 

There are still children in Ontario who are living in| 
group homes—and I am thinking of, in particular, some | 
individual families who have contacted me—rather than at | 
home with the family because funding is available in the. 
group home but it is available only to a much more limited | 
extent, if at all, when the child is at home with the parents. | 

We are still institutionalizing children in Ontario. The 
Provincial Auditor’s report recently identified 130 children 
in schedule 1 and 120 children in schedule 2 facilities. 
Children labelled developmentally handicapped still are’ 
often not permitted to attend the neighbourhood school | 
with their siblings. People labelled developmentally handi- 
capped, children and adults, female and male, are sub- 
jected to physical and sexual abuse much more frequently 














‘than others in our society. There is substantial research 
being conducted by Professor Dick Sobsey at the Univer- 


sity of Alberta which is referred to very briefly in ARCH’s 
abuse publication, Responding to the Abuse of Persons 


with Disabilities, a bilingual publication which is being 


distributed nationally. 
__ There are still too many examples of inadequate care 


and life-threatening neglect. As the previous presenters ex- 
|plained so eloquently, people even in their 80s and 90s 
who have been looking after their sons and daughters their 
whole lives are faced with the terrible dilemma of allowing 
their son or daughter to go to a boarding home or an insti- 


tution, if that is even available, because group homes are 





not available, or else continuing to shoulder the burden 


themselves. I would venture to say that is a women’s issue, 
‘in that if you really examine what has happened in these 
families, in many cases the great burden of the care has 
fallen on the mother, although that is not always the case. 
A final example is that many people in Ontario labelled 
developmentally handicapped are still in sheltered work- 
shops making 25 cents or 50 cents an hour, with little hope 
that that will ever change. 

| These things have all been documented many times, 
and I am sure others will tell you about them. The question 
is, what is to be done? Reviewing the announcement to the 
Legislature of the minister, Mrs Akande, I think there are a 
number of things there that ARCH can enthusiastically 
support. 

It is good to see that People First of Ontario, which is 
presenting next, has been identified as a key group to be 
consulted, because too often in the past debate on these 
issues has proceeded without the people most directly af- 
fected, the people who actually live in institutions. It is 
often more or less assumed that they have no voice, that 
there is nothing worth while that they can say. At last I 
think this is starting to change as ARCH strongly supports 
consumer movement and established funding for organiza- 
tions like People First. 

We see in the minister’s announcement some support 
for the special services at home program and individual- 
ized funding. We see the announcement of a forum in 
which there will be participation of all involved parties. 
We stress again that has got to include the people who 
have lived with the label of being developmentally handi- 
Capped. . 

Clearly, the area of deinstitutionalization has been a 
highly political one and approached—you were around for 
some of the history around the five-year plan—in a very 
adversarial manner in the past by, I would venture to say, 
pretty well all of the interested parties. We need some kind 
of forum in which a more constructive discussion can take 
place. 
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Finally, ARCH is an active member of the advocacy 
coalition and a long-time strong supporter of independent 
advocacy, going back to our role in Judge Abella’s report 
on legal services and advocacy for people with disabilities 
in Ontario. ARCH, of course, is involved with organiza- 
‘ions and: individuals with all disabilities, or as far as we 
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can, and certainly we welcome all disability groups and 
serve clients with all disabilities. 

Developmental disability has been a significant part of 
our mandate. We responded to over 200 summary advice 
calls last year involving developmental disability. Many 
major provincial organizations dealing with developmental 
disability are of course part of ARCH. Included in the 
materials is a report of a conference, although not a tradi- 
tional conference, held in 1988 called Let’s Talk and Lis- 
ten. It was a conference to which there were many present 
and former institutional residents invited. Through skits, 
pictures, different kinds of personal interaction, some insti- 
tutional issues were identified. 

We view ourselves as a resource to the disabled com- 
munity rather than spokespersons for it, and if we can 
encourage you to all support a wider voice for People First 
and other groups directly representative of individuals la- 
belled as disabled, I think that is the main message we 
could bring today. 

There are some ideas that we have put forward for 
improving the multi-year plan, classed under three head- 
ings. First is a better recognition of the rights of citizens 
with developmental handicaps in Ontario. Residential ser- 
vices and other services to adults are offered under the 
Developmental Services Act and the Homes for Retarded 
Persons Act, which have really not been amended since the 
1970s. They were very progressive pieces of legislation 
when introduced, but now they need to be updated. They 
do not say very much about people’s rights or about even 
basic quality of service except for some minimum stan- 
dards in the regulation. Some of the important rights pro- 
visions in the Child and Family Services Act were passed 
by this Legislature but never proclaimed in force. 

But it is not just a matter of legislation. Again, we 
come back to the importance of talking to institutional 
residents. For example, in visiting people who have been 
in the institution and placed in the community, there is a 
real concern on their part that existing relationships which 
they had would not be respected. It is important to remem- 
ber that even though we may not agree with the institution 
as a setting for individuals, if they have lived there their 
whole lives or a good part of their lives, that is where their 
friends are. Residents would express concern that they 
would be placed in the community without a boyfriend or 
girlfriend or that they would never again see a staff mem- 
ber whom they were close to, that they would perhaps be 
placed in some place where they would be lonely. I sug- 
gest that through strengthening of peer support, through 
People First and perhaps otherwise, maybe some of that 
could be alleviated. 

We need better information for systemic planning and 
advocacy, in our opinion. In preparing for this presenta- 
tion, I went back and reviewed some of the reports that 
had been done, particularly around the five-year plan im- 
plemented by the Ministry of Community and Social Ser- 
vices beginning in about 1982. It involved five 
institutional closures, five institutions which were closed 
altogether, and two or three others which were signifi- 
cantly downsized. In looking at the reports, it was really 
quite disappointing to see that no matter who had authored 
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them, there was not too much information. They were the 
sorts of reports where the author had started with the con- 
clusion and just included the information which seemed to 
support it. That is perhaps a little bit strong, but I do not 
think too strong. 

There was a great deal of political pressure placed on 
various organizations during that period either to support 
or to oppose the plan. Consequently, I have put in a quote 
from an OACL report on the closure of Pine Ridge which 
indicates the ministry had done an excellent job, to an 
Ontario Public Service Employees Union report saying it 
is a disaster. I am not saying that the reports were badly 
done or that any of the information was not accurate, but I 
think all of these reports would have to be looked at very 
carefully to see if the whole picture was given. 

In my experience, and admittedly I have only been in 
contact with a very small number of the individuals who 
are deinstitutionalized or their families, there is the whole 
range of outcomes. For some people, being placed in the 
community was a whole new life where you could hardly 
recognize the person the way they were before, and the 
families would support that, but other people were 
reinstitutionalized. 

I think the ministry deserves some criticism for the fact 
that people were not followed up. So today, if we try to 
look at whether it was well done or badly done as a whole, 
I stand to be corrected if someone has this information, but 
I would doubt that anyone knows where the people who 
were in St Lawrence Regional Centre or Bluewater Centre 
for the Developmentally Handicapped are. I think it is only 
by looking at consequences 5 or 10 years down the road 
that you could really say whether it did work or it did not, 
hoping that the systemic function of the new advocacy 
commission will fill some of these needs in future. 

Finally, I discuss funding—always a major problem— 
very briefly in the last section of the report. I will just 
mention a list of issues. 

One is that in deinstitutionalization a major problem is 
transitional funding. When people are moved from an in- 
stitution or in fact from any service, you cannot really 
reduce the funding proportionally. The idea is often ex- 
pressed that the institutional dollar should follow the per- 
son to the community. If we are spending $75,000 or 
$80,000 on the individual in the institution, boy, we could 
provide a pretty good community service for that. The 
trouble is that if you downsize the institution, there are 
many fixed administrative costs, building costs and so on 
that do not drop that fast. 

The Canadian Association for Community Living has 
developed a national proposal to deal with this issue which 
has been presented to the government of Canada, entitled 
the Community Living Resource Fund. If they are not pre- 
senting to this committee, I think at least that report should 
be looked at in terms of a national initiative to deal with 
this problem. 

I also believe, having visited institutions and spoken to 
the staff, that there are many staff there who have accom- 
plished a great deal with and for the residents despite the 
very difficult circumstances and that the skills they have 
should be brought into the community. Of course, in many 
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cases they are the only people the residents know and can 
provide some continuity. 

I also would like to strongly support the special ser- — 
vices at home program. I am quite familiar with it because 
I played a small role in advising on it when it was first 
established. It has accomplished a lot for parents whose 
children are at home, but I believe it is fair to say it has 
been badly underfunded, with the result I mentioned ear- 
lier, that people are saying: “Look, the government will | 
pay $30,000 or $40,000 for my child to be in a group 
home. Can’t there be $10,000 or $15,000 if we have our | 
youngster at home?” Often the answer still seems to be no, | 
the money goes to the established place. Part of that is due 
to the Canada assistance plan and is something that should | 
be discussed with the federal government, because the | 
cost-sharing dollars are triggered by the child’s being | 
placed in the care of the minister. | 

Individualized funding and brokerage, I believe, are | 
new ideas but ones that should be looked at seriously, 
because they begin to address the ideal of the individual- 
ized program that meets the individual’s needs. Unfortu- 
nately, these kinds of approaches are often associated with 
privatization and cost cutting, but I do not think that is a 
necessary connection. I think an alternative is to look at 
ways of employing people to provide services on a flexible 
basis so that they will have adequate salaries and adequate 
benefits. 
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Finally, the broad initiatives of employment equity as it | 
affects people with disabilities and social assistance reform | 
have major implications for people labelled developmen- | 
tally handicapped. There are now over 100,000 disabled | 
people receiving the guaranteed annual income system for | 
the disabled in Ontario. That is the disability part of the | 
family benefits program, and their dependents are on the 
program as well; 22.3% have “developmental handicap” as | 
a primary label. | 

Many of those people would like to work and I think it 
is important from a social perspective as well as in terms | 
of the personal dignity of those individuals that we do 
everything we can to make sure that happens. We need to | 
move towards a society where job coaching and modifica- | 
tions like, say, colour coding of what buttons have to be | 
pushed are just as much a part of job modifications of the 
concept of employment equity as are ramps and adapted 
computers. I think we are moving towards that, but it is | 
very important that some progress be made, because it | 
should not be the case that developmental handicap auto- | 
matically means a life on social assistance. | 

The final issue is one I personally have been involved | 
with for several years. It is the problem faced by families | 
who want to make a provision for their son or daughter in | 
their estate. It is far from a simple issue, but I would argue 
that basically government has done very little, if anything, 
to facilitate this. I believe that a better policy is available. 
which would look at some sharing of support between, | 
say, a trust established by the family and social assistance. 

There are some things that have been done in other 
countries in terms of specialized foundations or non-profit | 
administrators of trust which may be looked at as models. I 
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have not had an opportunity to visit those piaces and re- _— funding, which the previous presentation also mentioned, 
view it in any detail, but I think to say to parents basically, _ the importance of the transitional period. Do you have a 
“Tf you leave more than $3,000 in a trust, we are going to _sense that that is an area of concern that has been recog- 


review it and see if we can cut your son or daughter off 
family benefits, and that means the loss of drug and dental 
benefits too” to put that kind of disincentive in the way of 
people who basically want to provide support is quite a 
shortsighted policy, especially when there is such a short- 
fall of funding to provide even a minimal level of service. 

That is only a very brief overview and I am happy to 
try to answer any questions that you have about it. 

The Vice-Chair: We have, unfortunately, only seven 
‘minutes left for questions. Please keep that in mind. 


Mr Malkowski: I just wanted to clarify to provide 
correct information. I have never been on the board of 
directors of ARCH. I have been a member, but not on the 
board of directors. However, you brought an important 
issue to our attention that we should consider. Can you 
make specific recommendations for this committee to 
think of in terms of the multi-year plans? 


Mr Beatty: I have tried to outline some of those in the 
‘brief. I think I should emphasize one or two things. First of 
all, I think the forum, the way. in which it was conducted 
and the participation of people who themselves have a 
‘developmental handicap, is absolutely critical. It is impor- 
tant to recognize those who carry around the label as active 

_ participants in the process. 
That is not to say that the disabilities which many have 
are not significant and that their capacities to communicate 
are not limited, because they are, but I think it makes it all 
‘the more important to include them. Too often the debate 
‘proceeds with the people most directly affected not there 
-and not taking part. I remember some years ago when I 
was with OACL, the ministry sponsored a conference at 
‘OACL that was called Why Can’t I? and invited exactly 
One person, Peter Park of People First, to participate. Peter 
had some fun with the notion of “Why can’t I?” I mean, 
‘basically, if I am not invited, I can’t. I think you will hear 
more in the next presentation about that kind of difficulty 

in getting heard that consumers have had. 


_ Mr Malkowski: Your report shows more than 
100,000 people on permanent FBA are developmentally 
handicapped. Is it because of the label that they are on that 
/permanent FBA? 

_ Mr Beatty: About 23%, about another 25% have a 
‘psychiatric disability as the primary disability. Very often, 
‘once a person has the label of developmentally handi- 
capped, yes, he does receive family benefits. I have been 
‘told by the Learning Disabilities Association that some- 
‘times the people who have a learning disability are also 
labelled as developmentally handicapped. That is an indi- 
cation they will get family benefits too. So the general 
model has been that if you are labelled developmentally 
handicapped, you get family benefits, but you do not get 
much priority or much consideration in terms of competi- 


rh 
‘ve employment. 


Mrs McLeod: Of all the areas of interest and concern 
that your brief raises, I will try to focus on only two, with 
two very brief questions. The first relates to transitional 








nized? Is there a transitional fund that you are aware of? 
Has there been any chance to look at the program of the 
Canadian Association for Community Living? 

Mr Beatty: I know it was presented to the Minister of 
National Health and Welfare, but I was not part of it and I 
am not aware of the detail. I think, however, it would be 
worth while for Ontario to look at their proposal as the 
starting point. I do have a copy with me. I could leave it 
with someone or get a copy made. 


Mrs McLeod: My second question is in a whole other 
area. You make a note that a child labelled developmen- 
tally handicapped will not be allowed to attend school in 
some situations. Is it your sense that Bill 81 has been fairly 
effective in dealing with the appropriate placement of chil- 
dren with developmental handicaps or are there some real 
problems still there? 


Mr Beatty: It is hard to generalize, because the re- 
sponse has been very different among boards. In some 
school boards, there has been a very positive response and 
an integrated placement will be available. In others, there 
has been a very considerable resistance. I think the legisla- 
tion still leaves a lot of authority in the hands of the boards 
and it has been a very different picture from place to place. 


Mrs McLeod: I will just ask, as a point of informa- 
tion, if the ministry could tell us whether there is any 
program in place for a five-year tracking as a monitoring 
evaluative device. It would be too early for us to have seen 
a report of that nature, but perhaps there is a process for 
that kind of evaluation in place. 


The Vice-Chair: We have the ministry person present 
making note of that. 


Mr Owens: My question is on the subject of abuse. 
Do you see the abuse detection and reporting protocols 
that are in place now as being effective and if not, why not, 
and what kind of recommendations could you make with 
respect to these protocols? 


Mr Beatty: It is not a question that can really be an- 
swered briefly. There are certainly some ideas in our publi- 
cation. It is very difficult, because many people labelled 
developmentally handicapped are vulnerable. They are not 
in a position where they have anyone to communicate a 
concern like that to. Even if they communicate the con- 
cern, they may not have anywhere to go to get away from 
the abuser. 

I think over time one of the things the advocacy com- 
mission will have to look at is abuse. But there are so 
many things that have to be looked at, not just reporting 
but how these matters are handled by the criminal justice 
system and particularly what the alternatives are, so that if 
people come forward they are not at risk of being left in 
the environment where the abuser is. 


The Vice-Chair: I am afraid we have run out of time. 
I would like to thank you for appearing before us. 
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PEOPLE FIRST OF ONTARIO 


The Vice-Chair: I would like to move right along to 
our 3 pm scheduled hearing for People First of Ontario, 
Norval Sears, who is the president, and Michael 
Callaghan, board member. Would you like to come for- 
ward, please. Might I ask that you identify yourselves, as I 
see that there are more than two people present. Welcome 
to the committee and, as I remind each of the presenters, 
you have half an hour and you may wish to allow yourself 
some time for questions at the end of your presentation. 
Please proceed. 


Mr Sears: My name is Norval Sears, and I am the 
president of People First of Ontario. 


Mr Callaghan: My name is Michael Callaghan and I 
am a member at large for People First of Ontario. 


Ms McGill: My name is Judith McGill, and I am the 
adviser to People First of Ontario. 


Mr Sears: I just wanted to say a little bit about the 
adviser’s role. Judith has advised the board to help the 
board understand some issues and stuff that we do not 
understand, or if we sit on a committee or anything, she 
would help us to understand what the issues are. Some of 
us cannot keep up with issues too well. 

People First has a board. They often label handicapped 
who have been in institutions, group homes, workshops or 
segregated schools. We do have a board to put in pride and 
we do our own business. They do not have anybody out- 
side telling us what to do. We do it ourselves. Just to 
clarify, because we usually end up with somebody asking 
us if we run our own stuff or somebody else runs it for us, 
we run our own organization. 

We have some big issues here that we thought are re- 
ally of concern to us right now. What we want to see right 
now at this point is close down every institution in On- 
tario. It is not really right for these people to be in these 
institutions, because there are a lot of deaths in these insti- 
tutions right now that were not known about. It has been 
around a lot of years. 

We want to speed it up a little bit and we want to see 
these people who are dying in institutions out in the com- 
munity, because they have a right. If they are stuck in an 
institution, they are dying in institutions right now. There 
were recorded deaths in Brantford, and Christopher Robin 
had so many deaths. I am not sure of the total, but I think it 
was 17 in Brantford at the last count, and Christopher 
Robin had 15 or 16 deaths. These are children who have 
never grown up to see what the world is really like. They 
died in these institutions. We want to have these institu- 
tions closed before anything else happens to these people. 

I just visited with one institution, which Michael is 
going to be speaking on, where he used to live. What place 
is that? 

Mr Callaghan: Huronia Regional Centre. 


Mr Sears: Yes, we visited there. The human rights 
commission set that up and wanted us to go with them and 
take them through this institution. What we saw there is 
not a pretty sight for anybody to see. A lot of the corridors 
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are all locked up. They do not let their members walk | 
around or nothing. They put restraints on their beds, they 
hold them down with restraints on their beds. It is terrible, © 
and there is a terrible smell in this institution that they have 
to live in. They all are grouped into one room; they are not 
separate. 

There is an unmarked grave in this institution, in which } 
people have died. It does not have their names, who they | 
are or which families they belong to or anything. They are | 
unmarked because they do not have a name and it has been 
covered up too long. We need to know what is going on in | 
these institutions. ' 

That is why we want this institution to close down and 
give these guys a chance to live out in the community. A 
lot of them can live out in the community and they get | 
support out in the community. We are not saying they will | 
not need a lot of support; they will need a lot of support. | 
We are not saying we are not going to give them support; | 
we are going to give them support. | 

Just going on to talk about freedom for a minute here, | 
freedom is when we can do our own things and we can do 
everything else. But right now, people in institutions can- | 
not go to the bathroom or to anywhere in that whole insti- 
tution without a staff member present. That is taking away 
freedom of a person who has to go to the bathroom and 
has to take a staff person to the bathroom. It is not really 
right. 

In this institution they do have padded cells, like a cell. | 
There are no doors on it, but it is padded one person who 
tries to hurt himself. They say these people are hurting | 
themselves, but we have not even seen that happen. They 
said one guy would tear his flesh off, the skin, and he gets 
into violent rages. He never got into violent rages when we | 
were there. He was calm enough to talk and he tried to talk 
to us, but he could not talk too long because he had a staff 
person there and he was scared to talk. 

To talk a little bit more about this will be Michael. He 
will tell you what it has been like in an institution. 


Mr Callaghan: Being in an institution is terrible. 1} 
was in one of them. I was in Huronia Regional Centre and | 
it was like prison. I mean prison. It is just like a cell with 
bars all over the window. It is also not popular. It is not | 
very good down there, no. 


Interjection: How many years have you been in| 
there? \ 


Mr Callaghan: I have been in an institution for 17) 
years, and that is darned well long enough. They put me in, | 
they would not let me go anywhere I wanted. If I was to go} 
somewhere, they would have to keep an eye on us just in| 
case we did something, and that is wrong. They drugged 
me too. 


Ms McGill: Michael, who are “they’”? 


Mr Callaghan: The staff. Being in an institution is 
just like being blocked from freedom and that is not right. 
We all have to have our freedom sometimes. Freedom to! 
do anything we need, to go to a show, to see the movies, to 
see a hockey game, to see a baseball game and go dancing, 
go to church and be with our girlfriends and with our 
parents, especially with girlfriends. We were segregated 
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from each other, separated instead of being together, which 
is usual. 


1510 
Ms McGill: Who was separated from you? 


Mr Callaghan: My girlfriend, Suzanne. 

I am living in Mississauga now in an apartment with 
my room-mate. He is doing okay. I used to live in a group 
home before that. It is not fair not having a girlfriend 
living with me. They should not do that. They should have 
‘me and my girlfriend living together, so I can take her to 
church every Sunday and go dancing and go to work and 
all that stuff. Being locked up is just like being isolated 


‘from freedom. 


Ms McGill: Michael, where do you work now? 
Mr Callaghan: I work in a nightclub, Superstars. 
Ms McGill: Do you want to say anything else? 
Mr Callaghan: That is all I have to say for now. 


Mr Sears: You are probably thinking to yourself you 
can make up better rules than these institutions, but who is 
going to follow the rules? You can basically put rules in 
institutions, but no one is going to follow them. The staff 
are going to do what they want to do with these people. 
You do not know what is going on in these institutions. 
There are terrible things. You can basically, like I said, put 
the rules in effect, but no one will follow them, so you are 
just wasting time there. So we still want the institutions 
closed and bringing out all these people who could live in 
the community and have some support. 

__ I just want to go on to the issues that we want dealt 
with. Michael is going to read them and I am going to 
‘answer them. ° 


Mr Callaghan: People First of Ontario would like in- 
Stitutions to be closed as quickly as possible. The multi- 
year plan is painfully slow. 


Mr Sears: As I was saying before, there is Brantwood 
and Christopher Robin. Brantwood has an inquest into the 
deaths. Christopher Robin does not; it just got a coroner’s 
inquest. But we want an inquest in that death too, because 
a coroner’s inquest could cover up a lot of what is happen- 
ing to these people in this institution. 

__ They have no right to say no because they are dead. 
They cannot speak on their own behalf or anything like 
that, so we are speaking on their behalf. We want that 
because the minister said there were four reported and the 
rest of them were not. It sounds like it was covered up, so 
we are asking just to think to put an inquest in both Brant- 
wood and Christopher Robin and keep us informed as to 
what is happening in the institution because we have no 
authority to go in there to find out what is going on. 


Ms McGill: Can I clarify something? 

Mr Sears: Yes. 

Ms McGill: Your comments there were for this sec- 
ond one. 

Mr Sears: Yes. 


Ms McGill: Maybe you could just read the second 
me, so that people know what recommendation that was 
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for, Michael, and then go on to number 3. So what you 
have just said really has a lot to do with this number 2. 


Mr Callaghan: People First of Ontario would like a 
provincial inquest into all deaths in provincial residential 
institutions in Ontario, including provincially sponsored 
community residences. 


Mr Sears: I kind of answered that question acciden- 
tally, so we will just go on. 


Mr Callaghan: People First of Ontario would like a 
full inquest to be conducted into all of the deaths at the 
Brantwood and Christopher Robin institutions, that these 
inquests be carried out by community advocates and not 
by medical professionals only. 


Mr Sears: The reason we want that part is, right now 
I guess the minister has three nurses looking into or inquir- 
ing into these deaths. They are part of the government, in a 
way. They will probably just say they died of natural 
causes and they will not come out with the very truth, but 
if we have one of People First’s members in there to talk to 
these people, who can be able to communicate with them, 
now we just need an advocate to go in there and tell us 
what is really going on and not to cover this whole mess 
up, like it tends to be covered up all the time. 


Mr Callaghan: People First of Ontario would like 
better external monitoring of conditions in residential fa- 
cilities, including more effective reporting of deaths and 
causes, having a way for residents and families to report 
abuses without worrying about further abuse, and full au- 
thorized access to institutions by People First members. 


Mr Sears: The reason we said that was, we need at 
least one of our members or people who have to do with 
People First or the local group to go in and talk to these 
people, because right now, if they have staff around 
them—I have seen this happen many times—staff will be 
in the room and then the people will not say what they 
wanted to say. Let’s go back to the one I just visited, the 
institution. One person opened up to me because there was 
no staff around and he was just telling me he had been in 
an institution. He is 75 years old now and he saw his own 
brother and sister die the first day they went into that insti- 
tution, and he opened up. There was no staff around at that 
point, so that is what we are trying to say: if they can 
communicate with us, we can communicate with them 
without staff telling them what to say. Staff could make 
them say anything they want to say and then we will not 
get near the truth of what is really going on in those insti- 
tutions. 


Mr Callaghan: People First of Ontario would like 
commitment to the idea of ensuring that the advocacy 
commission remains independent with strong powers for 
monitoring abuses in community and institutional settings. 


Mr Sears: That one speaks for itself. Right now, there 
is not much that I could say about that one. 


Mr Callaghan: People First of Ontario would like a 
policy of no further admissions to provincial institutions 
and that people at risk of institutionalization or readmit- 
tance be given top priority for community services. 
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Mr Sears: We want the institutions closed, but from 
the minister’s point of view when we talked to her, it 
sounds like she wants to admit more people to the institu- 
tions. Instead of closing them down, she wants to keep 
them open. But we want them closed. I am just going back 
to the deaths. There are too many deaths which are occur- 
ring. People have got to live their own lives. They have 
their rights, but they are taking away theirs right from 
them. 

Mr Callaghan: People First of Ontario would like 
closure of all homes for special care and boarding homes 
and rest homes that are allowed to make a profit out of 
exploiting helpless people and treating them poorly. 
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Mr Sears: I want to make a comment for that part, 
that people in these residents and group homes and that, 
the staff gets more money than the people they are serving. 
So you get the money, but the staff is getting the money 
just to support them and work with them and that, but it 
should be the other way around. It should be the people in 
these institutions and these nursing homes who should get 
the money, not the staff. 

Mr Callaghan: People First of Ontario would like the 
Lightman inquiry into unregulated residential facilities in 
Ontario to include self-advocates who have had to live in 
these facilities, as well as to consult extensively with Peo- 
ple First of Ontario. 


Mr Sears: What we are asking right there is to be 
consulted. We have not been consulted with any inquests 
or anything. We have been hearing this by an airwave 
situation and we get it piece by piece, but we want to be 
consulted as to what is going on so that we can help our 
own members to understand. We need that consulting so 
that we can do something for them. 


Mr Callaghan: People First of Ontario would like to 
participate in the forum that has been called by the Minis- 
try of Community and Social Services and have a say in 
the way this is structured so that we can participate in a 
meaningful way. 


Mr Sears: This one here, it was just mainly saying 
that the mentally handicapped want to have a say in what 
is going on. We are not having our say in what is going on 
in these inquiries. You have to go through a lawyer right 
now. We would have to if we wanted to ask a witness or 
something like that, but we want to do it ourselves. So we 
want to have our say in these inquests into these deaths. 
These are our people who are dying in these institutions, 
so we should be able to have our say in these. 


Mr Callaghan: People First of Ontario would like to 
be consulted about which community service options are 
the most supportive of the needs of people labelled men- 
tally handicapped so that people will live in homes, not 
services. 

Mr Sears: That speaks for itself. That is the end of 
our thing, if you have any questions. 

The Vice-Chair: Okay, we have seven minutes left 
for questions. I would like to divide that time up evenly 
among the three parties. Mr Malkowski is on the list first. 
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Mr Malkowski: I think we should be allowed to add 
extra time. I think you should maybe give them 10 min- 
utes, give them extra time, because the presentation was 
slow and we want to be fair to them. 

The Vice-Chair: Okay. We can certainly do that. I can 
probably go on a little longer, but I still have the three 
questions, one from each party. | 

Mr Malkowski: Okay. Thank you, Mr Chairman. I 
was very impressed with your presentation. I was very, 
struck by the information and how it will be helpful to us, 
providing your firsthand experience. Do you feel it is very 
important for people who are in the institutions to have the 
right to get information related to their rights about report- | 
ing sexual and physical abuse, that the people in the insti- 
tutions should be informed of their rights, and then that 
allows them the choice that they could move out of the 
institutions? 

Mr Sears: Yes. 

Mr Malkowski: Do you feel that is important as a 
recommendation? 

Mr Sears: Yes. 

Mr Malkowski: I know that consumer groups and 
parents both have very strong and often different opinions. 
Some parents want to put their children in institutions and 
keep them there. Often that conflicts with the consumer’s 
option. Do you feel we need to consider the recommenda- 
tion to protect the rights of children who are under the age 
of 18? 


Mr Callaghan: Yes. 


Ms McGill: Can I ask Michael a question for clarifi- 
cation? Mr Malkowski asked you whether or not people 
who are not yet 18 should stay in institutions. Is that fair? 


Mr Callaghan: No, it is not fair. 


Mr Malkowski: Do you think we need to set up pro: 
tection for those people who are under the age of 18 whe 
want to move out of institutions but their parents do no 
want them to? Should we provide some kind of protectior 
for them? 

Mr Callaghan: Why not? That is a great idea. 

Mr Jackson: I want to thank you for an excellen! 
presentation. I have listened to Pat Worth’s presentation | 
on several occasions. You are doing as good if not 4 
better job as Pat ever did, so I wanted you to know I an 
very impressed. I want you to know that Marilyn Heint| 
is a close friend of mine and I work closely with her, a| 
she is a full board member in our association of commu 
nity living in Burlington. I know you have met Marilyi 
Heintz before. I am very proud of her work. 

I want to thank you for focusing on an issue that ni 
one wants to talk about at these hearings, and that wa 
the situation at Brantwood and Christopher Robin. 
want you to also know that you are the first people t 
really raise this issue for us. I want to share with yo 
that I certainly agree with you that a full inquiry is re 
quired and want you to know that when I asked th 
government if it would have a full inquiry, would it d 
so because of the reasons you have raised, it indicated 
did not feel it was necessary at this time. However, fot 
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years ago when this was happening in a nursing home for 
‘senior citizens and they were dying, they were asking for a 
full public i inquiry. 

Do you feel that is discrimination, that there is one 
level of concern for a full public inquiry when senior citi- 
‘zens were dying but when developmentally disabled chil- 
dren in institutions were dying we do not have the same 
standard? Do you consider that discrimination against 
you? 

Mr Callaghan: Yes. 


Mr Jackson: Norval, do you want to expand on that, 
because no one is talking about this aspect of your brief. It 
may not be discussed again unless we talk to you about it. 


Mr Sears: Do you want to repeat the question? 


Mr Jackson: It has to do with the fact that you know 
that the government is unwilling or will not allow a full 
inquiry so that your association can go in and advocate, to 
consult, to listen to the residents who are living there to 
discuss the terms and conditions. In fact, Marilyn Heintz 
said to me her concern was that the person appointed by 
the government is a nurse and a member of a union, and 
the persons they are partially investigating are members of 
a similar union. Those are the kinds of concerns Marilyn 
shared with me. You have hit that point here, both of you, 
and I just wondered if you agree that perhaps the nature of 
the current inquest was inappropriate and that you want 
standing before some larger inquest so that you can be 
present, ask questions, listen and make sure the residents’ 
concerns are being discussed. 


Mr Callaghan: Yes. 
1530 


Mr Sears: Just to expand on that a little bit, why Peo- 
ple First want to be at this inquest is so that we can be 
heard. We are advocates. We advocate on behalf of other 
people who cannot talk for themselves. That is why we 
want to be involved with this inquest, so that these people 
will understand that we went there and got their issues 
across about what happened to them in institutions. So that 
'$ our way, it is advocacy to help every one of us in nurs- 
ing homes and everybody who is dying in the communi- 
ties. I am not just segregating the institutions. It is all over 
that needs to be overhauled. 


_ Mrs McLeod: [ also wanted to thank you for doing an 
*xcellent job of telling us your story today. I wanted to ask 
Michael another question or two. You told us what it was 
‘ike to be in an institution and what that felt like, but I 
would like to know a little bit more about what it was like 
0 go into the group home. Was that a good place to be? 
Was it easy to move in? 


Mr Callaghan: It was. 


Mrs McLeod: So you had no problems when you 
went into the group home. 


Mr Callaghan: No problems at all. 


|. Mrs McLeod: Is it okay in the apartment now? Is it 
okay getting to work and managing on your own? 


Mr Callaghan: Yes, it is. 











Mrs McLeod: Congratulations, Michael. That is great 
to hear. 

Ms McGill: Could you maybe explain to Mrs McL- 
eod who made the decisions about your leaving the institu- 
tion, how much say you had, or what would you have 
liked to have done when you left the institution? 

Mr Callaghan: Staff made the decision that I move 
out of the institution. 


Ms McGill: Who decided that you would move to 
Port Credit? 


Mr Callaghan: The staff. 

Ms McGill: Where would you have rather moved to? 

Mr Callaghan: Hamilton. 

Ms McGill: Can you tell them why? 

Mr Callaghan: Because my girlfriend is there now. 

Ms McGill: Did she leave the institution at the same 
time you did? 

Mr Callaghan: No. 

Mrs McLeod: Did anybody ask where you wanted to 
go? 

Mr Callaghan: No. 


Ms McGill: You said earlier that you would like your 
girlfriend to live with you now. 


Mr Callaghan: Yes. 
Ms McGill: Why is that a problem? 


Mr Callaghan: Because they do not believe that we 
have a good relationship together. 


Ms McGill: Who are “they”? 
Mr Callaghan: Staff in Hamilton. 


The Vice-Chair: I would like to thank you for your 
presentation. Unfortunately, we have run out of time and 
we have a very, very tight schedule. Only so much time 
was allocated so I have to move on. Before we do that, I 
think it is appropriate to have a few minutes’ recess. It was 
requested. We have been going two hours straight here and 
I think everyone needs a brief recess. 


The committee recessed at 1534. 
1544 


PARENTS FOR COMMUNITY LIVING 


The Vice-Chair: I would call upon the Parents for 
Community Living, Joye Krauel, Allison O’Farrell and 
Keith Heimpel. Welcome to the committee. As I remind 
each of the presenters, you have half an hour. You may 
divide that in whatever way you deem appropriate. 


Mrs Krauel: Perhaps I could just introduce us. I am 
Joye Krauel, this is Allison O’Farrell and this is Keith 
Heimpel. 

Mrs O’Farrell: We are from Parents for Community 
Living, Kitchener-Waterloo. First we will tell you who we 
are and our history. Parents for Community Living is com- 
prised of a number of families who have one or more 
family members or friends who, because of a developmen- 
tal handicap, require support to live fulfilling lives in the 
community. Our goal is to provide homes. At present, 20 
such families form the core of our organization, which has 
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over 100 members who support us in our vision of a com- 
munity where everyone belongs. 

Our vision: We envision “home” to be family-sized, 
comfortable, nurturing, responsive to the strengths and 
needs of those who live there and supported by a Christian 
environment. Support persons will live in the home and 
work together to respond to the needs within the home. 
Each home will be developed in partnership with a faith 
community, and our hope is that every faith community 
will in time become involved in the lives of persons who 
have a developmental handicap. 

We believe adults with disabilities need to have a life 
of their own, involved with their families but not necessar- 
ily living with them. We seek a quality and direction to 
their lives that is based on belonging, acceptance and wel- 
come in the community. 

We want to build a community of support which will 
secure the future for our family members and friends, a 
community which allows them to have fulfilling and inter- 
dependent relationships with their families and friends. 
They need support in a home and they will also have a 
great need for continuity in relationships. Their families 
need the assurance that a caring community will provide 
this continuity. 

Sons and daughters who are adults should be recog- 
nized as such. Therefore, they need to live in homes with 
people with whom they relate, whom they respect and with 
whom they are compatible. They need to live in house- 
holds where they have some control over the decisions 
made, some voice, equitable responsibility consistent with 
their ability and where they have the status of ownership. 
There are many ways to achieve ownership, but funda- 
mentally, it is to mean that the home is their home. 

We will develop a support network to ensure continuity 
of responsibility over time. It is important that persons 
from the community freely choose to become involved to 
the point that they develop a commitment. This support 
network of friends will encourage active participation in 
faith community and community life. 

An incorporated board of directors will have ultimate 
responsibility for the homes. However, each home will 
have a house council comprised of the support couple, the 
individuals in the home and an advocate for each individ- 
ual representative from the faith community, support net- 
works, Parents for Community Living and the board. This 
council will be concerned with the quality of daily life 
within the home, will help to ensure that the home remains 
true to the philosophy and will also act as a liaison with the 

support network and the faith community. 


Mr Heimpel: I would like to give you a little back- 
ground on Parents for Community Living, how we came 
into being, because I think it is important to get that con- 
text, from where we are coming. About six years ago, 
several parents came together because we had mutual con- 
cems for the wellbeing of our adult sons and daughters. 
Within a year, a core group of parents were meeting on a 
regular basis with the help of a facilitator, Father Pat 
Machan, who is a resurrectionist priest centred in Waterloo 
and who did a lot of work internationally but largely across 
Canada. 
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Under Father Pat’s guidance we began to develop our | 
community work. We told our stories to several church : 
communities and asked them to consider working with us. } 
Our stories would be the story of what it was like to have a | 
handicapped family member and to keep that family mem- | 
ber in our homes with us. St Francis parish in Kitchener | 
invited us to submit a proposal and so began our plans for | 
our first home. | 

In October of 1988, we incorporated a board of direc- | 
tors, purchased a home at 48 Blueridge, right across the 
street from St Francis parish, and secured a mortgage on 
the home through the signatures of a number of our par-| 
ents and friends. With a donation from St Francis parish, } 
we began renovations to the home to make it wheelchair-| 
accessible. In February 1989 Douglas and Tom moved into} 
their new home, and with the completion of added renova-| 
tions in June the same year, Joseph joined them. : 


1550 
Everyone in PCL participates however she or he is able} 
to. We do not have government funding, so it is a real] 
struggle to continue to raise funds to pay the mortgage| 
interest and to assist the men in paying the operating costs] 
of the home. We know that our service is very cost-effec-| 
tive. We know it is unique in its person-centred vision and 
in its depth of community involvement. However, the fact} 
is we will not be able to proceed further on tenacity and) 
faith alone; we need assurance of operating funding, and| 
fairly soon. | 

We are currently in second-stage funding approval fo | 
a Ministry of Housing grant for this home and also for the, 
purchase of a second home. Final approval is anticipated| 
for April 1991, all things going well, and we will hope, off 
course, that operating funds will follow with the support o 
the Ministry of Community and Social Services. Assuming! 
all goes well again, four persons will move into home! 
number two in the fall of 1991 in partnership with Trinity 
United Church in Kitchener. | 

I would like to talk a bit about our observations abouf 
the multi-year plan. We formed Parents for Community, 
Living to ensure that our family members and friends 
would not be placed at risk of institutionalization. We are 
in complete agreement with Challenges and Opportunities| 
where it is stated that “The institutional system is not con} 
sidered a viable model for the future.” We believe strongly 
that everyone belongs in the community—I would like t¢ 
emphasize that—and that those persons who have beet 
excluded from community living must be returned to th¢ 
community. | 

But in order for that to happen, a lot of other thing} 
have to be put in place. It certainly does not make sense t( 
us to place persons already in the community at risk due ti 
lack of proper housing, employment opportunities an 
support services and at the same time bring individuals ou 
of institutions. To make the closure of institutions a reality 
persons living in the community already must also b| 
served there. Many of our families in the community a 
already meeting needs of very challenging individuals. A) 
of the challenging individuals in the province of Ontari| 
do not live in institutions. So we need supports on bot 
sides of the equation. | 
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_ Special services at home is an example of a program 
which offers an individualized approach to support for 
families. However, families often find this program inflex- 
ible and deficient with regard to the number of hours and, 
in some cases, the types of services it will provide. For 
instance, with regard to serving adults, the type of support 
extended is very limited and consequently may not re- 
spond to the needs of individuals. If this service is truly 
meant to support families in keeping their family members 
at home, families have to be listened to. The needs of their 
sons and daughters have to be addressed. Families do not 
have the time or energy to constantly be renewing con- 
tracts and/or really not having the assurance of ongoing 
funding under that program. 

Existing waiting lists indicate clearly the need for 
housing options, particularly for adults. Many of the par- 
ents in our group have sons and daughters who have lived 
with them for 30 years or more, and they have no peace of 
mind with regard to the future of their family member. 
Indeed, it is this very reason why Parents for Community 
Living came into being. 

Again, employment opportunities in our community 
are also very limited. New initiatives in employment are 
badly needed. In fact, for the first time in over 30 years, 
K-W Habilitation Services, which is the major service pro- 
vider in our area, has established a waiting list for all of its 
training and developmental programs for adults. Our 
daughter, Jennifer, like many other young handicapped 
people, graduated from high school to nothing. There is 
nothing there for her. Unless, as in our case, families have 
the resources to put their own dollars behind the purchase 
of a supportive worker, there is nothing for them at all. 
Even post-secondary school education is not an option in 
dur community if in-school supports are required. 

_ Funding for job coaches is badly needed. Persons with 
challenging needs have a right to a range of options in 
employment. Not everyone wants to or indeed can work in 
a sheltered workshop setting. Very few of the intentions 
doted on page 28 of Challenges and Opportunities have 
peen initiated. We would encourage this government to do 
what it can to open opportunities. 

In order to meet the needs in each of the above areas, 
we must have more flexible services and funding arrange- 
ments that are tailored to each person’s individual needs, 
an objective also stated in Challenges and Opportunities. 
Services provided should respond to the needs of an indi- 
vidual and should not be linked to where a person lives. 
They ought to be totally portable. Again, Challenges and 
Jpportunities talks about doing exactly that thing. 


_ Mrs Krauel: We are certainly in agreement with 
dhasing down the institutions. Our philosophy is to build 
iround individuals, to get to know them well, their 
strengths and their needs. Each person living in a Parents 
‘or Community Living home has a circle of support. This 
$ built up by the families themselves and consists of a 
family member, friends of the family, people from the 
sommunity and also from the faith communities. We con- 
sider this network of support essential in order to provide 
idvocacy and the assurance of real involvement in the 
*ommunity. Parents and friends play an important role in 
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the development of circles. If we provide homes for indi- 
viduals from institutions, it is quite likely that there will 
not be a family network. As I mentioned, this circle of 
friends is usually built up by the family, so we would need 
funding to provide a co-ordinator-community developer to 
provide this service. 

We feel that anyone living in an institution or a nursing 
home should be considered for community placement. For 
instance, we would like to be able to consider individuals 
living in Sunbeam Home, which is our local institution in 
Kitchener, for placement in our homes, but we have been 
informed that extra funding would not follow these per- 
sons and we desperately need that funding. 

It is essential that a person returning to the community 
has a day program and/or extra dollars to provide for any 
special needs. At present, there are no day programs or 
employment openings. Pete mentioned that there are no 
spots at the K-W Rehabilitation Services any more for 
employment for community persons, let alone anyone re- 
turning from institutions. Obviously this deficiency has to 
be addressed, and very quickly. 

People with very complicated needs are already living 
in the community, not just in institutions. We have two 
families in our group alone who have sons who are 30. 
They have kept them home all these years. Neither of them 
is toilet-trained. They have to wear a helmet because they 
have seizures and they fall. They have kept them at home 
all these years, so they are not just all in institutions. We 
need to enrich supports for them. If these supports are in 
place, the community will be already prepared to respond 
to the needs of persons returning to the community. We 
would not like to see the development of a continuum of 
special services, but rather the services that are already in 
place in the community should be enhanced. 

For example, we have in our community a community 
resource team which is mandated to assist families who 
have a member with a developmental handicap or individ- 
uals living away from their families. This team provides an 
excellent service that may well need to be enriched. Also, 
we feel that community support workers should be avail- 
able to persons living both at home and away from home, 
not just in independent living situations. 

1600 

As well, at the moment we have a small, pilot, inte- 
grated employment program operating in conjunction with 
the Association for Community Living and the Centre for 
Research and Education in Human Services. They may 
have some very valuable experiences to share with regard 
to the integrated employment. At the very moment, they 
are working with my son to get him a job in the commu- 
nity because we are hoping that some day he can work 
there and be treated a little more humanely. 

A major concern for us is the indicator from govern- 
ment that numbers of individuals sharing a home must be 
increased from three to six. We take strong exception to 
the wisdom of this move. The successful integration of 
persons with special needs is very dependent upon their 
ability to adapt to the community and to the community’s 
acceptance of their presence. If they are in large resi- 
dences, the community will simply see them again as 
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small institutions. It is critical that barriers are not placed 
in their way to be accepted. The ability of persons to live 
together in harmony is contingent upon numbers to a great 
extent. Small homes are both more appropriate for resi- 
dents and more acceptable to the community. 

In summary, we support community living for every- 
one. We have identified the following as barriers to the 
achievement of this goal: the lack of flexible funding and 
the portability of funding; the lack of more homes and a 
range of living options; the lack of employment opportuni- 
ties and options for employment; the lack of funding for 
job coaches. This is what so many of the community jobs 
depend upon. They are ready to take one of our people as 
long as they have a job coach with them. 

We are concerned about the lack of creative day pro- 
grams; the lack of support for innovative projects, the lack 
of opportunities for post-secondary education; the lack of 
emphasis on relationship building and networking to en- 
sure inclusion in community life. 

We certainly appreciate the opportunity to come here 
today and give you our opinions and our concerns. If we 
can answer any questions, we would be glad to. 


Mr Malkowski: I am very impressed with what you 
have given us this afternoon. I think it is really important 
for this committee to consider specific recommendations 
that would assist us during our deliberations. I am wonder- 
ing if you agree with the concept that institutions should be 
closed or should be made available to individuals as op- 
tions. 


Mrs Krauel: I think we are all in agreement that they 
should be closed. 


Mr Heimpel: Yes, no question about it. 
Mrs Krauel: No question about that. 


Mr Heimpel: It is not the right place for people to 
live. 


Mr Malkowski: That is fine. I think it is very impor- 
tant to provide more resources for parents, because often 
they do not know what their options are and they end up 
putting their children in institutions. Resources informa- 
tion is not being made available to them. I think this would 
certainly help them in making a decision not to put their 
children in institutions. 


Mr Heimpel: I agree. I think one of the problems in 
Ontario is that we seem to be going the route of a little bit 
in the community, but institutional models staying in place. 
I think it is a mistake because it is dividing the use of 
scarce resources. I am afraid the institutions are gobbling 
up a major share of that valuable resource. I think it is 
better to follow the example of some of the other prov- 
inces that are closing institutions altogether. It is not the 
right place for people to live. 


Mr Beer: One brief question: On the concern you in- 
dicate that the number of individuals sharing a home must 
be increased from three to six, I am just wondering when 
that began and whether you know is that because of finan- 
cial issues or is it that people felt it was more important to 
have that grouping. 
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Then if I could, there is your point about the lack of 
flexible funding and portability of funding. What would 
you like to see here, that the money would go with the 
family or with the individual, and that is the way you 
would determine what would be done as opposed to going | 
to an agency? What sort of correction do you want there? | 


Mrs Krauel: Could I answer the last part first? I am 
going to let Keith answer the first part. | 

I am going to be very personal. My son is 30 and he 
now has, as I said, the opportunity to work out in the| 
community. Unfortunately, he cannot use the bus at this 
point in time. When we have tried to teach him, he has} 
thought of it as a game, so he gets lost and he thinks it is| 
great fun. We have applied for the adult services now to} 
give us some funding for bus training. We have been told, | 
fine, we can have the money, but we may not use it for him} 
at the time that he is going to work. | 

Now, this is ridiculous. If we train him in the middle of | 
the afternoon or in the evening, there is none of this mobs} 
of buses, with six or seven buses coming up to one bus 
stop, which we have in Kitchener-Waterloo, and this is| 
where he becomes confused. I personally have been agitat-| 
ing and I finally have got our local transit to turn that—I/ 
do not know what you would call it, but that little thing at! 
the front; I am sure you have it everywhere. They were not 
turning that sometimes until they were driving away and| 


this was very confusing for our people. They have now 
promised to do that. 

The point is that if my son Blair is trained in the mid- 
dle of the afternoon there is not going to be a problem, 
Only one bus will pull up to that stop and he will get on 
and be fine. Where he needs the training is at the actual| 
hours that he is going on the bus, but they have said that, 
unless I accept the funding the way it is, there is no fund- 
ing. 

Mr Heimpel: I think on the affordability issue we 
are often told that because Blair might move into a 
home away from home, the funding stops altogether be- 
cause he is not living at home any more. That is what I 
mean by affordability. He needs that support just as 
much as he did at home. Why stop it? That may not be a) 
good example. Once Blair knows how to use the trans- 
portation system, he maybe does not need that funding 
any more, but there are lots of other good examples 
where the funding is required almost on an ongoing 
basis. That is a barrier against independent living. 

On the issue of the number of people living in 4 
home, when we began talking to the Ministry of Com, 
munity and Social Services about a second home, wher 
we got indications of a housing grant for a second home 
we were told, “Three is out, six is in.” We feel quite 
pressured to get away from small is better to the larger! 
because of costs. We are told resources are not available 
to accommodate homes with three any more. | 

I think that is a mistake, because we ought to bé 
looking at the quality of life for all of these people and 
confusing it with greater numbers is putting that quality 
issue at risk; it really is. It is not the right thing to do) 
Besides, I think the community has expressed itself wel, 
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n that regard. When the house next door is filled up with 
six persons plus support people, with cars in the driveway, 
ul over the place and so on, it is not a good thing to do. 
We want the community to be accepting, and on the other 
aand we do these things that tear it down. So both reasons 
ire quite valid. Please do not do that to us. Do not make us 
ake that quality away. 


(610 
Mr Jackson: Let me say first that Elizabeth Witmer, 
who is a regular member of this committee, had to leave 
‘or a funeral in her riding or she would have been present 
‘oday, but she has briefed our caucus at least with respect 
0 your concerns and has shared them personally with me 
ts the critic, and she sends her best wishes. 
Thank you for your presentation. There are a couple of 
‘lements I want to focus in on very quickly. First of all, 
eith, who is it who is specifically communicating to you 
he move from three to six residents? I am not catching 
his. 

Mr Heimpel: The local Ministry of Community and 
social Services office, the Waterloo regional office. 


Mr Jackson: Do they share that with you in the form 
xf a memo or is it a ministry directive? 


Mr Heimpel: No. It is verbal, but it is indicated as a 
ninistry directive. 




















Mr Jackson: Can you share with us who the individ- 
lal at that office is. I want to get to the bottom of that. 


Mr Heimpel: The deputy minister was in town a cou- 
‘le of weeks before Christmas and that is when it was 
nade a lot more official than it was in the previous tele- 
shone conversation, but the rumbles had already started 
‘ven in November. 


Mr Jackson: Have you had any discussions? I know 
if situations where we have four, where we have sufficient 
sedrooms. I have worked in my own community for these 
‘iomes. We have acquired several and we draw the line at 
our. If we get a fifth bedroom, it is an extra bedroom if a 
amily member wishes to stay, but not for respite. Are they 
uggesting that you start at six and negotiate down to four? 
Ve know that is a game that is played. 


Mr Heimpel: It could be. We have told them we think 
ve Can manage with four.. 


Mr Jackson: Have you heard anything from the mu- 
icipality? I know we worked for two years to eliminate 
Xclusionary bylaws in this province and Kitchener was 
ne of the target communities that was discriminating 
adly against groups, trying to categorize them as group 
‘omes and impeding them. It strikes me that runs counter 
) the spirit, by starting to increase the numbers. You are 
2ally referencing that a community backlash might be 
mat happens as a result of the ministry pushing you in 
lis direction. They are contributing to bad relations within 
community at the very time when relations need to be 
nproved. 


Mrs Krauel: That is right. 










Mr Heimpel: | agree. It is kind of against the spirit. 


Mr Jackson: My final question—and thank you be- 
cause there is a lot I wanted to cover with you—is on 
continuing education program access. This is a big bug- 
bear for me. We have heard many presentations about that 
is it for a student at age 21. In fact we have evidence that at 
age 20 they are cut off. It strikes me that we are seeing sort 
of a perverse set of priorities from school boards and oth- 
ers in terms of we will partially fund advanced bridge for 
adults as continuing education and adult education in our 
schools, but we do not have the commitment nor the link- 
age in order for the education system to do follow-up life 
skills, which is really the vehicle that would be helpful for 
your son. 

Mrs Krauel: It certainly would. 


Mr Jackson: The school could operate those pro- 
grams at varying times. I notice we are doing it for seniors, 
for activation following strokes. There are some great pilot 
projects around the province. But it seems to me the school 
boards are not helping us to find an agenda for this group 
of citizens. We have grandparent linkage programs for 
older people, but it seems that this community is just—we 
are glad that is over with for them and that is the end of it. 

Just briefly, have you had any discussions with the 
school board about shifting some of its priorities for pro- 
grams so that it can embrace them? The legislation does 
not prohibit it. The trustees have the right and ability to 
move in that direction. Have you any comments on that or 
any discussions with the Kitchener- Waterloo board? 


Mr Heimpel: I am on the K-W association’s commit- 
tee for post-secondary school opportunities. I think we are 
really talking about the community colleges here. I think 
the school boards—Ottawa let them off the hook totally— 
are doing what they can. I think they are being fairly flexi- 
ble too in our area, the separate school board especially. It 
is the community colleges that are closing the doors to our 
people. They have some supports available, but the prob- 
lem becomes when you need a support person to help get 
around the campus of the college. Do you have to pay 
tuition for the support person as well? They are saying yes 
right now and they are not very willing to even work with 
us on a pilot project to let us show them how we think we 
could maybe get together and make the program work. Of 
course, they are citing the lack of funds to do this, etc. 


Mr Jackson: That is very helpful. 


The Vice-Chair: I am sorry. We have run out of time. 
I would like to thank you for your presentation. We must 
move on. I am pressed. We have two other groups appear- 
ing before us. 


FEDERATION OF ONTARIO 
FACILITY LIAISON GROUPS 
The Vice-Chair: I call on the Federation of Ontario 
Facility Liaison Groups. There are a number of you from 
that group, so I will ask you to introduce yourselves and 
make your presentation. I remind you, as I do all of the 
groups, that you have half an hour and we have to stick to 
that time limit. You can divide that half-hour in whatever 
way you deem appropriate. 
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Mrs Paproski: We appreciate the opportunity to come 
here. I am Margaret Paproski, president of the Federation 
of Ontario Facility Liaison Groups. Archie Leduc is our 
treasurer; Stuart Mussells our vice-president, and Dr Alan 
Bruce-Robertson another member. 


The Vice-Chair: I just mention to members of the 
committee that we have a package that was made available 
by Dr Bruce-Robertson. Our research officer has it avail- 
able for your use. It is filed with her. Please proceed. 


Mrs Paproski: There is also a package which was 
faxed from me last Thursday which you should have re- 
ceived. I thought what I would do would be to speak to the 
highlights on the second page, not go through the docu- 
ment itself. It was pulled together very quickly on Thurs- 
day when we found out we had the opportunity to attend. 

I would just like to further state that we are all volun- 
teers, that we have no paid assistants or such. We come 
from a wide area of the province, representing facilities at 
Thunder Bay; I myself Rideau Regional Centre, Smiths 
Falls; Archie Leduc is with Oxford Regional Centre; the 
other two with Huronia Regional Centre. We also have a 
representative here with us from Southwestern Regional 
Centre and other representatives from Prince Edward 
Heights, and we also have somebody from Muskoka Cen- 
tre as well. We represent, in total, eight different facilities. 

We started our organizations when the facilities began 
to operate as parent support groups. Today they would be 
called advocates. In about 1982 we felt that the needs of 
severely, profoundly multihandicapped people were not 
being addressed by what is now called the Ontario Associ- 
ation for Community Living. We are also, most of us, 
members of that association and many of us have spent 
many hours in developing community programs. We are 
fully in support of community programs for people whom 
we feel benefit from them. 

We must, however, address the issue of the severely, 
profoundly mentally retarded person who may have other 
handicaps and who is aging. In the institutions today, at 
Rideau Regional Centre, for instance, the average age is 
35. At southwestern, out of a population of 600, only a few 
are under the age of 35. So their skills are declining. 

The federation had established a subcommittee to work 
with the ministry last year, to tour community facilities 
and see what was developing in group homes, workshops, 
etc. We have visited two group homes in Ottawa. Each one 
cost over $300,000 to acquire and to furnish. They accom- 
modate four to five residents and have 24-hour staff. Dur- 
ing the daytime there are three counsellors, plus 
administration costs. We are looking at a very, very high 
per diem rate. 

We have to be realists. We have faced up to the fact 
that our children are handicapped. They have acquired a 
number of skills, but they are never, ever going to be em- 
ployable, not the majority of those who currently live 
within the institutions. 
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Also, with these particular group homes I visited, the 
agency which started up those homes is now starting to go 
into deficit budgeting. We do not think the multi-year plan 
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has been well thought out in terms of the total cost if we” 
are to provide equal, universal services throughout this” 
province for people with handicaps. In fact, it will develop | 
privileged services for a few. Others will receive below- 
average services and others in desperation will receive | 
none. | 

The budgets, also under this multi-year plan, are being) 
squeezed at the institutions and having adverse effects. For| 
instance, at Rideau Regional Centre we have been without} 
a speech therapist for two years. We are now in the posi- 
tion where we have some residents who have, with great 
difficulty and great work acquired skills in communica-) 
tions using the Bliss symbols or sign language, and they 
have counsellors who cannot use those communication| 
skills. Can you imagine the frustration after many years of 
developing a system of communicating and now being in| 
the position where your counsellor cannot communicate} 
with you? We are losing some of our best counsellors, the} 
well-trained counsellors, because they have to look for| 
their own young families, their own career opportunities| 
and therefore if there is a chance for them to get into the} 
community to work, that is where they are going. | 

I would like now to go into an area which we feel very| 
strongly about. The very specialized needs of the aging} 
severely, profoundly multiply handicapped adults have not 
been addressed. It has been estimated that the residents] 
within facilities require five to six times the medical care 
of the average population. Many of them have limited 
community skills, so they are very vulnerable and they, 
need protection and security. The institutional service can 
provide that. | 


intellectually, communicates at maybe a six-month oa 
She was found. Immediately, the doctor is there to investi- 
gate to see if there has been any problem, and there is the| 
support to help her get back into her little milieu and feel} 
the security of her friends. | 
What is not recognized is that the institutions are 
home. They are home to some people who have lived there 
for 30 or 35 years, yet under the multi-year plan it is 
proposed that these people who have lived in this home ar¢ 
to be discharged. To where? To foreign communities 
where they have no friends? In an institution they have the 
opportunity to make friends from a wide group of people’ 
They can develop supportive relationships based on affec; 
tion and similar interests. They have an opportunity to give 
and take, help one another and therefore build up thei 
self-esteem. They belong and feel accepted there. It oper: 
ates as a small community. | 

There is a variety of activities which can take place 
without transportation problems, without having to brav¢ 
the elements of the snow or the rain and all these othe; 
things that are especially difficult for physically handi| 
capped people. There are developmental programs, adul! 
education, work opportunities, recreation, swimming 
sports, concerts, dances, parties. They have a choice 0} 
whether to attend these or not. They can walk down thé 
hall and hear a great party going on and say, “Hey, I wan, 
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10 go in for 15 minutes,” and then it becomes too much for 
chem, the stimulation is too great. They have the opportu- 


nity then. to go back into their private quarters to calm 
down. They have choices. 

__ They also have choices to go into the community. I 
must say that the $100 per month they are receiving has 
enabled them to do this much more. They are going to ball 
games, hockey games, going out to church functions, to 
zoncerts, on small trips. Certainly from Rideau Regional 
centre they have come down to Canada’s Wonderland. 
They are able to get out, maybe to go to a restaurant with a 
couple of friends who support them. In fact, it is easier: 
My daughter will go with a counsellor and a couple of 
other residents into a restaurant much more easily than she 
will with us. She is happy with the group she is with. 

_ Thad the opportunity of keeping my daughter at home 
antil she was 11, and I saw what the community did to her. 
[hey rejected her. As she got older it became even more 
30, because she became more strange looking to them. She 
s aware of that and she withdrew, to the point where I 
sould barely get her out of her bedroom. Now that she has 
eceived self-confidence within the institutional setting, 
where she knows she can do some things well and she can 
issist in certain things, she is more forthright, outgoing, 
lappy to be involved in things. She has that security, she 
las that supportive environment. 

Also, within the institution they are challenged to im- 
prove and to develop, but with professionally trained staff 
ind support staff the stress and anxiety levels can be kept 
vithin normal limits. Too often in the community we have 
een people who are developmentally handicapped ending 
tp in psychiatric wards because they cannot take the stress 
of normal life. As I mentioned, within the institution they 
lave tremendous freedom to walk down a hall and think 
hey are not supervised, yet in fact somebody is keeping an 
“ye on them when they need to. 

However, under this multi-year plan we do have some 
very grave concerns about the institutional life. It was 10 
‘ears ago developing a more normalized environment for 
Hl its residents. Wards were being developed into apart- 
fent settings and day programs were being developed. 
’eople were being treated as individuals. This budget 
queeze is now being placed on the institutions them- 







elves. As the population declines, instead of using the 
xtra space to develop an environment of maybe six peo- 
le within a ward, make it into a bungalow-type setting, 
ney are closing those areas or, for instance, in Huronia I 
elieve the Ontario Provincial Police is using some of the 
cess space. Many of our residents are being placed into 
nacceptably overcrowded wards where they have no pri- 
acy, no opportunity to keep their own things. This multi- 
ear plan, because it has not addressed the cost of caring 
or people either in the community or in the institution, is 
dversely affecting the quality of life in the institution. 

_ On the other hand, we have some very good institu- 
‘ons and we really would like an answer to the question 
ve have asked many a time. Midwestern, outside Palmer- 
son, is a beautiful little institution where they do have 
Partment-like settings, yet it is slated for closure in 1994, 
mhile another one which is not as modern, does not pro- 
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vide as high a quality of life, is to remain open. Muskoka: 
a beautiful piece of property, marvellous opportunities to 
develop a good quality of life for people who need a sup- 
portive environment. It is slated for closure. We must 
question the rationale of the multi-year plan. In whose 
interest is it being implemented? In our opinion, not in the 
interests of profoundly mentally retarded adults, especially 
those who have additional handicaps and who have limited 
communications skills. 

The federation, contrary to probably all the submis- 
sions or the majority of submissions you have heard today 
and yesterday, strongly supports congregate care as an op- 
tion. A very important aspect of quality of life is choice. 
We believe that choice should be there, just the way that 
choice is available for senior citizens who opt to move into 
a retirement home or people who join the armed forces, 
who have a very specialized community. You can see it 
today with the men going to war, how those communities 
band together to support each other. We think developmen- 
tally handicapped people should not be denied that choice. 
1630 

The last thing I would like to address is that we have 
called time and time again for cost projections of commu- 
nity services and institutional care. We have not yet seen 
any valid or any comprehensive cost projections for this 
multi-year plan. 

I would like to thank you for this opportunity, and we 
would welcome any questions you may have. 


Mr Malkowski: Thank you for your presentation. 
What we heard so far this afternoon from two different 
groups, People First and then the parents of disabled peo- 
ple, is that they both are very strongly in support of closing 
the institutions and transferring those people into commu- 
nity living. So it is interesting to hear your perspective 
about that situation. Would you support their opinion? 
What are your feelings in terms of closing the institutions? 


Mrs Paproski: We would like to see that option re- 
main open. We do believe there should be improvements 
and that the style of life should be more normalized, that 
people should not be congregated into large open wards. 
But there is an opportunity to develop that community, 
which I think would be very supportive and should be an 
option, just an option. 

Mr Malkowski: On page 3 of your presentation, you 
Say you support the transfer from the institution to the 
community if all the support services are available. Can 
you clarify what you would look at as criteria for “all 
support services?” 

Mrs Paproski: Support services within the institu- 
tions provide medical, psychiatric, psychological, phys- 
lotherapy, speech therapy, developmental training, 
teaching, social and recreational supports and dental 
care by people who know how to work with residents 
who are handicapped. I am going to let Dr Bruce-Rob- 
ertson respond to this a little further, because he has a 
greater awareness of some of the conditions of the peo- 
ple. 


Dr Bruce-Robertson: The quality of services is so 
high in the institutions that we reckon it is going to be 
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very hard in most cases to duplicate them in the commu- 
nity, certainly when they are scattered around. Contrary to 
what you have heard from some people, none of you is 
taking sufficient account of the societal aspect of living. It 
is all very well to be living in Utopia and saying that 
normalization is the thing we should aim for, that we 
should have, and that it is just around the corner. The fact 
is that it does not exist as yet. 

My own experience of 20 years at a medical drop-in, 
dealing with a lot of schizophrenics living in single, 
supported, independent living, is that none of you likely 
have any concept of the tremendous loneliness that most of 
these people suffer. Because of this loneliness, they sell 
their birthright. They have all sorts of friends for the first 
week and none for the second. I will not go into all the 
other horrors that occur through trying to buy or obtain 
friendship. It is something that those of us who are fortu- 
nate here cannot begin to imagine, what these people who 
are lonely will do to try to get a friend who will bunk in 
with them, who will then scrounge from them, raid their 
larder and everything else. 

I think we very much need to think of a societal model. 
At present, unless we are able to change society so that we 
have a great many more volunteers, in many instances 
people are going to be imprisoned in their group homes 
unless they have somebody to take them out, because un- 
less everybody goes out at the same time nobody is going 
to go out, unless you have an extra person to deal with that 
trip or transportation. 

I believe some thought has to be given to this aspect, 
and I do think that some of you may not realize that there 
are parents who believe, quite honestly, that their children 
are better off at present in a congregate model, cottages on 
an estate, on one of the schedule 1 facilities where they 
have a great deal of freedom. They get into towns and they 
have trips and various other things and we know that they 
are safe. Many of these people cannot be trained. They do 
not have the reflexes to react quickly enough to traffic 
problems, or other problems, for that matter. 

I think there is something to be said for this sort of 
setup, which should be included. It is not excluding any- 
thing else. Everybody is individual. Give them a chance. If 
it does not work, though, do not push it, but take them 
back and try something else. 

The trouble with Challenges and Opportunities is that 
it is a one-way street; you can only go one way. You are 
expected to be ever better and to go from one stage of 
productivity or creativity to another. We all know that most 
of our clients are going to age more quickly, they are going 
to lose their skills, and unless they are stimulated maxi- 
mally, which they are, by and large, in an institution, they 
are going to lose a great many of their skills. You see it all 
the time. 


The Vice-Chair: I have two more questioners, Mrs 
McLeod and Mr Jackson, with approximately seven min- 
utes left. 

Mrs McLeod: I appreciate what you are saying and I 


think I understand it, but I am struggling with it. I guess 
the reason I am struggling is that I have been peripherally 
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aware of the field for some 20 years, and when the first 
trainable mentally retarded classes were being 
mainstreamed into the regular school setting, I suppose at 
that time I wondered how it could work and went on to see 
how well in fact that worked. But I continued to remain 
sceptical that the more severely developmentally delayed 
could ever be mainstreamed into a regular school setting to 
any degree at all, and discovered some years later that in 
fact some quite marvellous things had been achieved in 
that direction. 

So the reason I struggle, and I am sure I have not 
anguished with it to nearly the same extent and with the} 
same constancy you people have, is that issue: How do we 
define the limits of what is possible? Particularly, how 
does government set those kinds of limits, and are we in 
danger, if we try to define what is possible in terms of 
community living, of limiting the support we provide? I 
think the point you make is that it requires tremendous} 
support for community living to be successful. If we do 
not have some conviction that it can work without setting| 
limits around it, we will set limits on that support. | 

To make it a question, do you not feel that if we were| 
to maintain an institutional setting as a choice, by the very, 
fact of doing that and by the realities of doing that—as yo | 
indicated, we have to be realistic—that would limit the 
choices for community living that we could provide? : 
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Mrs Paproski: I think, if you look at the cost figures 
of the operation of an institution versus the costs of operat; 
ing group homes, you will find that it is infinitely cheapel 
to have people in congregate care. That is taking the per 
son out of it and saying that we are just looking at the 
dollar figures. But we have to look at dollar figures. How 
can you maximize the use of your dollar figures to provide 
the most opportunities for the most number of people? Wi 
have had to face that as parents. | 

You talk about mainstreaming in the schools and yes 
there have been tremendous successes. Unfortunately, wi 






| 
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a trainable mentally retarded school. We had her in En| 
gland for two years where she was in a special schog 
where she received one to one. When we came back, shi 
could not cope with the stimulus of the TMR school an| 
because she had very extreme epilepsy they could not cop| 
with her epilepsy. We do not hear about all the failures. | 

What we are asking for is a recognition of the ver; 
special needs of probably a very small portion of the popu 
lation. But just as we recognize the needs of senior citizen] 
as they become more disabled and try to provide support 
for them, whether it be in the home or eventually in a 
institution when the home can no longer support them, | 
think developmentally handicapped people should als 
have that type of option. I would have to say that peopl 
who live in institutions and have experienced life in th 
community often want to go back to the institution; it 
their friends. 


Mrs McLeod: I am appreciative of the very high di 
grees of support that are needed by the severely develo} 
mentally delayed, but for an institution to exist as we kno) 


t, it requires a fairly large population. As I hear you de- 
cribing this small and fairly select group of people who 
seed what you are describing as institutional care, it 
ounds to me as though you are talking about something 
very different from the institutions as we know them, al- 
nost to the point of a somewhat larger group home model. 


Mrs Paproski: It is quite possible. We figure this is 
he government’s job, to determine what the figures should 
xe for the population and what is cost-effective. That is 
vhy we have been asking the question for the past six 
rears. We have said that we were never opposed to the 
slosure of institutions if the move from the institution 
‘ould be proved to be better and could be done, but we 
nust always take into consideration the social needs of 
seople. It is not sufficient to move somebody into a group 
tome where they sit and look at the other four or five 
»eople all day. That is not putting them into a community. 
The institution is a greater community where they can 
nove about freely. They can choose their friends not just 
rom the people with whom they live or with whom they 
vork. This is a question that I think this government has to 
iddress. 


























Mr Jackson: I did not appreciate the brief as much. I 
lave read the material that has come from your associa- 
ion; you have been kind enough to send it to me. I do not 
iecessarily share your view and I think it is fair that I share 
hat with you. I think we all can be imprisoned by our own 
)pinions. The doctor referred to being imprisoned in com- 
qunity living settings and we have had ample evidence of 
hat being described about life in institutions. In spite of 
hat difference we share fundamentally, I would like to ask 
‘ou if you are concerned with some of the information 
bout the use of restraints, the use of locking—this is the 
mly non-criminal element in society, that we lock up in an 
Btitutional setting or any setting for that matter—and fur- 
aer, if you acknowledge, for example, the incident at 
srantwood, that it should be subjected to a provincial in- 
uiry. I am just trying to get a clearer sense of your thrust. 
By focusing on the multi-year plan so much perhaps you 
re not focusing on the very things that you agree with 
ommunity living in terms of life in institutions that need 
erious reforms and perhaps the public has been denied the 
zal truth about institutional living. 


| 








Dr Bruce-Robertson: I think, as always, it is a tre- 
iendous dilemma as to how much you should allow a 
erson to self-destruct. We have the same problem in sim- 
Te life. How far are you going to go to prevent a person 
“om committing suicide? 


Mr Jackson: No, I am sorry. I know you are a coali- 
on of eight various groups. I understand the concerns 
thin the Friends of Schizophrenics organization and I 
Now its position vis-a-vis your position and it is different. 
Ve do not wish to get convoluted with persons with men- 
u illnesses. We would hope that as a practising physician 
1 this province you have not made the distinction. We 
vould like you to speak purely to developmental disabili- 
€s as we understand them and not the schizophrenic. That 
i your second reference to that and I would like that to be 
lear. 
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Mrs Paproski: Excuse me, I think we have done this. 
I have just a short word before you answer. You must 
recognize that a good number of the people in institutions 
are dual-diagnosed. They do have psychiatric disorders. 
They are not simply developmentally delayed. 


Mr Jackson: I understand that, but it would have 
been helpful to make that distinction. I would hope we 
would not be talking about that group at this time. 


Dr Bruce-Robertson: I was just saying, though, that 
to me there is a great parallel and that many developmen- 
tally disabled can make a decision that any one of us 
would think is contrary to their best interests. How far you 
go to prevent that, whether it is by constraints or sedation 
and so forth, I think is a very difficult question. 


Mr Jackson: Even shock therapy. Sorry, that is scary. 


The Vice-Chair: I am sorry. We have run out of time. 
I apologize, but we do have to move on. Thank you for 
your presentation. 


ONTARIO PUBLIC 
SERVICE EMPLOYEES UNION 

The Vice-Chair: Our final presentation is from the 
Ontario Public Service Employees Union. Please come 
forward. Welcome to the committee. I would ask that you 
identify yourselves and I would remind you that you have 
half an hour and you can divide that half hour as you deem 
fit. You may allow for questions at the end of your presen- 
tation. Please proceed. 


Ms Whitehead: I am Carol Whitehead and this is 
Nick Di Salle. We are both research education officers at 
OPSEU. 

We welcome this opportunity to express some of our 
concerns about the multi-year plan. It is not our position to 
do a comprehensive analysis of the plan. What we will do 
is offer you some of the concerns we hear from our mem- 
bership as well as ideas that we believe would help in our 
mutual concern to address the needs of the developmen- 
tally disabled. We express these concerns in general terms 
because we feel it is more appropriate to discuss the sub- 
stance in a forum that includes other constituents. 

We know that you are truly committed to addressing 
the needs of the developmentally disabled in Ontario. We 
hope that you will take seriously our concerns around the 
MYP. We know that you also want to be truly responsive 
to and representative of the various communities and inter- 
ests that you serve. In order to do this in a meaningful way 
and address the needs of the developmentally disabled in 
this province, we make one recommendation very 
strongly: Establish a task force to do a comprehensive 
analysis of the current system of care for the developmen- 
tally disabled in Ontario. This task force should include 
consumers and their families where possible, parent 
groups, community advocates and front-line bargaining 
unit staff. OPSEU would be pleased to serve on such a 
committee and we are sure that others concerned about this 
issue would be willing also. 

This committee will enable all of us concerned about 
the issue to look at what parts of the MYP have been 
working well and what have not and together develop 
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strategies to put services to the developmentally disabled 
on the right track. 

The debate about how to best deliver services to the 
developmentally disabled is a long-standing one. Over the 
past decade, Ontario’s provincial governments have cho- 
sen to divest these services under the guise of com- 
munitization following the pattern established with the 
deinstitutionalization of psychiatric patients. 


1650 

Divestment of developmentally disabled facilities 
began under the former Conservative Comsoc minister 
Frank Drea, who was a strong proponent of low-cost op- 
tions for the disabled at any cost to the disabled them- 
selves. This divestment was motivated by a desire to 
distance government from the administration and delivery 
of services in order to gradually withdraw its level of fund- 
ing without being held accountable for the outcome, in 
short, to nickel-and-dime services to the developmentally 
disabled and the community agencies that serve them. 

We should collectively and co-operatively reassess 
both the types of services and funding structures to ser- 
vices for this community. It is our view that if the new 
government is committed to responsible care for the dis- 
abled, with community control and community-based ser- 
vices, a comprehensive review of the current system must 
be done before the current plan is fully implemented, not 
after. Otherwise, we will be confronted with more Cedar 
Glens, and we fear that care for the developmentally dis- 
abled around the province will be worse instead of better. 
OPSEU is committed to working with the community and 
government to jointly develop a high-quality, consistent 
system of care for the developmentally disabled. 

It is our belief that an effective system of care should at 
least include the following principles: 

1. That the community of the developmentally disabled 
is as varied as the population as a whole. Therefore, a truly 
effective system of services will contain a continuum of 
living models; for instance, village within a village, groups 
homes, family support programs, etc. The government 
should explore these options fully, many of which are suc- 
cessfully used around Ontario and in other parts of the 
world, before it places people into situations which are 
often worse than those in which they now live. 

2. This system must be open-ended, enabling people to 
flow through the system as they need, not as bureaucratic 
plans dictate. 

3. Clients, and their families where appropriate, should 
have the choice as to where and how they wish to live and 
when and if they want to move. Again, this choice should 
not be predetermined by any bureaucractic plan, but ac- 
cording to the clients’ needs. 

4. The system must provide a quality of working life 
that will permit direct care staff to effectively and effi- 
ciently deliver the needed services. Currently, many facili- 
ties are underfunded, understaffed and undertrained—as I 
am sure you have been hearing—a situation that serves no 
one well. The quality of work life of front-line staff is 
crucial to the success of community integration. As anyone 
working in the human services can attest to, if staff are 
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undervalued and working conditions are bad, service to| 
clients will suffer. 

5. The communitization movement to this point has not} 
fully met the objectives of its promoters—normalization—| 
mainly because of a lack of adequate funding to meet the) 
true needs of community-based service delivery. Funding) 
arrangements that reflect the actual financial needs ofj 
community services must be developed again before more 
developmentally disabled people are dumped into un- 
derfunded community agencies. 


mentally disabled field has led to the current situation of 
erratic, inconsistent staff training and wages around the 
province. There is a need for provincial standards for staf; 
training and qualifications in order to ensure consistent ang 
high-quality delivery of service. Also, sectoral bargainin 
for workers doing the same work in the same field should 
be considered. 

7. The placement process for clients in any facility 
must be an open and responsible one involving residents, 
and their families where appropriate, front-line staff, com) 
munity agencies, etc. The goal of placement must be ti 
provide residents with the broadest possible perspective oO 
available living alternatives, rather than forced movemer; 
due to bureaucratic rationales. 

8. The system must be completely and adequatel| 
funded by the provincial government. Funding for service) 
to the developmentally disabled should not and must nq 
be dependent on charities or successful fund-raising. | 

OPSEU is not opposed to deinstitutionalization. Ou) 
concerns with the multi-year plan stem from the fact thi 
this plan was formulated by governments whose motivé, 
tions were political and fiscal and had little to do wif 
ensuring the development of high-quality, consistent, ad¢ 
quately funded alternative living models. 

The prime motivation initially of the MYP was simp] 
to eliminate one option of care for the disabled, large res) 
dential facilities, with little concern for the clients ar| 
staff. It failed to provide the full range of services ar 
living alternatives we believe the developmentally di) 
abled, their families, front-line workers and the communi! 
deserve, and also failed to ensure the safety of the develoj 
mentally disabled in society. 

The following are some of our concerns about the € 
fects of the current MYP on society, as well as some of o/ 
concerns about the placement process and provision | 
services in the community. Again, however, we must u} 
derline that this list is not conclusive and we strongly b) 
lieve that if the new government is committed to cnsutl 
safe, quality care, a comprehensive investigation must | 
done with community and staff input. 

Our summary of concerns about placement and pr 
cess: 

1. Placements currently are driven by numbers to | 
placed, determined by bureaucrats rather than by cli¢| 
needs and readiness. As the MYP is currently structur¢, 
each region determines how many clients must be movi 
in a given time frame in order to fulfil the bureaucral 
aims of the plan; ie, to close large facilities. If I could ji 
interject, I believe that has been modified somewhat { 








| different bureaucrats determine the numbers of clients. 
However, our point remains that placements are deter- 
nined by bureaucratic rationale. Client need and readiness 
‘or placement is secondary to the bureaucratic decisions to 
close institutions and move specified numbers of clients 
within certain time frames. 

| 2. The numbers of clients to be moved are determined 
ioy regional managers, with no input from clients, their 
Wfamilies or advocates, or front-line staff who know the 
clients. | 
_ 3. We also have grave concerns about some of the 
Wacilities used and appropriateness of some placements. 
yxecently our members have reported situations where cli- 
fonts have been readmitted to large institutions because 
‘heir group home placements and staff are ill equipped to 
jieal with them. This situation must be fully investigated 
»efore more people are placed in facilities which may very 
well be worse than their current one, if not downright dan- 
erous. 

4. The current lack of provincial standards for staff 
‘Taining and staffing levels is of grave concern to us. 

___ 5. Insufficient or non-existent monitoring of conditions 
n facilities, as evidenced by the recent inquest at Cedar 
¢3len Boarding Home and the auditor’s report, must be 
iddressed. It is irresponsible to place clients into facilities 
hat are not inspected and monitored sufficiently. 

4 6. Clients who have returned to facilities requesting 
yeadmission have been turned away because of the current 
Ocus on closing institutions regardless of client need. 

7. Tracking of clients to assess and ensure their coping 
n the community is inconsistent, sporadic and sometimes 
otally non-existent. As a general rule, it is for a very lim- 
ted time period; for someone who might need support 
pervices for the rest of their life, this does not seem suffi- 
lent. 

8. Our members in corrections and psychiatric facilities 
»xpress concern at a seeming increase in the numbers of 
developmentally disabled in their institutions in the last 
ew years. We suspect a correlation between this and the 
nulti-year plan in its current form. 

__ 9. The current system is not open-ended, with a variety 
of types of facilities and services available, and clients are 
10t able to move throughout the system as they need. 

10. Clients and their families have little choice in type 
of placement models available. Some of the few facilities 
jhat offer a variety of residential styles are being divested. 
yy 11. Services are not readily available in all communi- 
les. 
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, 12. Health services in the community are often unable 
jo deal with the client; even the Canadian Medical Associ- 
_ tion has expressed this concern. 

13. Current schedule 1 facility staff are provided few 
\eceptable opportunities to remain in the field of service 
elivery, despite having devoted their lives to this field. 

m Effects on the community: As the multi-year plan is 
, Urrently formulated, those who suffer most from its prob- 
ems are the residents and those who take care of them, 
whether they are workers in the facilities, workers or vol- 
,nteers in related organizations, home care workers or 
amily. These helpers are predominantly women. 
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The MYP has operated as a policy benefiting govern- 
ment whose priorities are not people, at the expense of 
some of the most marginalized and exploited people in our 
society and women. It is, in its current formulation, a dis- 
criminatory policy because women bear the brunt of care if 
they want to look after their own families or members of 
their own communities. Governments have used this pol- 
icy to reduce their deficits and provide cut-rate or free 
services by often using women as employees to do the 
same work for less money in community agencies. 

Above are a few of our general, and in many cases 
fundamental, concerns about MYP as it currently stands. 
As we stated earlier, we believe very strongly that to act 
responsibly, the new government must initiate a review 
and assessment of the current MYP. This must be done 
before the plan is fully implemented, or more Cedar Glens 
will occur. 

OPSEU’s commitment to social unionism is a matter 
of record and we will continue to strive towards a more 
socially just and responsible society. We look forward to 
working with government and all others concerned about 
this issue to develop and enhance social services and pro- 
grams available to the developmentally disabled. 


Mr Owens: I would like to thank you folks for your 
presentation and the rapidity with which it was put to- 
gether for your presentation today. I would like to address 
my questions to sections 3, 4 and 5 in your summary of 
concerns of that placement process. 

My first question is about the revolving-door syndrome 
that you address, with clients rotating back to institutions 
from group homes due to poor staffing or because their 
staff is ill equipped to deal with them. Do you have any 
sense of numbers as to how many people have been ro- 
tated back and forth? Does it occur with some regularity? 
To your knowledge, is the ministry tracking this type of 
problem with a view to perhaps resolving this kind of an 
issue? I do not think you need to be a rocket scientist to 
figure out the impact that this type of revolving door has 
on both the client and the staff, as well as the family in- 
volved. 


1700 


I guess sections 4 and 5 essentially could be melded 
into one. The CUPE local that represents the folks that 
work in the group homes essentially expressed the same 
type of concerns about standards and training as well as 
inspections within their own group homes. 

Could you just elaborate a little bit more on whether 
inspections do take place, how often they do take place, 
and are institutions forewarned of an impending inspec- 
tion so as to allow time for any kind of preparation or 
cleanup or painting of the walls or whatever folks do 
with these inspections? 


Mr Di Salle: I think it is a difficult question to 
answer, specifically because there is a lack of track- 
ing, there is a lack of monitoring. Most of our mem- 
bers who work in this field report to us on an ad hoc 
basis when this happens. We have tried over the last 
year to start monitoring it ourselves. We feel that it is 
not our job to monitor breakdowns in placements. We 
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have continuously approached the government, on sev- 
eral occasions, to work with us in monitoring the suc- 
cess or failure rates of people moving into group homes. 

I was up in Huronia last summer and I spoke to 
several members. I cannot give you specific names and 
dates because it is confidential. But several people who 
were placed from that facility—one in particular appar- 
ently was quite destructive and in one of the group 
homes the furniture after a few weeks was destroyed and 
this client was returned to the institution. They said, “We 
can’t handle him.” 

Stories like that keep coming to us. It is difficult for me 
to give you numbers because we have a variety of different 
members, both in institutions and in the community. But 
that is one thing I think is essential, and we have asked for 
it in our brief, that a proper monitoring and tracking sys- 
tem be established. 

We had similar problems with the ex-psychiatric pa- 
tients that would be institutionalized. We discovered a se- 
cret report by government that over 900 of these people 
were in fact in correctional facilities. That has nothing to 
do with developmentally handicapped, but I am saying it is 
the same problem. There is no system to follow them, to 
find out how they are doing. It is very haphazard; in some 
cases a three-month follow-up, in other cases a six-month 
follow-up, but there is no standard. That is one of the 
major problems. 


Mrs McLeod: I am quite prepared to accept the fact 
that the concerns that OPSEU brings to this are concerns 
for the clients and the people involved. I would have 
hoped you would have understood that the concerns the 
government had in instituting the multi-year plan were 
equally motivated by concern for the client. 

I was a little distressed, obviously, to note the refer- 
ences to fiscal and political gains. I was part of one of 
those governments and I can assure you that there was no 
political gain expected, sought or realized in any way, and 
certainly there was no expectation that there would be a 
financial saving through moving people into the commu- 
nity, that if the supports are to be provided that are needed 
for community living to be successful, it could be equally 
or more costly than the program of maintaining people in 
an institutional setting. 

There is no denying that there are problems, and one of 
the reasons why this committee is wanting to have the 
hearings is to be able to focus on how successfully the plan 
is being carried and, where there are problems, to encour- 
age government to deal with those problems in a very real 
way so that common goals are being achieved. 

I worry a bit when the references are made to the psy- 
chiatric deinstitutionalization because I think, as we look 
back on that, it is one we need to learn from, that the 
community supports were not in place and there were 
problems at follow-through. But I would hope we would 
not put the two into the same discussion because there was 
a real effort made to deal with this in a very different way 
than the psychiatric deinstitutionalization that was carried 
out. 

To make a very brief question, if the problems can be 
addressed, if the supports can be provided, do you feel 
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OPSEU would in fact be supportive of deinstitutionalizal 
tion? 
Mr Di Salle: I think we stated that fairly clearly an 
categorically. We are in favour of deinstitutionalizatior} 
The problem is in the way it is implemented. That is wh 
is bothering us. To clarify the political reference, there i 
no doubt in our minds that in the late 1970s there was 
growing political desire to distance the governmenty 
whether federal or provincial, from the direct delivery © 
services. Coincidentally, the community started to reque/ 
more and more empowerment and these two desir 
seemed to fit very neatly together. We understand why th 
communitization, but we would like to clarify some of tf 
motivations behind government. 
You may disagree, but it is our opinion that it is in fal 

a Reagan-Thatcher type of neo-conservative thinking th) 
says government must be out of this service. It happen¢ 
to fit neatly with the desire of communities to say we wal 
more empowerment. But the government’s intention was} 
think, to dump the complete responsibility for these peop} 
on to the community without the proper funding. | 
We believe in communitization and we believe | 
deinstitutionalization. But we also believe strongly th 
these individuals and their families should not be push¢ 
around by bureaucratic plans. We believe they should ha} 
the choice, and one of those choices might be a mediut 
institution, a large institution. I was listening to your qué: 
tion earlier on about what size an institution should ¥ 
That is something that should evolve with time. It shoul 
not be dictated by bureaucracy or by political desires. 
Mrs McLeod: This will not be a question, but just} 
follow-up comment. It is not a coincidence if governm 
direction happens to fit neatly with community desire] 
think it is a responsibility of government to respond to t3 
interests of the community. I do not have a need to att} 
bute different motivations for that. } 
Mr Di Salle: We see different motivations. | 

Mr Jackson: I have a whole series of questions anil 
know time is limited, so let me just ask you, what the hek 
are you talking about with discovering a secret govel: 
ment report as it relates to 900 residents? What are yi 
talking about here? 
Mr Di Salle: As I said, it did not relate to this issue./ 

Mr Jackson: Then why did you bring it up? 

Mr Di Salle: To explain the problem of trying to trd 
people and to find out how they are doing in the comm} 
nity. When they put in the deinstitutionalization of psyc} 
atric patients, they did not follow up, and consequery 
: 






people ended up in the wrong place. 
Mr Jackson: What did you do with this report wt; 


you got a copy of it? Did you make it available to ai 
body? 
Mr Di Salle: I do not think that is the issue here. 
Mr Jackson: You say you have the interests of thi 
residents at heart. Do you not think that giving this kino) 
a report daylight, exposing it, would help the resider} 
f 


ly 
i 


Why would you allow it to remain secret and use it in wi 
I consider a rather offensive way before this committee? 












Mr Di Salle: It is no longer a secret, Mr Jackson. It 
yas in fact released, but it was for a long time held away 
yom the public. 

| Mr Jackson: By both you and the government appar- 
fatly. 
Ms Whitehead: As soon as we got it, it was released 


1 a press release that OPSEU put out as soon as we heard 
(bout it. 


} Mr Jackson: Okay. I have read the OPSEU memo 
jiat was sent out where you referred to you have stopped 
Wwerybody, only those with their bags packed, that you 
ave won your fight at the local level. Does that sound 
ery much as if you yourselves are not embroiled in a 
olitical and fiscal battle? 


Mr Di Salle: No, not at all. 


_ Mr Jackson: Are you not meeting your own percep- 
‘ons of government with similar action? 


Mr Di Salle: No, not at all. 


Mr Jackson: There was an information picket in Oak- 
jille at the Oaklands Regional Centre. It is controversial at 
le moment, no question about it. But there was not an 
\{fort to help take the issues of the residents’ concerns and 
zlating to them the issues of the multi-year plan. That is 
hy I have circulated this to the members of the commit- 
ye, “Oaklands Workers Call For Change.” 

| We are getting some interesting things from your 
inion. For example, during the information picket they 
‘ere handing out pamphlets warning that local businesses 
jave been ransacked and that you are somehow unsafe 
tting these people out into the community. It goes on to 
our local representative in discussions with the media 
tying that parents really do not want their children taken 
jut of institutions. Is that the kind of conduct you are 
ndoning in terms of information about the sensitive is- 
‘es involving deinstitutionalization and the legitimate 
ight of those individuals who would like to leave institu- 
“ons? 

aU 

i! Mr Di Salle: I think the union is on record, and we 
ave repeated it today, that we believe that people who are 
‘(institutions have a perfect right to leave and have a 
drfect right to choose where they would like to live. Our 
embers are probably raising some of the concerns that 
‘ley have observed in the community, but our members 
€ not against people leaving. 


_ Mr Jackson: So you do not agree with the statement 
/at most parents do not want their children leaving facili- 
2s. You do not agree with that statement. 


_ Mr Di Salle: I did not say I did not agree with that 
‘atement. 


_ Mr Jackson: [ asked if you did. 


| Mr Di Salle: There are parents who do not want their 
jildren to leave the institution because they feel there is 
iptter care in the institution than they would get in the 
immunity. Of course, I do not know what every parent 
‘inks. It is pretty difficult to find out. 























22 JANUARY 1991 
ee 


S-187 


Mr Jackson: The final question has to do with the 
issue Of Brantwood, and you were careful to only refer- 
ence Cedar Glen and not Brantwood. Do you believe there 
should be a full public inquiry into the Brantwood situa- 
tion? Do you support that? 


Mr Di Salle: I think that standards and inspections 
need to be more structured, of course, to prevent that type 
of thing from happening. 


Mr Jackson: Carol is nodding her head. I just asked a 
simple question: Do you support a full public inquiry? 

Mr Di Salle: That is up to the government. We would 
probably like to get involved in finding out what is going 
on in some of these places, but certainly we would support 
looking into that. 


Mr Malkowski: Your information has been helpful. 
From the other presentations that we have heard this after- 
noon, the People First group, as well as the parents who 
Support community living, they feel the institutions should 
be closed and all residents should move to community 
living. Do you feel that the institutions should be closed 
but perhaps become resource centres to provide services to 
the community? How do you feel about that? 


Mr Di Salle: I travelled to all the institutions over the 
last year and a half and there is a tremendous variety of 
people living in institutions. Do not forget, OPSEU has 
almost 2,000 people organized who deliver community- 
based services, and I say the majority of them are in agree- 
ment in saying that in some instances some types of clients 
do in fact need the services available through an institution 
or through a large residential facility. How many of them 
there should be and how large they should be is something 
that I think we will clarify with time, but I do not believe 
that personally, from what I have seen, there will come a 
time when there will be no need whatsoever for a large 
residential facility. I find that hard to believe. 


Mr Malkowski: I would also just like to make a point 
around the use of the term “institution.” When I hear the 
term, I certainly shudder and I think back to 18th century 
horror stories. It feels jail-like. I do not know how many of 
you on the committee have yet had a chance to tour around 
some of the facilities. Recently I visited Darcy Place—and 
I presume by “institution” that you are referring to the 
schedule 1 government facilities. I do not know how many 
of you had a chance in particular to visit Darcy Place and 
Edgar, both of which are referred to as institutions. They 
are just lumped in, but as far as I am concerned I was 
quite pleasantly surprised that they had nothing to do 
with what I thought institutions would be. They really 
are communities. So I think it would be useful for mem- 
bers on the committee, if you are going to be investigat- 
ing this issue further, to visit them and get a sense of 
what the options currently are. I have found that incredi- 
bly useful myself and I think that the use of the word 
“institution” really clouds the issue. 


Mr Di Salle: I would like to add something to that, 
and | think it refers back to what Mrs McLeod was 
talking about earlier, that the government not only 
thinks institutions are large residential facilities, it has 
an opportunity to diversify them into group homes and 
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run them, where the standards are kept up, where the staff 
is well paid, where the staff has opportunities. But what 
the government then does, it goes a step further and divests 
that. It says, “We don’t want to run it at all any more.” It is 
not a question of their simply providing a community ser- 
vice. The government can provide community-based ser- 
vices. It is when they start divesting them to non-profit 
boards that we see their real motivation. 

I had a letter that was written by the previous minister, 
Mr Sweeney, and it shows a breakdown of transfer pay- 
ments to divested institutions, divested services and gov- 
ernment-run facilities. Over a seven- or eight-year period, 
you saw an 11% or 12% difference. It is the nickel-and- 
diming opportunity that they have once they have divested 
this. They divest it and then they fool around with the 
funding and 10 years later you find out you are running to 
the local United Way or to a charity or you are doing 
fund-raising to meet your budget. That, I think, is the hid- 
den agenda that we have to be careful of. 


Mr White: On a point of information: I think Mr Beer 
was the previous minister. 


Mr Di Salle: Before Mr Beer, sorry. 


Mr Malkowski: Does your union provide information 
to parents or consumers about their rights and the choices 
that are available to them to live in the community? 


Mr Di Salle: We have been asking repeatedly that our 
members be involved in the consulting phase with parents 
in the initial meetings about placements. We would hope 
that this would become a regular process, that our people 
can be involved. 


The Vice-Chair: Okay. We have come to the end of 
the time. Thank you for your presentation. We should stop 
our clock at this point. But before members of the commit- 
tee leave, we have a couple of items to attend to. First of 
all, let me thank all of the committee members for their 
co-operation in getting through this marathon session 
today. I appreciate your co-operation. 

The first item to deal with is instructions to our re- 
search officer, Alison, for tomorrow, the subcommittee 
meeting at 1 pm in room 1545 in the Whitney Block. Can 
we turn to Charles Beer for that? 


Mr Beer: Subject to what others think, it might be 
most helpful if Alison could do a summary of the recom- 
mendations that were contained in the reports, as she did 
before. It may well be that she wants to do some of the 
introductory work just to make use of time, but I would 
think probably what we would want to focus on would be 
our recommendations. 

I think we are going to try before that meeting to have 
some sense of some of the things that we would like to do, 
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and I assume others would do the same. If Alison was able| 
to do that, I think that would be particularly helpful. 
Ms Drummond: Okay, what I thought I would do is 
try to distribute a quick summary of the recommendations, } 
only the ones that have been made by witnesses, and try to} 
get that to the subcommittee tomorrow morning. Does that] 
seem reasonable? Then you could decide and you could 
distribute it. 
The Vice-Chair: We could get it to their offices be- 
fore the meeting. | 
Ms Drummond: At some point late in the morning s 
that you can look at it before the meeting, so that is a piece 
of paper that we are all working from. Does that seem 
reasonable? 2 
The Vice-Chair: Is that agreeable? 
Mr Jackson: Can we get the recommendations cate) 
gorized? It would be a help. | 
The Vice-Chair: It would be similar to what you pre} 
sented in the last segment. 
Ms Drummond: Certainly they will all be identifiec 
by who made them. I can organize them into topics a 
well, if that is helpful. 
Mr Jackson: Yes, it is helpful. I will respect your natu) 
ral groupings. I just find that in that form it is far easier ty 
read and develop a consensus. 
The Vice-Chair: Is that agreeable to everyone? Aj 
right. ) 
The second item is that we will have the full committe} 
meeting on Thursday at 2 pm to finalize the report. WwW 
have approximately three hours left, give or take. Th) 
clerk reminds me we have two hours and 58 minutes ex) 
actly. There you have it. Is that acceptable to everyone| 
Whether it is or is not, we have already schedule) 
Thursday’s meeting, so we cannot change it. 
Mr Jackson: I have one issue I wish to raise and} 
will just flag the committee on it now. It may have escape; 
our first week’s activity. That is with respect to the issue ¢ 
publishing a report, the number of copies and the lar 
guages used. I will raise it tomorrow in subcommittet_ 
There are two subcommittees now operating simult: 
neously. 
Clerk of the Committee: The subcommittee repol 
that was deemed to be adopted covered the languages ft 
the report, which were both official languages. It also coy 
ered the tabling of the report if the report was not availab) 
in both languages when the House came back. The repor} 
were being tabled then and it would be in one language—| 
Mr Jackson: We can discuss this tomorrow, becaus, 


we are going to have some blockages here, no doubt. ) 
The committee adjourned at 1721. 
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The committee met at 1402 in committee room 2. 


SERVICE MANDATE 
FOR DEVELOPMENTALLY HANDICAPPED 

Resuming consideration of the designated matter of 
waluation of service mandate for individuals with devel- 
»pmental handicaps, multi-year plan, pursuant to standing 
wrder 123. 

The Vice-Chair: I will call the committee to order. 
We will recess for 20 minutes so that members can read 
he draft report prepared by Alison Drummond. 

The committee recessed at 1403. 
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DRAFT REPORT 


The Vice-Chair: Members, can we get going on this? 
would like to start off with the section on recommenda- 
ions and we can go through that. 


Mr Owens: Could I just make a quick recommenda- 
ion that we do as we did with the children’s mental health 
eport: we just flag contentious issues and leave those until 
he end for any further discussion? 


| The Vice-Chair: Sure. We will go through it step by 
jtep and those contentious issues, as they come up, we will 
eave to the end. 

_ We will turn to Alison to take us through the sections. 


Ms Drummond: If you will turn to page 10 of the 
locument that Lynn had waiting for you at 2 o’clock, there 
's a brief preamble, as there was with the recommenda- 
ions under children’s mental health services. Then the rec- 
ymmendations have been organized in a very similar 
nanner, with a brief preamble where it seemed relevant. 
(he first section addresses the policies and programs under 
he multi-year plan. The second section addresses funding 
Ssues. The third section addresses advocacy and protec- 
ion, which were issues which were raised a good deal in 
‘ommittee. After that, there is a section on training and 
luman resources co-ordination, legislation and special 
Needs groups. I hope it is self-explanatory. 

The Vice-Chair: Perhaps we could start with the pre- 
imble and we can go through each section. Any comments 
m the preamble? Any discussion? Okay, all those agreeing 
vith the preamble. Carried. 

_ Section 2, multi-year plan: policies and programs. 


Mr Jackson: Mr Chair, in the second bullet, is it pos- 
‘ible to further clarify the point I was hoping to achieve 
tere: that services in the community be established to ad- 
Iress the needs of developmentally handicapped people, 
vhose aging parents have previously cared for them at 
lome, on the waiting list for community services as well 
is people who are leaving institutions? 

_ I just wanted to make it abundantly clear that these 
eople are on waiting lists for support of some form and 
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that they are being cared for at home. We tend to get 
confused with this concept that they are in the community, 
but they are in the community at home, not in the commu- 
nity at a halfway house. 


The Vice-Chair: Do you want to repeat that? 


Mr Jackson: I will pick it up in the second bullet, 
“whose aging parents have previously cared for them at 
home and are on the waiting list for community services.” 
That was the nature of their concern that was expressed to 
us. It almost implies that these aging parents could be a 
mile away or in a neighbouring community. It does not 
imply clearly that we are talking about families who are 
maintaining care in their home with the family member 
and they are worried that they have to go to a nursing 
home and have no place for their son or daughter who is 
living in the home with them and they are on current 
waiting lists for a location and service. 


Mrs McLeod: If we are being that specific with this 
particular point, and I appreciate the fact that it is geared to 
those who can no longer stay at home and therefore need a 
placement as opposed to job support, etc, it should probably 
read clearly “residential services.” We are not talking about 
the broad scope of services at this point. 

The Vice-Chair: You are making a distinction there. 

Mr Jackson: I consider both. These are not a high 
priority for community-based relief programs and they are 
not at all on a priority listing for community residential. We 
are simply saying this is a bundle of community services 
which are residential and relief home care. The operative 
part here is that we were impressed by how important that 
need is without getting into which was the greater need, 
finding another home for them or finding parent relief. 

Mr Owens: Could we address your concern by using 
the word “support services” in place of “community ser- 
vices” as a catch-all? 

Mr Jackson: No. People First would object because 
the support service would be to institutionalize them, so 
they would not accept the loose interpretation of that. Com- 
munity services are community services; they are not insti- 
tutional services. 

Mr Owens: How about “support services’? 

Mr Jackson: We are saying the same thing then, are 
we not? 

The Vice-Chair: “Community support services.” 

Mr Jackson: What is wrong with “community ser- 
vices”? 

The Vice-Chair: I am trying. 

Mr Jackson: I know. I think there is agreement on 
that. 

Mrs McLeod: My only concern is that as we describe 
a broad range of services in the community, we do not 
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want to appear in any way to be limiting those to people 
who are moving out of a home setting and into a commu- 
nity residence setting. We want to be able to ensure that the 
broader-base services continue to be equally available to 
those who are still living with the family. I was just con- 
cerned that we are beginning to be so focused on those 
who are moving out of the home into a community resi- 
dence that we may be losing our focus on the broader-base 
community service to the others as well. 

The Vice-Chair: Specifically, your concern would be 
towards the whole motion of residential services? I am just 
trying to get it clear so that we all understand the differ- 
ences. 

Mrs McLeod: It might be possible to deal with it on 
page 11, when we get to that one, on the second bullet 
point just to ensure that that broad-based support is avail- 
able to all of the people who are in need of those services. 


1430 

Mr Jackson: Mrs McLeod’s thoughts are helpful, but 
they are not moving in the direction I want this to go in. If 
we ask the community that we spoke to for the last three 
days what it considers its number one problem, it is gener- 
ally coming to the conclusion that we really do not have 
programs in place for the person at home who is being 
taken care of by an aging parent. I get that from Brian 
Low, whether it is the ministry—I get it from the associa- 
tion. 

The Vice-Chair: I think we have agreement. 

Mrs McLeod: We are agreeing on that. 

Mr Jackson: All right. 

The Vice-Chair: It is a question of finding the appro- 
priate wording. 

Mrs McLeod: I think we would be comfortable with 
Mr Jackson’s wording on that one, as long as we can have 
another point in the document where we ensure that the 
broader-based community services are equally accessible. 

Mr Jackson: Then might I suggest that we proceed 
with my wording, and that gives Lyn and Charles 5 or 10 
minutes to develop the spot at which they would like their 
expanded wording to appear and then we can proceed. 

The Vice-Chair: I think it was suggested that their 
points should be made on page 11, under the multi-year 
plan funding section. 

Mr Jackson: Then let them do that and when we get 
to that point they can speak to it. At this point they have 
agreed that my wording was fine and we could proceed. 
That is what I heard. 

The Vice-Chair: Is that acceptable to you, Mrs 
McLeod? 

Mrs McLeod: Conditionally. 

The Vice-Chair: Okay, conditionally. Mr Owens, is 
that acceptable to you? 

Mr Owens: Could we see the final wording on that? 

The Vice-Chair: Perhaps Alison has it. 


Ms Drummond: Could I read it as I have it, and then 
we can see if that is what everybody wanted? 
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The second bullet point to read: “Services in the com 
munity be established to address the needs of developmen 
tally handicapped people whose aging parents have} 
previously cared for them at home and are on the waiting 
list for community services, as well as people who are 
leaving institutions.” 

The Vice-Chair: Is that acceptable? Okay, we have 
agreement on that. Any other matters pertaining to this 
section? 
Mr Beer: In the fourth bullet in the group that we arg 
dealing with on page 10, it seems to me there are tw 
groups that also need to be included in the discussions 
where people are being transferred. If I could suggest this) 
“Developmentally handicapped individuals and their fami| 
lies, as well as front-line workers in facilities and servicy 
providers at the community level, be informed of and in| 
volved in....” 

What I am just trying to catch there is that I think wi 
do want to make sure that those who are working in thy 
institutions and in the group homes are aware of and ar} 
involved in the planning. I think those points came for, 
ward in a number of briefs, not just from the union repre} 
sentatives but others, and indeed we would want to ensur| 
that that kind of consultation took place. 

I will read that again if it is helpful: “Developmentall} 
handicapped individuals and their families, as well al 
front-line workers in facilities and service providers at th] 
community level, be informed of and involved in plannin} 
moves from institutions and other transfers between set 
tings.” ! 
It just seemed to me that would then capture all ¢ 
those with the likelihood to be involved and make it clea 
that there should be that consultation, because all of thos) 
folks would be affected or could be affected. | 


The Vice-Chair: Is everyone agreeable? Okay. I wil 
make that amendment. Now we will go on to the secon] 
part of that section. ; 

Mr Jackson: Starting “parent relief programs”? 

The Vice-Chair: Right. } 

Mr Jackson: I have a further addition to that if yo 
are accepting it. 

The Vice-Chair: Yes; now is the time to do it. 

Mr Jackson: I would like to add a refinement of th, 
first bullet. I will read it: “Flexible funding for expand 
parent relief that recognizes significant specialized staffir 
costs; for example, nurses for children with complex med) 
cal needs.” We heard that. We are saying that the pare’, 
relief is confined within a range but that the flexibili 
should also be in terms of whom we can access and wou 
be more helpful at that time. It implies more than ju) 
flexibility of hours and flexibility of access but the flex: 
bility of the kinds of support received. That is what I a 
trying to further refine with that recommendation. 

Mr Owens: The issue of flexible funding is addressi 
later on in the recommendations. I think there is % 
agreement with all parties on this issue and I think t 
specific recommendation around parent relief prograr 
should stand reasonably intact, because again, the issue 











lexibility and funding and programs being individualized 
0 needs, as opposed to systemic needs, is addressed in the 
,ater portion of the recommendations. 


Mr Jackson: Where specifically? 


Mr White: The first bullet speaks to flexibility and 
vortability. 

Mr Jackson: That is correct. I thought I had made 
hat clear, that there are three elements of flexibility that 
ve heard. This, in my view, generally refers to more of it 
ind more flexible rules for its access. What is not here is 
hat the range of support is part of a flexibility context that 
ve support and they do not get certain nursing interven- 
lions or support, because it is not part of the criteria. 
People were saying, “You are sending me essentially a 
yaby-sitter, but my child specifically needs, because of the 
thoking and the potential for the problems, the one-hour 
eeding.” I am trying to put in context how that was con- 
reyed to us, that you need somebody with very specialized 
Training, and parent relief does not address that under its 
‘urrent terms of reference. That is the flexibility they were 
isking for, “Please, be flexible enough,” so that when you 
mly need a baby-sitter, you have a baby-sitter, and when 
rou need someone with medical-dietary skills, you negoti- 
{te and work on an ability to get that, otherwise the mother 
vannot leave the home during a feeding period. The 
nother cannot leave in a period when they are expecting a 
rand mal seizure and those kinds of things. That is why I 
tied to be very clear about what I felt we could have 
hanced with what we heard. We do not have to support 
t, but that is what I heard and therefore that is how I 
hterpret flexibility. 

__ Mr Owens: I do not think it is a matter of whether or 
tot we support it. We do support the intent of what you are 
aying. I think if we can boil it down to less verbiage to 
\ddress the intent, then we might be a little— 


Mr Jackson: I am not worried about the economies of 
vaper here. I am more concerned with the clarity of the 
eport so that our constituencies out there understand that 
ve heard them. Therefore, if it needs another half an inch 
Mf space in this report, I would be willing to invest in that. 


Mr Owens: We are not, again, discussing— 


Mr Jackson: Then I am having trouble understanding 
"our point. 

The Vice-Chair: Just a minute. Mr Beer wants to get 
point in. 

_ Mr Beer: We could say, “Flexible parent relief pro- 
‘rams, including respite care and other specialized nursing 
ervices where needed, be enhanced to provide relief to 
ready overburdened families.” Irrespective of whether 
esidential services are or are not being developed, we 
vould want flexible parent relief programs. Instead of say- 
ng “such,” say “including respite care and specialized 
lursing services where needed,” so that those are by way 
if example and not totally defining what a relief program 
vould be. Then, “be enhanced to provide relief to already 
'verburdened families.” Because whatever the situation, if 
hey are overburdened, then we are putting the emphasis 
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on “flexible.” We have two examples of the kinds of things 
that were drawn to our attention, but they are not limiting. 
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Mr White: I think Mr Beer’s point is excellent. The 
other aspect to that is there is an implication with the last 
phrase that is presently there that those services will only 
be offered to children or developmentally challenged 
adults who are in fact on a waiting list for residential ser- 
vices. In fact, family respite services as we presently have 
them in my area are primarily for children who are at 
home. I think that is an excellent augmentation. 


Mr Jackson: I did not feel those six words contrib- 
uted to the recommendation anyway, so I support their 
deletion. In the interests of economy of words, we have 
left the impression that we support nursing support, and I 
was clear that I put an equal value on speech and other 
aspects of specialized support. I think Charles would agree 
that by tying it down the way he suggested, it meets the 
needs of nursing, but I am trying to hit down that there is a 
rigid definition of the types of services available, and flexi- 
bility to me means that in meeting a child’s needs, we have 
to say that there are some times we will have specialized 
needs, and nursing is just one of them. 


Mr Beer: Maybe if we just said, “and specialized ser- 
vices,” either “including respite care and specialized ser- 
vices where needed” or “including respite care and other 
specialized services where needed,” so that we are leaving 
open then the definition of what those services would be. 


Mr Jackson: I thought the simplest way was to ex- 
plain them. 


The Vice-Chair: Do you accept Mr Beer’s motion? 
Mr Jackson: In the interests of time only. 


The Vice-Chair: Okay, in the interests of time, it is 
accepted. I gather we have consensus on that. Shall we 
move on? 


Mrs McLeod: Could I just make a proposal? It is not 
something that needs to be a big issue. I just want to en- 
sure that we are continuing to be concerned about those 
individuals who live in a family setting. On the second 
bullet point on page 11, my suggestion would be, “Support 
to employment programs, job coaches and day program- 
ming be enhanced so as to be available to all developmen- 
tally handicapped individuals living in community 
settings.” 


The Vice-Chair: Acceptable? Agreed? Second bullet 
point on page 11. 

Mrs McLeod: Shall I re-read it? 

The Vice-Chair: Yes, please. 

Mrs McLeod: “Support to employment programs, job 
coaches and day programming be enhanced so as to be 
available to all developmentally handicapped individuals 
living in community settings.” 

The Vice-Chair: Agreed? Okay. Any other items in 
this section for discussion? 

Mr Jackson: Just a typo: “Grants received by col- 
leges should be address any improvements needed.” If we 
just recognize the typo, but other than that I am pleased 
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that it was tied down in accordance with our suggestion 
there. 

The Vice-Chair: Okay, that is a typo. 

Ms Drummond: Yes, just cross out “be.” I have actu- 
ally noticed another typo a little further down the page, so 
I will try to address that when we come to it. 

Mr Jackson: I will not have to raise that one either, 
then. 

The Vice-Chair: Okay. Multi-year plan policies and 
programs be included in the recommendations. Agreed? 
As amended? Shall it carry? Okay. 

The multi-year plan funding section. Discussion? 

Mr Owens: With respect to bullet point 2, I would 
like to set that aside temporarily for a later discussion as a 
contentious issue. 

The Vice-Chair: All right. 

Mr Beer: What was that again? 

Mr Owens: Bullet point 2 under multi-year plan fund- 
ing. 

The Vice-Chair: Page 11. 

Mr Jackson: I want a separate recorded vote here. 

The Vice-Chair: Can you just read that out again? 

Mr Owens: No, it is bullet point 2 on page 11. 

The Vice-Chair: Any other matters in this section? 

Ms Drummond: This section has the typo that I 
wanted to address. The third bullet, “A portable funding 
mechanism which ensures that funds follow the individual 
into the community,” not “allow.” 

Mr Jackson: I would like to put in there that the Min- 
istry of Community and Social Services recognizes one- 
time funding. to community agencies to upgrade group 
home improvements as required by the retrofit regulations 
of the Ontario fire and building codes. I would like to add 
that in this area. 

The Vice-Chair: Okay, a new bullet. 

Mr Jackson: I have shared the wording with Alison. I 
will not speak to it at length. 

The Vice-Chair: Perhaps, Mr Jackson, you could re- 
peat that. 

Mr Jackson: Okay. “The Ministry of Community and 
Social Services recognize one-time funding to community 
agencies to upgrade group home improvements as required 
by the retrofit regulations of the Ontario fire and building 
codes.” This is a safety issue for any member in support of 
housing with the changes in fire and building codes and 
their being safer. 

Mr Hope: Could I have Alison read that back, please? 

Ms Drummond: Certainly. “The Ministry of Com- 
munity and Social Services recognize one-time funding to 
community agencies to upgrade group home improve- 
ments as required by the retrofit regulations of the Ontario 
fire and building codes.” 

Mr White: I would say this is probably an excellent 
recommendation, but many of the developmentally chal- 
lenged individuals in these group homes are multiply chal- 
lenged. I am not sure what the ramifications of that would 
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be if we are talking of people who have cerebral palsy. 
There may be wheelchairs, a number of other issues, 
blindness, etc. I am not sure what the ramifications of that 
recommendation would be, given those extra factors, and I 
am not sure that we have time to study that costing at this” 
particular moment on a Thursday afternoon. 

The Vice-Chair: Mr Beer, Mrs McLeod, any com- 
ment? No? You are going to leave this one. Mr Jackson. 


Mr Jackson: Just simply, there is not a single recom- 
mendation here that we have costed or studied from a 
costing position, so I just want to put that in perspective. 
Our only point from this was to identify the safety con-} 
cerns, and we are not recommending the complete retrofit. | 
We are asking this government to consider a one-time fund | 
to address it. The concept comes up in several locations, 
We are not costing it because we expect the government to], 
look at it and say that the will of this committee is that fire | 
safety and compliance with the building code is a matter of | 
concern. I do not want to be put in the position of it having | 
been suggested to us and then not feeling it was important, | 
and it was alluded to in one of the briefs. That is all. 

I am not saying it has to occur in the next budget, 
which I know is a sensitive word for Mr Owens. I am not | 
saying what year. I am simply saying this committee rec-| 
ognizes that the manner in which we have dealt with this | 
in the past is to recommend one-time funding to assist 
those groups that have no funding base except from the| 
government. | 

Mr White: One-time funding for each association and} 
its capital expenses. 

Mr Jackson: It is simply a recommendation to the} 
government. It is not going to happen; it is just a recom-| 
mendation. 

Mr Owens: I hate to ruin—I cannot even remember} 
his name now—Mr Jackson’s day, but I would like to 
concur with his recommendation. | 

Mr Jackson: September 6 was the only day you ru-j 
ined for me. | 

The Vice-Chair: Okay. We are agreed. Any othe 
items for discussion in this section? We are on the funding} 
section. | 

Mr Hope: On a point of order: We have a gentleman) 
here and he has a list of things, and I think it is most) 
appropriate that he be recognized by the Chair before dis- 
cussion begins. 

The Vice-Chair: I am sorry, I did not— | 

Mr Hope: What I am hearing is a lot of blurting out 
and no recognition from the Chair of who is to be identi- 
fied as speaking. 
1450 
The Vice-Chair: Maybe I should have another cup of} 
coffee. | 

Mr Jackson: I thought you had asked me when was |! 
going to be ready to verbalize, and nobody said anything] 
He looked at me, and I said I had one more. I could not 
look at him and read my page at the same time, Randy 
Maybe you can do that. 
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_ Mr White: You-have hurt Mr Jackson’s feelings, Mr 
Hope. 

_ The Vice-Chair: I am sorry, I apologize if I over- 
cooked someone, but I thought it was Mr Jackson who put 
ip his hand and said he had another point of discussion on 
his section, so I turned to him. 


| 
| 


Mr Jackson: And I was looking at my page to find it. 


| The Vice-Chair: If there is another member who 
vants the floor, I will recognize that other member. 


_ Mr White: The concern I had, and perhaps the mem- 
vers Opposite could assist in this issue, is something which 
as been addressed to the committee on a number of occa- 
ions: the problem of the local associations in really setting 
ylans and in their infrastructure problems. The report here 
alks to a great degree about the co-operation among the 
sovernment, the ministry and the local community ser- 
ices, but I believe the community services also have a 
teed for support in service planning and with their infra- 
‘tructure problems, such as was brought up during that 
ong discussion. I am wondering if it might be possible to 
nclude some reference to that in this recommendation. I 
vould welcome any response to that. 
_ The Vice-Chair: Just for clarification, perhaps my 
slarification, we are still on the same point that was raised 
vy Mr Jackson previously and you would like to amend 
hat; is that right? 

Mr White: I am sorry, I thought we had concluded Mr 
ackson’s concern. 


The Vice-Chair: I thought we had too, but I am not 
jure at this point. 

Mr Jackson: I found my last point. 

Mr White: My apologies. I moved on to another 
ssue. 

The Vice-Chair: Okay, so this is another item. Ac- 
‘epted? Okay. We need some suggested wording so we 
‘an keep things moving right along. Do you have the 
»hrasing for that recommendation? 

Mr White: I had some. I hope it will be acceptable. I 
vould welcome amendments to it. “Local associations be 
issisted in building up their infrastructures and in securing 
he consultative and planning services they need for 
natching with the multi-year plan.” 

The Vice-Chair: That is agreeable to everyone? 

Mr White: I am sorry, “for matching the needs.” 

Mr Beer: Can you take it from the top? 

The Vice-Chair: Repeat the whole thing. 

Mrs McLeod: We are visual learners over here. 

Mr White: I am sorry, I was going from the top of my 
1ead. “Local associations be funded to assist in the build- 
ng up of their infrastructures and in effectively planning to 
neet the needs of their clientele as suggested by the multi- 
year plan.” 

The Vice-Chair: That is good. 

Mr White: My apologies; it was the off the top of my 
lead. 





Mr Jackson: Is there anyone here from the ministry 
who we can ask how we replace the word “infrastructure” 
for the word that was used in the multi-year plan? I do not 
wish to start reading to look for it, but I know “infrastruc- 
ture” is not the word. Is there anybody in the room who 
can tell us the word to describe the network or whatever it 
is? “Infrastructure” is not the word used in the multi-year 
plan. 

The Vice-Chair: Can we ask Alison to just clarify 
that? 

Mr Jackson: I support it; I just have difficulty with 
the specific word that Drummond used. That is all. He is 
looking for help for that to be sympathetic. 


Mr White: Thank you, Mr Jackson. Could it be 
amended to “organizational infrastructure’? Would that 
address that? 

Mr Jackson: No, I just wanted to use the same word. 
It does not matter. 

Mr Hope: So that we are not brainstorming and creat- 
ing a lot of smoke, I think there is a direction to Alison to 
coincide that with the multi-year report. 

Ms Drummond: Yes, and to be approved by the sub- 
committee? 


Mr White: Yes. 


The Vice-Chair: So we have agreement on that sec- 
tion. 


Clerk of the Committee: Except section 4, bullet 2. 


The Vice-Chair: Just a minute. I am sorry, within that 
section? 


Mr Jackson: In that section, yes. It was to do with 
bullet 4, which dealt with the matching funding clause we 
were working on. What I would request is “funding be 
restored,” not “funding in the field.” Again the words “in 
the field” I do not think are appropriately used there. 
“Funding be restored to recognize the policy objective of 
matching funding for placement in the community for both 
people leaving institutions and for people who are cur- 
rently being cared for in the community.” That was the 
concept. 

The Vice-Chair: Did everyone follow that? 

Mr Hope: Could I have Alison repeat that? 


Ms Drummond: As I understood Mr Jackson, “Fund- 
ing be restored to recognize the policy objective of match- 
ing funding for placement in the community for both 
people leaving institutions and for people who are cur- 
rently being cared for in the community.” 

The Vice-Chair: Discussion? Agreement? Agreed. 
Shall we move on? Shall this section carry, except for 
bullet 2, which we have set aside? Carried. “Advocacy and 
Protection” section. 

Mr Owens: Mr Jackson can think of this as 5 Septem- 
ber. The recommendation, bullet 3, we request that be set 
aside as a contentious issue. 

The Vice-Chair: You are setting aside bullet 3 on the 
section on “Advocacy and Protection” as a contentious 
issue. Shall the rest of the section carry? That is the appro- 
priate wording? Agreed? 
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Moving right along to “Training and Human Re- 
sources” on page 12, the next section. 


Mr White: I am sorry, I have one specific item. The 
ministry is already funding an advocacy program and there 
was no representation from that program or the people 
who were involved in it. I think that is unfortunate. This 
set of hearings certainly was much more inclusive than the 
last, but that one omission struck me. We are probably 
going to be moving to a different advocacy system. How- 
ever, that is in the future. I think there should be some 
notation about the problems with the present advocacy 
system in case we do not move to what is suggested. 


The Vice-Chair: Discussion on Mr White’s sugges- 
tion? 

Mr Jackson: Can we have the wording? 

The Vice-Chair: Do you have specific wording for 
that? 

Mr White: I do. 

Mr Jackson: That would be helpful. 


Mr White: This would follow the last agreed upon 
resolution, so there would be a third bullet. 


Mr Jackson: I am lost. What page and what bullet? 


Mr White: Page 11, the bullet at the bottom of the 
page. This would be bullet 3 and it would state: “Unless 
and until an alternative advocacy system can be instituted, 
the present adult protective services program should be 
maintained. The ‘housing’ of this system should be ex- 
plored.” Presently that system is housed with a number of 
differing agencies. 

The Vice-Chair: Just to be clear, do you have that, 
Alison? 

Ms Drummond: I do. 

The Vice-Chair: Could you repeat that again? 


Mr White: “Unless and until an alternative advocacy 
system can be instituted, the present adult protective ser- 
vices program should be maintained. The ‘housing’ of this 
system should be explored.” 

Presently the adult protective service workers are 
funded 100% by the provincial government. However, 
they are housed with a number of different agencies. They 
are housed with public health in some places and with 
family services in others. In some situations they are en- 
tirely on their own with a separate board of directors. So 
we have a multiple network of funding for these people in 
their different regions and I am not sure how appropriate it 
is to have that wide a disparity in terms of the housing 
organization. 
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Mr Martin: There is also the question in some areas, 
and particularly mine, where they are looking at the ratio- 
nalization of various delivery systems to this population. 
There is a question of whether the particular service work- 
ers should be included in that and by so doing then creat- 
ing a problem in terms of criticizing or advocating to itself 
on behalf of whether they should be outside and indepen- 
dent. There is a question there of that and perhaps this is 
what Drummond is also chasing. It really does need to be 
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looked at and I am not sure whether it is covered in any- 
thing else that is here, but I could support it because in my} 
area that is a problem. 


Mrs McLeod: Perhaps I am just confused by the in- 
tent of the recommendation. It seems a little bit strange for 
the opposition side to be asking the government side about 
a recommendation that seems premised on not continuing) 
with something the government has indicated it intends to} 
do, which is the way I am hearing that recommendation.| 
Quite frankly, I take as a given that the intent of the advo- 
cacy announcement is good intent and will be followed up,}, 
and that in the meantime the existing system would not be}, 
in any way eroded. ! 

Mr White: No, I certainly agree with you. The point) 

i 





here is that I believe all types of service workers have been 
involved in the consultation processes towards that. My 
concern is that this is a major program for the develop- 
mentally challenged in the community. Perhaps that bullet 
could be excluded, but I do think there are issues. Let us 
say, for example, that eventually what is determined is that) 
the advocacy system that is produced through legislation| 
leaves this program alone and separate, then the housing of} 
that program should still perhaps be explored. Regardless, 
we could leave that out if you wish. 


Mr Beer: I understand what Drummond and Tony are 
speaking about and those are real issues. I do think though, 
quite frankly, in the wording of the recommendation here; 
it was a very clear statement by the minister, and indeed 
even prior, the thinking among ourselves was moving to-| 
wards resolving that issue. It just seems to me there are 4) 
number of other different kinds of advocate groups oul) 


as you go through trying to figure how that legislative] 
piece is going to look, there are some holes, none the less| 
those would be dealt with. I am just not sure if this woul¢) 
not make it more complex, because the proposal the minis: 
ter made in the House, I think, stands on some pretty goo¢| 
research and pretty good agreement among the various 
players in all the systems. 


Mrs McLeod: Just let us know if there are problems. 


Mr White: It may not be a necessary addition so 
suggest withdrawing it. | 
The Vice-Chair: Mr Owens, did you want to furthel) 
comment on this? 


Mr Owens: Are you still moving forward with the 
recommendation? 


Mr White: No, I am not. 


The Chair: I heard Mr White say he is dropping the 
suggestion. Okay, we are agreed. We will set aside bullet < 
as a contentious issue. We have agreement on the rest 0} 
the section. Shall the section carry? Agreed. Page 12) 
“Training and Human Resources.” Discussion? 


Mr Jackson: The absence of any reference to thé 
Ministry of Health in any of our recommendations may) 
require its surfacing in bullet 3 and again, in “Co-ordina) 
tion,” bullet 1. It strikes me that we are dealing with healtl] 
care workers in areas and health programs. I recognize thi! 





| 
s probably an oversight, but I think it would be appropri- 
ite for us to get that back in there and place certification 
\tandards developed co-operatively. 

Maybe there is a role for Health given the health pro- 
essions legislation review and some of the issues there 
hat we have heard which might again surface in bullet 3 
where we are talking about co-ordinating human resources 
ylanning. Again, Health should be involved. If we look at 
ong-term care, we know that long-term care is predomi- 
iantly a Minister of Community and Social Services enve- 
‘ope which will deal with developmental disabilities, so 


Jealth could be inserted in bullet 1 and bullet 3.: 


_ The Vice-Chair: The Ministry of Health is to be in- 
‘luded in bullet 1 and bullet 3. Are there any other items 
‘or discussion on this section? Being none, shall this sec- 
ion carry as amended? Agreed 


Mr Beer: In the same point? 


} 

| 

| Mr Jackson: Yes, in bullet 1 under “Co-ordination,” I 
yelieve Health should clearly be involved. 


_ The Vice-Chair: Okay, so just to be clear, the Minis- 
ty of Health should be included in bullet 1 and 3—no, just 
he one. 


Mr Jackson: Just bullet 1 at the moment. 

Could I ask if we could get some clarity on bullet 2 in 
he next section, “Co-ordination”? “The Minister of Com- 
munity and Social Services become involved in local plan- 
ling committees as a matter of policy.” Local planning 
‘ommittees for what? I just think we might strengthen that 
f we were a little clearer. 


Ms Drummond: I refer that to Mr Beer. That was in 
he Liberal suggestions before recommendations. 


_ Mr Beer: There was undoubtedly an extremely pro- 
ound reason why we suggested that and I doubt we would 
vant to change one word. 

Mrs McLeod: Whatever it was. That would depend 
yn which point we are talking about. 

Mr Beer: We would be pleased to entertain anything 
hat would strengthen the clear intent of that recommenda- 
ion. 


_ Mr Jackson: I wish to apologize for raising the ques- 
ion. 


‘ 


Mr Beer: I think you should. To be a little more seri- 
dus here, I think the point was that in a number of places 
here are local planning committees, but the ministry is not 
ilways directly involved, and then what happens some- 
imes is that you then get something that is developed and 
: lot of thinking on that goes forward perhaps without the 
ninistry having been aware or involved. Then you get sort 
f into a whole series of issues where if they were in- 
‘olved from the beginning and as a matter of policy, per- 
laps some of the planning problems could be avoided. 


) Mr Hope: If I understand Mr Beer correctly, he is 
eferring to a standard policy throughout the province of 
Intario that we follow, in a format, instead of every com- 
nunity going off in its separate way and there is some kind 
of direction in which we will be going, if I am understand- 
ng that clearly. 
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Mr Beer: I think also we go back to the Children First 
report and some of the directions around the local bodies 
that we are looking at in ensuring that they are involved. 


Mr Jackson: Could I suggest we look at, “The Minis- 
try of Community and Social Services supporting the de- 
velopment of and participation with local planning 
committees as a matter of policy.” That implies that some 
are doing it and some are not, and it is a policy statement 
that we support them, and second, that they participate 
with. I think that would hit the essence of what Charles is 
driving at. It is a lot clearer than the way it was. 


The Vice-Chair: Okay, we have a suggestion by Mr 
Owens on that point. 


Mr Owens: I agree with Mr Jackson’s suggestion. I 
am getting scared here. 


The Vice-Chair: It is frightening. 
Mr Beer: Dare I add my agreement as well? 


Mr Owens: But I would also like you to include the 
role of consumer groups within those planning commit- 
tees. 


The Vice-Chair: Mr Jackson, I sense you want to 
point out— 


Mr Jackson: No, it is okay. 


The Vice-Chair: Do we have agreement on that, con- 
sumer groups? 


Mr Owens: Yes, or consumers. 
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Mr Jackson: The only trouble I have is with form. 
We have been doing a listing. If you look at the previous 
recognitions, when we refer to “the groups,” we list them. 
For example, we excluded People First when we listed 
those people who should participate in consultation. I 
would assume that everybody understood that they were 
doing that. I am just simply saying that we have to be very 
careful because these reports are read in a very literal way, 
so that if you do not include somebody, they interpret that 
we did not expect them or want them included. That was 
only a cautionary note I throw out at the Chair, but it is 
more a form issue than a substance issue. 


Mr Beer: I think that is a good point Cam has made. I 
think either we are going to have to list them all—we had 
made that principal point earlier on in terms of the broad 
consultation, that we want everybody involved. I think in 
reading this one, the local planning committee, it would be 
assumed that we want everyone involved, but if we start 
naming one it suggests then that we are excluding others. 
We are simply trying to ensure that the ministry be part of 
that process as well, not apart from it. 


Mr White: I am in agreement with that, but I am just 
wondering a little bit here, suggesting a change in wording 
a little bit, and that is, “As a matter of policy, the Ministry 
of Community and Social Services should support the de- 
velopment of local planning committees and participate 
with them on an ongoing basis.” Therefore we are not 
creating them and leaving them high and dry. 


Mr Beer: That is agreeable. 
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The Vice-Chair: Is that agreeable? It is a further clari- 
fication. Alison, do you have that? 

Ms Drummond: I am not clear what the decision is 
on whether to specifically name the consumer groups. 

The Vice-Chair: No, we decided not to do that. 

Ms Drummond: All right, then that is fine; I have 
that. 

The Vice-Chair: It is Mr White’s last suggestion that 
would be acceptable to everyone in the group. Are you 
willing to repeat that? 

Mr White: “As a matter of policy, the Ministry of 
Community and Social Services should support the devel- 
opment of local planning committees and participate with 
them on an ongoing basis.” 

Mr Hope: I am just starting to wonder if that does not 
take away from what Mr Beer was trying to clarify in his 
first opening remarks when he tried to explain— 

Mr Beer: My second opening remarks. 

Mr Hope: Second opening remarks. 

Mr Owens: Whose side are you on? 


Mr Hope: No. It is an open committee and I am just 
trying to get— 

Mr Jackson: He is a lot closer to my point of view 
than you are right now, Steve. 

Mr Hope: Again, I am looking at the clarity of it and 
when I started to understand it at first, it was that we 
needed direction for all local planning committees to go, 
and a way of offering information in a policy direction. I 
just thought maybe it was saying the ministry has to do it, 
and I think everybody has to do it. 

Mr Beer: I think what I liked about the clarification 
was that the intent was not that there be only sort of one 
model or no flexibility in how these local planning com- 
mittees go forward, but simply that the ministry be part of 
that, and so in that context I thought the direction that Cam 
went and that Drummond took a little bit further did not 
take away from that meaning. It still seems to me there is 
the broad direction, but within that we still want to be able 
to have the local community have the flexibility to shift 
things somewhat to meet the particular needs of that com- 
munity, whether it is in the north or a rural area or down- 
town Toronto. 

Mr Hope: Thanks for the clarity because we seem to 
be jumping from left to right to left to right and I still was 
not sure. 

The Vice-Chair: We do that afte often around here. 


Mr Hope: I am not about to vote for something I am 
not clear on, and thanks for the clarity on that. 

Mr Jackson: Welcome to Queen’s Park. 

The Vice-Chair: I am sorry. I could not help myself. 
It is the Chair’s prerogative. 

Mr Owens: Lions 1, Christians 0. 

The Vice-Chair: We have agreement on that. Could 
you please repeat that? 


Mr J. Wilson: I want to go back to point | when you 
are done with this point. 
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The Vice-Chair: Alison, perhaps you could repeat. 
that so that we all understand what we are agreeing to. 


Ms Drummond: The second bullet point now to read,|, 
“As a matter of policy, the Ministry of Community and 
Social Services should support development of local plan- 
ning committees and participate in them on an ongoing} 
basis.” | 

The Vice-Chair: Agreed? Agreed. Mr Wilson had a 
point to raise. | 

Mr J. Wilson: Going back to the first recommenda-} 
tion in this section, the intent I see, the way it is worded] 
now, is of course to co-ordinate the ministries. What wel 
have heard from some of the groups was the frustration by), 
parents and handicapped individuals of accessing the sys- 
tem on a number of different points. 

If the intent of this point is to co-ordinate, maybe we 
could say something like—taking it up on the third line— 
“services provided to the developmentally handicapped 
with a view to establishing one point of ministry contact} 
for the developmentally handicapped individuals and theit| 
families,” the intent being that one of the ministries at) 
some point in the co-ordination process would take it upon} 
itself to actually be the point of contact for families. People 
were telling us they had to make several phone calls and it 
is a very confusing system to access. 

I am not sure about the exact wording. You could put 4 
period at the end of “for the developmentally handicapped 
individuals and their families.” Then, “This co-ordination} 
should be based on the principle of portable, individual- 
ized services,” and we do not lose the intent of what is 
there now. 


Mr Beer: Let me just think out loud here for a second 
I do not think what we mean is to have one point of access} 
We are looking at getting the information, but in point ol 
fact there would be multiple points of access. It is not 4 
that dissimilar from last week when we were talking about) 
children’s mental health centres. Because that single point} 
of access is a term that is used around long-term caré) 
reform, I want us to be careful, because there was atl 
agreement from the witnesses that the multi-year plat) 
should be necessarily within that system. It seemed to mq 
that it was hard getting the information, but depending) 
upon where the individual is in the system he may be 
accessing it through his family physician, at school, any) 
one of a number of places, and we do not want to be 
saying that to access the services for the developmentally} 
handicapped there is only one entry. I do not think that if 
what they were telling us. But is there one place you cal| 
go to get the information you need— | 

Mr J. Wilson: Yes. That is what I was saying. 

The Vice-Chair: Do you have any suggestions on th¢ 
wording? | 

Mr J. Wilson: Co-ordinated services, the way it ii) 
worded now, it is too loose. 

Mr Beer: Can you read Jim’s again? 


Mr J. Wilson: I will make an attempt at it. Taking i) 
in the third line, where it says “services provided for tht) 
developmentally handicapped,” I had suggested “with i 











riew to establishing one point of ministry contact for de- 
‘elopmentally handicapped individuals and their families.” 
erhaps we could say “ministry informational”—I was an 


\ssistant for years, and it does take half a day to phone all 
hese different things. It would nice if Comsoc, for in- 
\tance, worked towards setting up a small secretariat 
vhere people could phone. Gary mentioned at one time a 


-800 line. They might work towards that. 


| Mr Hope: I was just wondering, because we are talk- 
ng about the community aspect of it, flowing of informa- 
ton, if we could not try to encompass that maybe in point 
, where it talks about developing policy and maybe estab- 
ishing central contact for information purposes, for in- 
tance, somewhere along that line. I am just bouncing 
vords out, but I think at that stage, when you are initially 
loing the planning, is where you have to develop the com- 
unication aspect and how the communications will flow. 
think that would be important, that it play a part in that 
jection not somewhere else down the road. 


| Mr Jackson: We have to be careful here, because we 
lave already in place the Liberal government’s initiatives 
m long-term care and it speaks clearly to the language of 
'0-ordinating five and six ministries to a single window. It 
Iso includes the very people we are discussing, because a 
‘omponent for long-term care is the developmentally de- 
ayed or disabled who are in nursing homes currently. We 
Iready have a one-window framework that the current 
jovernment is supporting which deals with part of this 
‘ommunity, so it strikes me that we want to somehow 
Teate a second bullet which acknowledges that a small 
‘ortion of this community is already benefiting from this 
jovernment planning and vision and that we hope we 
vould extend the same principle to the entire community 
if the developmentally disabled. 
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That comes at it from the opposite angle, but the prin- 
iple I would like to support is that we are tearing down a 
iscrimination where, depending on how old you are as a 
sabled person, you have access as a parent or as an indi- 
‘idual to a one-window approach. I would not try to bur- 
‘en the current paragraph, which really wants to talk about 
ortability. That is, if I can steal from the old report, “a 
hift of emphasis” that we are trying to highlight here. 


_ Mr White: I agree with Mr Wilson that this is a major 
oncern. I think the issue the associations speak about, the 
time concern in terms of the problems with funding, is 
1e individualization of services. I think that while he has 
n excellent point, it is to some degree a major philosophi- 
al issue that may require a lot of discussion and hopefully 
Onsultation to resolve, which I do not think we will be 
ble to do here. I think this paragraph, as it stands, already 
ddresses some of their major concerns, particularly the 
idividualization issue. 


Mr Beer: I have one last suggestion. The question 
ere is around information. I know that during the discus- 
ions on the long-term care initiative the community infor- 
tot centres came forward with a number of proposals 




















Out information and how it would be made available. 
‘or example, in Metropolitan Toronto the community in- 
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formation centre plays a particular role on weekends 
around welfare, for example, and other things. 

If, in most communities, there is an entity, whether it is 
called a community information centre or some such thing, 
is the point here that we want people to have a place where 
they can go to get information about the system? That 
might even be a separate bullet which does not necessarily 
state that it shall be the community information centre, but 
that community information centres could play a role, or 
some kind of wording. I know they were looking at that 
and I just do not know where it went, in terms of some of 
the information needs that were going to arise out of long- 
term care. 


Mrs McLeod: I think there is very much a difference 
from the long-term care model our government was pro- 
posing, which did involve one-stop access in terms of 
planning, that there would be a service access organization 
that would actually do the individualized planning that in- 
dividual needed as support. When we looked last week at 
children’s mental health services, I was one of the people 
who felt strongly that you did not want one-stop access for 
planning for children. You wanted to be able to access a 
co-ordinated service, but you wanted different points of 
access to it. 

I think this could be either/or in terms of what is the 
best way to have a co-ordinated program. I guess the point 
Mr Beer made earlier was that we did not hear any 
witnesses asking for one-stop access delivery. 


Mr J. Wilson: I purposely did not use the word “ac- 
cess,” because to me, as both Charles and Lyn have 
pointed out, that is actually partaking in the service. It was 
more, as Charles did start out by saying, an informational 
point. Perhaps we could leave the first bullet intact then, 
because I think we did hear that they would like to be able 
to call one number or get information from one source 
rather than a number of ministries. 

Perhaps we could put another bullet in after that which 
says that the dissemination of service information be co- 
ordinated through one ministry, to make it easier for devel- 
opmentally handicapped individuals and their families. 


Ms Drummond: May I make a wording suggestion? 
‘That the ministry encourage the establishment”—I would 
say the Ministry of Community and Social Services—‘“of 
a central source of information in each community on the 
range of services available to the developmentally handi- 
capped.” Does that speak to some of the points you want 
to make? 


The Vice-Chair: Is that a helpful suggestion? 
Mr J. Wilson: Very helpful. 


The Vice-Chair: Does everyone agree with that? Very 
good. Are there any other points of discussion on the sec- 
tion on co-ordination? 

Mr Jackson: Bullet 3: I would like to amend in two 
locations the recommendation which I had asked for on 
school boards and the inconsistencies. I would like, “‘initi- 
ate measures including changes in legislation to eliminate 
inconsistencies between school boards in the access and 
delivery of programs for individuals with developmental 
disabilities.” 
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If I may speak to that briefly, school boards will argue 
that they have the same program; what they have is differ- 
ent rules for access. So they could read it in its current 
form and argue: “We have the same program. It’s just that 
we’re allowing people to access it at different ages and at 
different points.” In my view, its solution is in “legislative 
changes.” I want the discrimination removed between reg- 
ular day school students and children with developmental 
disabilities, and that is a legislative change, not a policy 
change. We already have a policy that says they should not 
do it, but we know it is happening. I would like to 
strengthen that as a recommendation in those two areas. 


Mr Owens: So the first change is “including changes 
in legislation” — 

Mr Jackson: And then: “to eliminate inconsistencies 
between school boards in the access and delivery of pro- 
grams...” It is not the delivery of the program. You can 
deliver a program and not let anybody into it. I want to 
make sure they get into it. “Delivery” in legislative terms 
has come to mean, around here, that it is available, we can 
do it. “Access” implies that you will be able to get to it. 
With my background in education, I know how this has 
been working, and we really need to clean it up with legis- 
lation. 


The Vice-Chair: Discussion? Is that agreeable? 


Ms Drummond: Could I read it out so I am sure I 
have caught this? It says, “the Ministry of Education initi- 
ate measures, including changes in legislation, to eliminate 
inconsistencies between school boards in the access to and 
delivery of programs for individuals with developmental 
disabilities.” 

The Vice-Chair: Agreed? Agreed. Shall the section, 
as amended, carry? 

Carried. “Legislation” is next. 


Mr Beer: Under “Legislation,” it seemed to me that 
there was just one other point we might to reflect. In a 
number of cases with social legislation, there are different 
pieces of legislation. For example, we are now working on 
bringing together the family benefits and general welfare 
into one act. It seems to me that it would be useful here to 
indicate, “Legislation should be updated to reflect the prin- 
ciples of the multi-year plan and brought into one piece of 
legislation,” because there are a number of pieces, some 
that go back, and I think it would be strengthened if we 
had one piece of legislation. This is the intent. The govern- 
ment may find after exhaustive hearings and so on that 
there is still a need for some separate piece, but I think 
what we are trying to indicate here is that having the pre- 
amble reflecting the principles and “brought into one piece 
of legislation” would be the most effective way. I would 
add those words after the comma at the end of the first 
line. After the comma, “principles of the multi-year plan 
and brought into one piece of legislation.” 


The Vice-Chair: Agreed? Agreed. 
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Mr Owens: I would like to make an additional 
amendment to that section; at the end, a new sentence: 
“Following passage of this legislation, the government 
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undertake a program of public awareness to facilitate an 
understanding of the rights of developmentally disabled 
individuals.” 

Mr J. Wilson: This is under “Legislation”? 

Mr Jackson: A good point. It should be under “Advo- | 
cacy and Protection.” You could expand it, but I do not | 
think it belongs in “Legislation.” 

Mr J. Wilson: Could you repeat it? 


Mr Owens: “Following passage of this legislation, the 
government undertake a program of public awareness to 
facilitate an understanding of the rights of developmentally | 
disabled individuals.” 


The Vice-Chair: It is Mr Jackson’s suggestion that we | 
include it under “Advocacy and Protection.” : 


Mr Hope: It deals with the legislation you are creat- 
ing and developing. I think it is important, as you create | 
and develop, that you explain to the general public. If you } 
were to move it elsewhere, what are you going to explain? | 
It does not give specifics. What you want to explain is the | 
legislative change and possibly the new act. | 

Mr Jackson: Then eliminate the word “legislation,” | 
take that whole existing and the subsequent and put it at 
the end of “Advocacy and Public Awareness.” | 


Mr Hope: It would take away from the meat of it. If} 
we agree to it, why not just leave it there? 


Mr Jackson: It is really not appropriately placed. I} 
personally do not feel the need to let the public know 
flows from new legislation. I think the need to let the} 
public know flows from the ongoing problem. We have 
people dying. We have a halt in the plan. There are enough | 
reasons to have a public awareness campaign. I do not} 
wish to suggest that the reason we are going to have public | 
awareness is to broadcast that the government has changed | 
the legislation. The prejudices for the handicapped com-} 
munity exist today and we should get on with the business 
today. It is a principle of public awareness that should not 
be tied to a piece of legislation but our ongoing commit- | 
ment to help the public of Ontario understand the right 
these people have to community living. That is why. I 
really do not want to isolate it and say that awareness is a} 
function of legislation. We end up broadcasting the legisla-| 
tion, not the principles of community living, the discrimi-| 
nation we are trying to tear down. 


Mr Beer: I understand the point Cam is making. It did} 
seem to me, though, that what Steve was saying was that) 
this legislation, which was going to bring together a num-| 
ber of things and perhaps express them with particular 
clarity and focus—in that context, it then followed that that 
being done, the public awareness would flow from that. 

It is still a valid point and one that we may want to} 
make just in general, irrespective of legislation, around the : 
point of awareness. But I think that having a special head-| 
ing on “Legislation” is important, because one of the) 
things we found with the number of pieces of legislation in 
the social services area is how quickly they can become) 
outdated and the need to really look at that as being an) 
important part of any reform process. I like the way that) 
came together under the heading. If perhaps we want to) 
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make a further comment about the awareness as of today, 
then I think we could do that, but I see a certain strength i in 
‘inking that to the legislation that we are proposing be 
redone. 

Mr Owens: I am hoping we are not going to have to 
remove this and put it on the contentious issue list. I would 
agree with Mr Beer, although I do not necessarily want to 
sit beside him. 

Mr Beer: Was it something I did today? 


Mr Jackson: I fully support what is stated in the leg- 
‘slation, but my sensitivity to this was developed by Rich- 
ird Johnston when he first twigged me to the notion that it 
'S wrong to tie the legitimate needs of the community for 
heir ongoing advocacy to a government initiative. History 
tas shown that all governments use it in a self-serving 
ashion to talk about what the government has done. 

That is going to happen anyway. The government will 
illocate a quarter of a million dollars to sell the public the 
rogram. What I am saying is, if the principle is advocacy, 
hen it should stand alone as an investment on the part of 
his government to help change the mindset of the people 
of this province and their treatment of developmentally 
lisabled individuals, and not tie it to a piece of legislation 
which the government will interpret and may not be what 
he developmentally disabled community says it wants to 
jay to the community at large. I feel very strongly about it. 
As I say, it was Richard Johnston who first flagged me on 
his concept and he was spot on. I think he would still be 
‘pot on if he were here today. 


The Vice-Chair: Perhaps it would be appropriate, 
hen, to ask if this should be set aside if there is disagree- 
nent. I will allow a few further comments. 


Mr Hope: With all due respect to what Mr Jackson 
tas put by our member previously sitting, I think he had 
eason to do so. But with the new government, we plan on 
naking sure that proper information is flowed out to the 
jommunity. I understand why it was flagged that way in 
wrevious governments. But we want to move ahead, and I 
hink it would be most appropriate under the special-needs 
sroups, I would firmly support that under the special-needs 
sroups, that the proper advertisement or communication 
‘wareness to the public is put in that section also. I would 
lupport it to be in both sections. 


__ Mrs McLeod: I thought Mr Owens’ point was really 
luite specific and did not enter into the debate that Mr 
ackson has raised at all. I had understood he was recom- 
aending that once legislation is created which gives new 
2gal entitlements, we would want people to be aware that 
qere was now essentially a bill of rights. That is quite 
ifferent from ongoing advocacy, which all of us would 
upport. 

Mr Malkowski: Just to follow up with Cam’s point, 
yhen you were talking about the issue with Richard John- 
ton, maybe he would give us a bit more of a point of 
2ference on that. I am not clear on what that point was. 

The Vice-Chair: Do you really want it? 

Mr Jackson: No, it is a legitimate question. It sur- 
aced with Richard and me with respect to changes in child 












































care legislation. It surfaced with respect to the inordinate 
number of dollars spent on publicizing wife assault and the 
women’s agenda without publicizing the fact that certain 
services were not available but certainly explaining what 
your legal rights were. 

He also referenced it again— 


Interjection. 


Mr Jackson: No, it did not come up on the food 
banks because it was not a publicity issue. But there was 
one other. I know which one it was: access and enforce- 
ment legislation where there was awareness, dollars to pro- 
mote a bill. Clearly there was conflict in the community as 
to how those dollars should be spent and who should be 
telling the public of Ontario what their real agenda is. I 
certainly am nervous about any government, whether it is 
our current federal government, the previous Liberal gov- 
ernment or the current NDP government, as to how it in- 
terprets what it is doing for us and recommending 
spending large dollars on publicity. 

The Vice-Chair: I do not think you have to worry 
about the previous Liberal government. It is not elected 
any more. 


Mr Jackson: I want to make it clear I do not make a 
distinction. 


The Vice-Chair: I want to move on to Mr Owens for 
a final comment, and then I think we have had enough 
debate on this point and would like to move on after this 
final comment. 


Mr Owens: I am just wondering if we put a bullet 
point under the issue of advocacy. I do hear what you are 
saying, but I am still inclined to keep my suggested 
amendment intact. 


The Vice-Chair: Is there agreement on that? 


Mr Jackson: We can proceed. I really have strong 
views. I have shared them. That is sufficient. I just know 
that it is a sensitive point with me—it is to a lot of peo- 
ple—about how we spend government money to tell peo- 
ple what we are doing for them. 


The Vice-Chair: Okay, is there agreement on this sec- 
tion as amended by Mr Owens? Agreed? Carried. Final 
section: “Special-needs groups.” 
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Mr Hope: In that section, just relating to what Mr 
Jackson has put forward about the need for public aware- 
ness, I think it would be important that we insert some- 
thing in there about public awareness, because there is still 
a large percentage of the community that has a hard time 
accepting people. It is a not-in-my-backyard attitude at 
times. I think it would be most appropriate that we make 
sure it is a public awareness issue. I think the public has to 
be aware of what is happening. 


The Vice-Chair: We are talking now about special- 
needs groups. You are suggesting we put in a new bullet 
point there? 


Mr Hope: Just to try to pick up what has been 
communicated, I think it would be most appropriate also, 
and we are getting away from that viewpoint that it is 
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government and government-manipulated, which it may 
have been in the past but will not be in the future, that we 
make sure that the independent source—they will be able 
to see that communication is equal. 

The Vice-Chair: I take that as affirming the amend- 
ment, but will I move on to Mr White. 

Mr Hope: I was just picking up what you had put 
forward, but I firmly believe we need precise wording. 
That is why I tried it as a bullet point. 

The Vice-Chair: Perhaps you could think about it. I 
will move on to Mr White, then if there are any other 
items— 

Mr White: No, I will defer. 

The Vice-Chair: Okay. Mr Jackson. 


Mr Jackson: To be helpful to Mr Hope, I had indi- 
cated that its rightful place in my mind was in advocacy, 
which is where we placed it. Information is not an issue 
for a special-needs group. It implies that some of the pub- 
lic knows about it and some does not. I think advocacy is 
across-the-board awareness. Anyway, I have one further 
recommendation. I will read it and then answer any ques- 
tions. “The ministry consider developing the necessary 
program enhancements with the Ministry of Health to 
eliminate the flow of funding to US agencies for people 
with Preador-Willi and establish community-based sup- 
ports in Ontario.” 

Is that understood? I will read that again. “The Minis- 
try of Community and Social Services consider developing 
the necessary program enhancements with the Ministry of 
Health to eliminate the flow of funding to United 
States”—and the clerk might suggest a better wording than 
we have used in the past here, whether we use “American” 
or whatever—“agencies for people with Preador-Willi”’ 
syndrome, if you wish—‘and establish community-based 
supports in Ontario.” 

Did we get that? I am simply suggesting that they con- 
sider the development of these, not that they be done—I 
am going to make sure you get the operative word, “con- 
sider” —with a view to eliminating the flow of funding to 
the United States. 

I have several constituents who are currently being di- 
agnosed and dealt with and supported within Comsoc and 
Health, but their programs are all in the US. These are 
becoming a great expense. For a special-needs group, the 
fact that it was too late to get the Preador-Willi group 
before the committee—it was referenced by the Head In- 
jury Association and one other brief reference to program 
dollars that may be utilized in the US—I would feel remiss 
if I did not present this recommendation at this time. I have 
watered it down considerably in order to ensure it is under- 
stood that we are asking the government simply to con- 
sider these programs in the interest of stemming dollars 
that are currently flowing to the US for these support pro- 
grams. 

For clarification, Preador-Willi is a biologically diag- 
nosed eating disorder which develops within the develop- 
mentally disabled community and others that creates a 
situation of obesity leading to death. There is a supervised 
element of housing component which is required and the 
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ministry has recently acknowledged that it fits within the 
ambit of Comsoc and Health programming, but the pro-— 
gram availability is in the United States. 

Mr Hope: Just so I get a clearer vision in my head of 
what Mr Jackson is talking about when he says “people” | 
and referring to numbers of people and the cost value that | 
is slipping out to the United States, if he has some more } 
reference to the material about the flow of people going | 
there, I just need some more clarity in my head, before I 
vote on something, about whether I think it would be ap-_ 
propriate or not. . 

Mr Jackson: In the last year, I do not think it is an} 
extensive amount of money, but we are looking at program } 
access for Ontario residents in the nature of about 20 to 25 | 
individuals in this province. It is not these kinds of dollars | 
flowing as are with the problem of how recovery programs j, 
and drug abuse programs and solvent abuse programs, but |. 
it none the less a program which receives funding to go to 
the US for the program. 

Mr Owens: I am just wondering if I could ask Mr} 
Jackson to explain the ideology and the prognosis of per- } 
sons with this syndrome, the ideology of the Preador-Willi | 
syndrome and the prognosis that these folks have. 

Mr Jackson: The research is in its infancy. It is con- | 
sidered chemical imbalance is the area on which they are | 
now focusing. Its manifestations are obesity and the un- || 
controlled urge to eat. The elements of community living || 
that require supervision are that they will, for example, go | 
into a restaurant and run up a huge bill and not have the} 
wherewithal to pay for it, and going on binges. It falls} 
between the developmentally disabled community and the} 
mental health community issues, but because there is a 
supervision component to it, Comsoc seems to be focusing | 
more in terms of delivery programs. The support groups | 
that are now developing around it are through associations | 
for community living. | 

Mr Owens: With respect to the prognosis, it is some- | 
thing that folks— 

Mr Jackson: They do not know, but they have pro-| 
grams in the US, some of which have a chemical and basic | 
component to them and there are some which are counsel- | 
ling and trigger mechanisms for people who then can} 
know what the problem is. I do not wish to get into high-| 
incidence rates among various groups because I do not feel | 
qualified to and I think that would create an unfair image | 
of the disease. It cuts all lines, but I know that the most | 
sensitivity now is being expressed from the Association for | 
Community Living which has several cases of it that it is 
dealing with. 

Mr White: I was just going to comment that I am) 
impressed with Mr Jackson’s informed tutelage of us on| 
this particular disorder—I have not personally heard of it; I} 
am not at all familiar with it—and with his concern about | 
the fiscal responsibility of our government. I guess what I} 
was also concerned about was that the kind of program’ 
that will be necessitated for the disorder, you mentioned as 
you Clarified it, would be extremely difficult to provide} 
from the local association standpoint. It might in fact be 
the kind of program that might be able to be offered only) 
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aa larger-scale facility. In some sense, addressing that 
aight require a total divergence with the rest of the intent 
of our report. 

‘550 

Mr Beer: Are there other programs or are there other 
ases, different kinds of illnesses, disabilities, whatever the 
ppropriate term would be, like this? I guess the question 
vas just—because I think a number of us do not know that 
auch about this—the way you worded it, f thought, was 
me that did not say you have to do this and so but to look 
ato it. But if we specifically refer to this, are we leaving 
ny others out or is this the key one that you have heard 
bout? 

Mr Jackson: This is the one group that is being 
aught between the chairs or falling into the crack. When 
ve moved the Head Injury Association agenda forward, 
me might reasonably argue that they should not be dis- 
ussed in the general discussion around people with devel- 
‘pmental disabilities. Preador-Willi is put clearly within 
ne area of developmental disabilities and it is the one 
dentifying group that I have been able to find which is 
‘etting nowhere in terms of program development. That is 
‘ot to say that these individuals do not need support and 
ssistance in the community. My community is making 
fforts to assist them for a broader community in Hamil- 
on. Mississauga is in fact where we are trying to develop 
is in the Burlington area. To answer your question di- 
2ctly, much like the Head Injury Association a decade 
go, no one really was talking about them or dealing with 
aem, but in no way did that limit their legitimate right to 
e dealt with. 


Mr Beer: Given the discussion since Cam first read 
‘ut his recommendation, could you, Alison, just read that 
ack one more time? It is starting to be clearer to me now. 
would just like to hear the original recommendation 
gain. 

Ms Drummond: Sure. “That the ministry consider 
eveloping necessary program enhancements with the 
finistry of Health to eliminate the flow of funding to US 
gencies for people with Preador-Willi syndrome and es- 
iblish community-based supports in Ontario.” 

The Vice-Chair: Just for the Chair’s clarification, you 
aid eliminate funding for that? 


Ms Drummond: To the US. 


The Vice-Chair: The flow of funding going to the 
IS. 

Mr Beer: Do we want to put in the wording the em- 
hasis on developing the alternatives here? There is always 
transition period and I do not know that we want to have 
n immediate cutoff, but is there some way that that might 
rork; the emphasis on the positive, of the development of 
l€ programs here, or whatever? Because you know what 
an happen is that something gets eliminated, it is not set 
p here and people are in a worse— 


Mr Jackson: Yes. I could even say “to reduce the 
‘ow of funding to US agencies.” I know the minister is 
nder tremendous pressure to increase the funding for 
lese programs in the US. 























Mr Hope: Just to kind of blend, I guess, both con- 
cerns into the first stage would be to reduce and then ulti- 
mately to eliminate, if that would help. 

The Vice-Chair: I think the suggestion was, because I 
raised this, just a question of cutting things off abruptly, 
but I will allow further debate on this to see where it is 
going. 

Mr Jackson: Simply, the objective here is to ask the 
ministry if it would consider developing Ontario-based 
programs. I am not wedded to the elimination of the flow- 
ing of funds to the US. I think it is important that we 
understand we are not providing the programs here, that 
we are having to purchase them in the US and that we are 
basically wanting Preador-Willi to understand that we are 
hoping we can provide these services here, that they 
should not have to leave the country in order to get assis- 
tance and support. 


Mr Owens: I was just going to suggest, with respect 
to Mr Jackson’s last comment, that I do not have a particu- 
lar problem with the statement as a whole. I am happy he 
has finally seen the light about stopping the flow of funds 
to the US, but if we can just take that section out I think 
that might be a good compromise, if that is acceptable to 
yourself. 


Mr Jackson: Might I ask what part of my political 
career would lead you to believe that I have come to the 
light recently on this issue? What was the intent of that 
statement? 

Mr Owens: With respect to your party support of free 
trade. 

Mr Jackson: That has nothing to do with it. I would 
ask you to be very careful about that. 


The Vice-Chair: I think we are getting off topic. 
Mr Jackson: Yes, we are very off topic. 


The Vice-Chair: I will turn my attention to Mr Beer, 
who had a point to raise on this. 


Mr Beer: In the wording that you are suggesting, with 
your suggested change, we would not have the part around 
the eliminating? The emphasis would be on the developing 
within Ontario. 


Mr Owens: Exactly. In consideration of developing 
program enhancements. 


Mr Beer: That is fine. 


Mr Jackson: I understand the sensitive word. Just 
give me the word you want to replace. 


Mr Owens: I just want to take out the phrasing, 
“eliminate funding to US agencies.” I think what we are 
talking about is to get the Ministry of Community and 
Social Services and the Ministry of Health in consultation 
to develop programming enhancements. I think that is the 
issue you are trying to address. 

Mr Jackson: I addressed that earlier by saying I could 
move to the word “reduce.” If the elimination was the 
difficult part, then fine, put in the word “reduce,” but I 
think it is appropriate to note that we do not have the 
programs, that we are sending people to the US. I do not 
feel it is fair for any handicapped group to have to go to 


S-204 


the States for its program enhancement or for its program 
delivery. If that is the contentious word, change it to “re- 
duce.” 


Mrs McLeod: I just want to add a comment at the end 
of this discussion. I do not want to interfere with the de- 
bate about wording. 


The Vice-Chair: I think we are just stuck on terms of 
wording and emphasis here. Is “reduce” acceptable? 


Mrs McLeod: I support the recommendation. I 
worked very briefly with a Preador-Willi syndrome child 
so I am sympathetic to the concerns of Mr Jackson, but it 
does continue a little bit that we are dealing with a recom- 
mendation that does not flow from any testimony we had 
during the course of the hearings. In order to rectify that, I 
hope that it would be possible to circulate among commit- 
tee members some information about the Preador-Willi 
syndrome and the concerns, whether from Mr Jackson or 
through legislative research, so that as we speak to this 
report we are all informed about the nature of the problem. 


The Vice-Chair: I think that is a very useful sugges- 
tion. Perhaps if Mr Jackson has some information, you can 
offer it. 


Mr Jackson: That will be great. 


The Vice-Chair: Shall the section on special needs 
groups, as amended, carry? Carried. We will deal with the 
contentious items now. Our able clerk reminds me we have 
an hour and 25 minutes remaining in total. Before we get 
on with that, Mr Owens has a point. 


Mr Owens: I think we need to deal with the narrative 
of the report, as I would like to add one more contentious 
issue to the list to be dealt with. 


The Vice-Chair: Do you want to deal with the narra- 
tive first and then go back to the contentious recommenda- 
tions, or shall we finish them off? 


Mr Jackson: I think we should finish the recommen- 
dations because the necessity for a minority report might 
flow more from the recommendations section than from 
the narrative. The narrative, quite frankly, is observable 
events as recorded by the committee. The recommenda- 
tions are purely negotiated and interpreted matters. So let’s 
get those out of the way. There should not be anything 
contentious in the narrative. 


1600 


Mr Beer: Just on a point of information: Are we 
agreed that we are going to try to complete all of this this 
afternoon? 


Mr Owens: Yes. 


The Vice-Chair: We have an hour and 23 minutes 
now. 

It is suggested that we complete the recommendations 
first. Mr Owens, you wanted to go with the narrative, but I 
think it is better to do the recommendations as those may 
take additional time. I am concerned that we get that com- 
pleted, whereas on the narrative I think there will be easier 
agreement. It is easier to get consensus on the narrative. 


Mr Owens: Yes, let’s go. 
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The Vice-Chair: Bullet point 2 on multi-year planj 
funding section: “The upcoming provincial budget provide} 
the necessary additional funds to the special services at} 
home program to enable it to be a primary home support} 
option.” That is a contentious point. 

Mr Owens: One brief comment. Before we discov-| 
ered what recorded votes were for on the last section, we 
had made comments with respect to the same recommen-} 
dation under the children’s mental health section. As Mr 
Jackson corrected me, while it is certainly within the pur-| 
view of this committee to make recommendations with} 
respect to spending money, I am not sure, however, that Ij 
would like to be putting something into a report that I am} 
not completely sure is going to happen. This is why I), 
suggest we vote not to include this particular item. | 

Mr Jackson: It is hard to comment on what you are} 
struggling with. I can merely state that your rationale can 
apply to virtually half the recommendations. There is no} 
guarantee that any of this could potentially happen. We; 
attempt as a committee to examine these matters as care-) 
fully as possible, to listen as carefully as possible, and the) 
tough part for us is to take all of those opinions and, in 
some instances where conflicting opinions arise, which we 
heard—not a lot—we have to make the difficult decisio 
as to what our belief system is. 

We have seen that governments have had to deal wit 
very difficult decisions with respect to funding. We recog 
nize that there is more pressure, the fact that the economic| 
climate of the day puts even more pressure on these kinds| 
of decisions. However, the legislative process called us 
together to examine this and we set out within that man-) 
date to look at whether or not we feel we are committing}: 
the necessary dollars. Nothing in this report is binding on 
the government. It is simply a non-partisan report which is 
presented to the Legislature in the hope it will stimulate} 
discussion and that, in this hopefully non-partisan forum, 
we can suggest to the minister that we have come to cer-) 
tain conclusions. | 

Having said that, I think I personally have attempted to), 
temper some of my recommendations that I feel ve ' 
strongly about, but I have tempered them in recognition off 
the economic climate in which we now find ourselves inj} 
this province. However, I still feel that on one or two} 
issues they are worthy of the statement that additional dol-) 
lars may be required, which now brings me to the very, 
focused question, which is tying it to the upcoming provin-| 
cial budget. | 

This has traditionally been an area of difficulty, yet I do} 
not think it is as threatening, given that I have asked the 
minister on both occasions if she has been lobbying the! 
Treasurer and the cabinet, because I fundamentally believe} 
that she supports the principle of getting additional fund- 
ing. | 
The fact that she may or may not get it, yes, is in the 
realm of uncertainly, but I oft-times look at these recom-) 
mendations as being extremely helpful to a minister of the) 
day, to suggest that there is wide and broadly based sup- 
port for increased commitments and priorities in this area, 
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‘and sometimes it even works as an excellent assist to a 
‘minister when she goes forward to see a Treasurer. 

I have no difficulty making the recommendation and 
would suggest that it is less mischievous than it would 
lappear to try and sound. Rather it is in recognition of the 
fact that everybody agrees we need additional dollars in 
jorder to ensure the safety of these individuals and to en- 
sure their rights to access in our community. Therefore, the 
time for that would be in the upcoming provincial budget, 
in our view, and I do not think there is as much threatening 
about that as is being interpreted. I will leave it at that. 


Mr Beer: I think a number of the points that Cam has 
made are good ones to reflect on. Let me perhaps just 
share with our colleagues in the government party that I 
can think of a couple of cases where there were committee 
reports where our members—I mean government mem- 
‘bers—were recommending some things that I sensed, as a 
minister, at the very least were going to be very difficult 
because of the potential financial implications. Yet there 
‘was also recognition that, “But look, in the best of all 
possible worlds, this is really what we would want to do.” 
Tam also thinking of the food banks report of this commit- 
tee last year, and some of the recommendations of the 
select committee on education. 

I know that what happens, both in terms of the bureau- 
cracy and the folks around the minister, is that everybody 
gets very nervous because obviously if we get to the 
Treasurer’s budget and there are funds for the special ser- 
vices at home program, are they “the necessary additional 
funds,” and what flows from that? I think in terms of what 
we heard in the testimony before us it was clear that peo- 
ple really emphasized this program and what the commit- 
fee is saying is, “Look, whatever the dollars are within 
Community and Social Services, this particular program 
with respect to the developmentally handicapped is the one 
to focus on and this is where it should go.” 


Again, it is a recommendation and neither the govern- 
ment nor a particular minister has to accept it, and I do 
believe, as a former minister, that we are trying to have 
committees—and I think in opening the process more—to 
2xpress some of those views and that there need not be the 
sense that: “Well, can we do this? What if the minister 
finds it difficult or the Treasurer is saying, ‘Look, there 
isn’t any more money’?” 

Based on what we heard and our own discussion, this 
is the program I think where we would say we would like 
fo put the dollars, and for that reason I think this is a 
legitimate recommendation which, to the extent possible, I 
am sure you and the minister and others would like to see 
implemented. There can still be arguments as to why ulti- 
mately that might not be there, or even if additional funds 
are put in, the opposition in its wisdom can always argue 
as to how necessary or how additional those were. But it 
seems to me this can be supported without perhaps causing 
as many difficulties as sometimes ministers and those 
around them think it may do. 

Mrs McLeod: I just want to second what Mr Beer 
°xpressed and add to it a reminder of the testimony we 
1leard from people concerned about the special services at 














home program and the fact that there may be a reasonable 
degree of fiscal accountability in looking at extended fund- 
ing to strengthen this program, because there is less finan- 
cial support needed to ensure that those children and/or 
adults can stay in a home setting than to move into a group 
home setting. It is an important focus for dollars, I think. 
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It was also pointed out that the wages for substitute 
care givers were even lower for the special services at 
home care givers than they would be in a group home. We 
have already expressed a concern about the equity of 
wages between group homes and institutional settings. I 
just feel it would not do justice to what we heard in this 
committee if we did not acknowledge that this program 
needs additional support. 


Mr Owens: There is clearly no intention to deny the 
acute need for money in the system. I understand that all 
three parties here have a clear understanding of that prob- 
lem. The witnesses were exceedingly clear on that issue. 
The problem that I see, again sensing the acuity of need, is 
tying the government to providing something that may not 
happen within the next budget process, and I do not think 
we are saying that obviates the need for money. Again, my 
only problem is the time line that we are trying to tie the 
government to. 


Mr White: Before I start my discussion of this point, I 
believe there is a small typographical error at the bottom of 
page 10 which I would like to be able to come back to at 
some later time. Could I discuss that now, before Mr 
Jackson’s point? 


The Vice-Chair: Is it a small thing? We can just make 
the correction. 


Mr White: I hope so. The special services at home 
should be regarded as a primary program available to fam- 
ilies. This is not a prevention program, as with the 
children’s mental health services. People in the field work- 
ing with the developmentally challenged often react to the 
sense of there being a disease that can be prevented. Could 
that be deleted? 

The Vice-Chair: Could I just interrupt and say that if 
it is agreed to and it is something that we can get over with 
quickly, then we shall do that without any debate, because 
otherwise we are jumping into the middle of another— 


Mr White: I realize that, but it would be a red flag for 
that community. 

Clerk of the Committee: We have an hour and 10 
minutes. 


The Vice-Chair: Is that agreed upon on page 10, that 
we remove the word “prevention” in the last bullet point 
and get back to the original discussion or debate here? 


Mr Jackson: Delete the word “prevention” and just 
put “primary program available to families’? 


The Vice-Chair: Right. 
Mr White: It could be “primary support program.” 


The Vice-Chair: The suggestion was made that we 
delete the word “prevention.” 
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Mr Beer: But remember that the Ontario Association 
for Community Living specifically used that wording. 

The Vice-Chair: Could we debate that after we fin- 
ish? 

Mr White: At some later point, yes. 

The Vice-Chair: On the same point, Mr White. 


Mr White: Back to the point we were on, if I could, I 
want to express my appreciation for Mr Jackson’s non-par- 
_ tisan suggestion in regard to this particular bullet, and as 
well to Mr Beer for his lengthy experience and knowledge 
of the effect of these recommendations. But with due re- 
spect, I want to mention that I believe we are looking at 
what is referred to as the multi-year plan, not the multi-day 
plan, and the recommendations which we have are ex- 
tremely extensive. 

In order to incorporate pay equity, adequate funding, 
training, staff support and develop a program to gauge 
what is the necessary additional funding for special ser- 
vices at home would require a fair bit of time. The amount 
of time we would have prior to the provincial Treasurer 
coming down with a budget would not allow for those 
kinds of negotiations in terms of pay equity. I think cer- 
tainly we should be supporting the intent. My concern is 
simply with.the immediacy of this issue. 

Mr Beer: To raise another example on this one, per- 
haps the irony is that at this very moment as we are talking 
here the Provincial Coalition on Special Services at Home, 
some of whose members were before us earlier in the 
week, is speaking to the finance committee on pre-budget 
consultation. But two years ago, the standing committee 
on finance and economics made some recommendations 
around the Social Assistance Review Committee report, 
about the funding of that, which very definitely had impli- 
cations for the government and, it is fair to say, caused no 
end of anguish and discussion among those who were try- 
ing to argue how far we could or could not go. 

It seems to me that what we are saying here as a com- 
mittee is that we believe this to be the primary option and 
we would like to see more money in that program. My 
colleague Lyn McLeod had noted how that could well save 
us dollars in terms of other programs. It is ultimately up to 
the government in its budget deliberations to accept what 
this committee may say on what the finance committee 
may say. Often, there are recommendations which, for var- 
ious reasons, they cannot accept. On the one I am referring 
to, in terms of the SARC report, the finance committee’s 
recommendations were very specifically on that next bud- 
get, because it was the pre-budget consultation. So I think 
this is not out of line for a committee to do and would 
really reflect something very important we heard from the 
witnesses and would urge that we all accept this. 


Mr Owens: As a result of the persuasive arguments 
by the members of the other two parties, I would like to 
withdraw this as a contentious issue and recommend all- 
party support. 

Mr Hope: I was just going to put forward my support 
for this. I listened to my colleagues talk about how we can 
use it to encompass the shopping list and to supply support 
to the minister. I know it will be on a number of requests 
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from a number of ministries, and anything that would ap- 
propriately help my minister to obtain funding for a viable} 
program of this nature, I would support. 

Mr Beer: If they wanted to invite those of us on the} 
opposite side to any meeting of Management Board or} 
Treasury, we would be delighted to go forward. | 

The Vice-Chair: Do we have agreement on this? 
Agreed. Shall the section, as amended, carry? Agreed. We 
move on to “Advocacy and Protection,” bullet 3. 

Mr Owens: The NDP caucus cannot support this rec- 
ommendation, as there are currently two ongoing investi-| 
gations. We cannot conduct investigations on top of legally 
mandated investigations, such as the coroner’s inquest into 
the Christopher Robin institutions. At such time it is found 
that an inquiry is needed, the government will be oleased| 
to do that. At no time will there be any effort to conceal! 
any information. As information becomes available, it will) 
be fully and freely shared with all those who request it. It 
is with that that I restate this caucus cannot support the 
recommendation. 
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Mrs McLeod: I would like to concur with Mr Owens} 
that we feel the appropriate investigations into Brantwood| 
and Christopher Robin are being conducted, recognizing in| 
addition that the coroner is involved in the Brantwood) 
investigation. We think one of the concerns that overrides 
the two specific situations is the issue about the standards) 
of care and the way in which those are monitored on an) 
ongoing basis, which is why we fully support bullet point! 
1 and feel that this is looking beyond these two situations) 
to ensure that this kind of eventuality is avoided in all} 
similar institutional settings in the future. 

Mr Jackson: It is no secret that I feel very strongly! 
about this and certainly would like to put on the record that) 
there is no legal impediment to the suggestion | indicated 
in the House, that this recommendation flows from a rec- 
ommendation the current Premier made around nursing) 
home deaths. I feel that vulnerable adults or children, espe-+ 
cially those who have died, require the special efforts off 
people when potential for criminal investigations are all 
hand. That was a view of the Premier in 1986. It is the 
view I have in 1991. It is also the view of several of the 
deputants. I would feel remiss if I did not table it, because} 
of how strongly I believe. The people died. We are, yes. 
interested in standards of care. That, as Mr Owens has 
said, is the subject of an inquiry. But to correct Mr Owens) 
in his thinking, in this province’s long history only one 
coroner’s inquest has ever resulted in criminal charges. I) 
for one, feel that with those odds there will be in all likeli- 
hood no criminal charges. 

I do not wish to belabour the point—I would like a 
recorded vote—but I feel very strongly that had this oc: 
curred in an Ontario hospital, any member of the commu- 
nity, with deaths of this magnitude and this number anc 
without that information being shared with the public, 
there would have been a criminal investigation. I ask fo 
no less for those children who have died. I have called foi) 
a recorded vote, and that will be the last I wish to say or 
this issue. 


| 


Mr Hope: With all due respect to Mr Jackson—and I 
‘do understand where he comes from, because there were a 
number of issues in my previous life where I pushed for 
the same thing—the unfortunate part is that there is a cur- 
rent investigation now taking place. When you have two 
investigations happening at the same time, there seems to 
‘be a battle or a mixture of what is going on. 

I feel it is most appropriate, first, that the current inves- 
tigation be completed, a report filed and if justification—I 
believe our party is firm, because my Premier has stood on 
this issue a number of times. If we feel it was unjust or 
leaned one way, I am sure we would not hesitate to share 
the information with the members opposite. I am sure we 
will make sure things are handled in a proper manner that 
will serve justice to those. 
| The Vice-Chair: We shall now be voting on bullet 
point 3, as it stands now. Shall the bullet point be included 
in that section? 

The committee divided on whether point 3 should be 
included in the report, which was negatived on the fol- 
lowing vote: 


Ayes—2 
Mr Jackson, Mr J. Wilson. 
| Nays-7 


__ Mr Beer, Mr Hope, Ms Haeck, Mr Malkowski, Mr 
Martin, Mrs McLeod, Mr Owens. 

| Mr Hope: A point of clarification, Mr Chair: Maybe I 
am wrong, but do the total recommendations as a whole 
need to be voted on? 

__ The Vice-Chair: No. We passed each section as we 
went along. 

Mrs McLeod: The issue is the use of the term “pre- 
vention” in relation to the special services at home pro- 
gram. I would like to Suggest that the word is probably not 
the most appropriate to describe the purpose, and that the 
words be “primary home support,” which would be consis- 
fent with the wording the coalition for support services at 
home has just used in its presentation to the finance com- 
mittee. 

_ The Vice-Chair: Let me get this clear. You want to 
use “primary support program”? 

Mrs McLeod: “Primary home support” is the term 
the coalition is using. 

| The Vice-Chair: So you suggest we delete the word 
“prevention” and use “primary home support program.” Is 
that understood by all members? 

_ Mr Beer: If members want to look at it, in the presen- 
lation they are currently making upstairs, they say: “Rec- 
ommendation 2: commit to special services at home as a 
drimary home support option for families.” That would 
seem to be the word. I would accept Drummond’s opinion 
on that. 

Mr Jackson: Just a matter of note, the next bullet puts 
dollar figure of $30 million annualized for a total of $54 
million of additional dollars they are recommending for 
he budget for fiscal period of 1993-94. Someone was ask- 
ng how much it might cost. 
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The Vice-Chair: What we have before us is the dele- 
tion of the word “prevention” in the last bullet point on 
page 10 and the inclusion of “primary home support pro- 
gram.” Shall that amendment be made? Agreed. We move 
on to the body of the report, page 1, “Introduction.” Any 
problems with that? 


Mr Beer: Just a question on terminology. Can I deal 
with terminology? 


The Vice-Chair: Let’s deal with each section. Stand- 
ing order 123, is that in agreement? No problems? Carried. 


Mrs McLeod: I just wanted to ask whether there 
should be a reference to the directive to the committee 
establishing the purpose of the hearings. 


Mr Jackson: Would you tell us where it is? 


The Vice-Chair: That is open to discussion. That is 
entirely up to the committee. Mr Jackson, do you have a 
point to make on that? 


Mr Jackson: The same point: Where is the resolution 
which is the reason we had these hearings? 


The Vice-Chair: It is part of the official record. It is 
not in the body of the report. 


Mr Jackson: But when we did the food banks report, 
it was there. 


The Vice-Chair: You want it included in the text. 


Mr Jackson: I think it would be good form so that the 
public, when it reads the report, will know its genesis. 
Otherwise, they have to get Hansard and find out why we 
did it. 

The Vice-Chair: First, is there agreement that we do 
that? There is. Where would you like it placed? 


Mr Jackson: That is a leading question, if I ever 
heard one. 
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Mrs McLeod: There is an indication of the directive 
of standing order 123. I think it would be appropriate to 
have a reference to the directive to the committee before 
getting into terminology. 


The Vice-Chair: Somewhere between “standing order 
123” and “terminology” we will have that included as a 
second point? Agreed? Agreed. Next is “Terminology.” 


Mr Beer: Terminology in this area is always sensitive. 
I would find it useful if Gary had any comment on this, but 
let me just put this forward. This document uses the term 
“developmentally handicapped.” I can recall one set of 
discussions where the Advisory Council for Disabled Per- 
sons was discussing this and using references to “‘individu- 
als with developmental handicaps.” I know we can appear 
to get kind of picky, but the argument was that the term 
“individuals with developmental handicaps” was placing 
the emphasis first on the individual as a full human being, 
if I can put it that way, and then the developmental handi- 
cap is almost adjectival or adverbial. While I know that is 
a little more involved than “developmentally handi- 
capped,” that whole aspect of the sensitivity around how 
we use words and terminology is one we would like to 
express here. I just make the suggestion that we might 
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consider using, “This document uses the expression “indi- 
viduals with developmental handicaps’ throughout.” 

Mr Malkowski: “Individuals with developmental 
handicaps” I think should be replaced by “individuals who 
are developmentally disabled.” “Handicap” has very 
strong negative connotations, saying, “They can’t.” But if 
you look at the disabled, they have a physical disability. 

Mr Beer: That would be quite acceptable and I think 
very helpful. 

Mr White: I am a little confused with this terminol- 
ogy, because I know the phrase “developmentally chal- 
lenged” is often used and I am wondering why there is no 
reference to that phrase, which is, I would suggest, less 
pejorative. 

Mr Malkowski: ‘Developmentally challenged” is not 
acceptable phrasing within the disabled community. 

Mr White: I have certainly heard it used by that same 
community. 

Mr J. Wilson: The term “challenged” is usually 
linked with physically challenged, which is acceptable. 

The Vice-Chair: Let me see where we are here. 

Mr J. Wilson: I think we have agreement on “devel- 
opmentally disabled.” 

The Vice-Chair: Is that agreed? Agreed. 

Mr Beer: Sorry. I just want to be clear here. Are we 
saying this document uses the term “‘developmentally dis- 
abled” or uses the expression “individuals with develop- 
mental disabilities?” 

Mr Malkowski: Either one would be fine. 

The Vice-Chair: To be consistent, I think we should 
just replace “developmentally handicapped” with “devel- 
opmentally disabled.” 

Mr Beer: I would concur with the parliamentary as- 
sistant to the minister. 

. The Vice-Chair: Okay? Agreed. 

Mrs McLeod: Do I understand that will be changed 
throughout the text of the report? 

The Vice-Chair: Yes, that is what I was trying to sug- 
gest. I am sorry I was not clear. 

Mr Jackson: There is now no reference in the report 
to the term “developmentally handicapped.” Do we wish 
to include that as also being seen as more derogatory? My 
question is to Mr Malkowski. 

The Vice-Chair: Do you really need a discussion on 
that? 

Mr Jackson: I did not ask for a discussion. I wanted 
his advice on it, because we are not telling people they are 
not using it; we are just telling them we chose this word. 
Mr Malkowski shared with us that it was not the best 
wording but it was better than the other. I am just asking 
him if he wants us to educate the public that we would like 
them not to use “handicapped” because it is seen by this 
committee as being more derogatory. This is an opportu- 
nity to clarify that. Otherwise, we are silent. 

The Vice-Chair: I guess we need further discussion 
on this. 
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Mr Malkowski: I think it would be important for 
public awareness that we do include it in the report. 

Mr Jackson: “‘Mentally retarded’ and ‘developmen 
tally handicapped’ or ‘mentally handicapped’ are now seen) 
to be more derogatory.” 

Mr J. Wilson: That would be my suggestion. 

The Vice-Chair: Okay. 

Mr Jackson: Mr Malkowski concurs. 

The Vice-Chair: Mr Hope, you had a point on this. 

Mr Hope: My point would be that if we change tha 
word, then we are going to have to look at our recommen- 
dations. 

The Vice-Chair: It would just be changed once in th 
report. 

Mr Hope: Yes, just once, just so that we all know. 

The Vice-Chair: Okay, I understand we have agree 
ment to include that. Moving right along then to “Histori 
cal Background,” are there any difficulties with thaj 
section? Shall this section carry? Carried. “Demographi 
Profile” on page 3. 

Mr J. Wilson: On the second bullet there, “26% re: 
port,” 26% of what? 

Ms Drummond: I can clarify that in the body of th¢ 
report. It is 26% of those 275,000 children mentioned i 
the previous bullet. I will clarify that. 

The Vice-Chair: Agreed? Anything else on that sec} 
tion? Shall the section carry as amended? Carried. Movin 
right along to “Existing Services” and “Institution-Based.’ 
Is there any discussion? If not, shall the section carry? 

Mr J. Wilson: It just needs an “s” on it, in the las 
paragraph, that section. 

Ms Drummond: Yes. | 

The Vice-Chair: Okay, the section on “Community; 
Based,” moving right along, is there any discussion? I) 

not, shall the section carry? Carried. | 

Page 5, “Multi-Year Plan.” Discussion? If not, shall 
that section carry, the first part of it? Agreed. “Co-ordina 
tion,” under that same section, on page 6. Is there an 
discussion? Shall the section carry? Carried. Page 7} 
“Problems and Issues,” starting with the auditor’s report. I 
there any discussion on that section? Shall that sectioi 

carry? Carried. “Temporary Halt: Multi-Year Plan.” 

Mr Owens: We object to the inclusion of the fina 
sentence, “A witness also mentioned the perception tha) 
OPSEU had influenced the decision (OHIA).” Mr Jacksoi 
has characterized this as simply an observable event tha 
took place within the context of our committee hearing. 
However, we feel that it certainly ought not to be the busi) 
ness of this committee to report unsubstantiated rumours, 
and the witness did in fact state that it was only a rumoui, 
Again, we are not in the business of reporting rumours. 
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Mrs McLeod: I think I would concur that whil) 
clearly the witness did put that in his written testimony, h) 
indicated that was a rumour and perhaps that is not the bes 
piece of his testimony to use in our report. I do think | 


would be important to reflect the fact that he did mak| 


\ 
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‘estimony, and perhaps the issue of the confusion that was 
wreated by the temporary freeze on the deinstitutionaliza- 
ion program—the confusion for the reasons behind the 
‘reeze—might be a better part of that testimony to include 
in our report. 

Mr Jackson: This section is deficient in so far as the 
10tice of the freeze or the pause in the multi-year plan was 
is a result of a letter from the ministry on 15 November to 
he Ontario Association for Community Living—that 
should be a matter of record—and the fact that the freeze 
vas in late November, but in fact it was in the first week of 
November that the decision was made. The report suggests 
t was in late November that the halt was put on when we 
lave documented information from Val Gibbons that the 
ialt had been put on during the week of 7 November and 
vas being confirmed. We have the minister’s letter. 

I believe it should be in the report that concern was 

*xpressed that the temporary freeze was announced by 
IPSEU to its membership on 21 November and that the 
Association was only able to advise its membership on 22 
November. Again these are documented items which have 
yeen raised in the Legislature and certainly form the basis 
yn which we supported the investigations of this commit- 
fee. 
_ Mr Owens: Just to comment on Mr Jackson’s last 
tatement, in re-reading the request for the hearings under 
his committee, in no way, shape or form was the issue 
vhich was addressed in this final sentence ever mentioned. 
the i issue was around the quality of programming, etc. It 
tad nothing to do with, again, the issue that is addressed 
vithin the final sentence of this paragraph. 


__ Mrs McLeod: I would like to support Mr Jackson in 
introducing some additional material for background. The 
ndication of the temporary halt was also not part of our 
lirective to the committee. With the fact that the lifting of 
hat freeze has been noted, I think the intervening factual 
nformation i is also appropriate for the record. a 


_ Mr Owens: I would also like to object to the entering 
of information at this point with respect to this issue. If this 
8 the intention you have, to enter your press releases or 
vhatever material you have— 


_ Mr Jackson: No. Your ministry letters while you are 
he government, I am sure you have no difficulty with that, 
lo you? 

_ The Vice-Chair: Let me just clarify something, Mr 
Dwens. There is no point at which a member cannot intro- 
luce material to the committee. That is perfectly within 
ny member’s right to do so. At any point in the 
‘committee’ s deliberations, anyone can introduce any infor- 
nation he likes before the committee. Mrs Haeck—or Ms 
aeck. 


! Ms Haeck: Mrs Gannon, but that is okay; Ms Haeck 
inder most circumstances. 

| The balance is missing entirely from this particular 
varagraph because the minister herself has stated on a 
iumber of occasions in the House, and in fact in front of 
his forum, that she heard from parents. She definitely 
Nentioned she heard from parents. I feel that really should 
'e reflected in the comments presented here. You have a 
| 
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substantial portion of the minister’s statements that address 
the reasons for the halt. You do not indicate that in fact the 
minister had listened to parents. 


Mrs McLeod: Mr Chairman, if we begin to expand 
this by including portions of what the minister or either of 
the critics or leaders said in the House, we are going to be 
in for some difficulty in terms of trying to keep an objec- 
tive record. I think the focus of the committee has been to 
achieve something constructive, that what Mr Jackson has 
introduced is a matter of absolutely objective record with 
documentation. If we were to go beyond that, then I think 
we would, in fairness, have to go back and include major 
portions of Hansard over the fall. 

Mr Owens: The missing piece in this puzzle is that 
the minister has cleared up and has clearly set to rest any 
misapprehension. With all due respect, we are satisfied 
that the issue has been cleared up. I agree with Mrs McL- 
eod that we have done good work within the context of 
this committee and it is a little bit of a bitter pill to have to 
swallow at this point to end on this type of note. Whether 
Mr Jackson would like to introduce at this point his press 
releases or letters from the government, as you indicate, 
Mr Chairman, is clearly within his right. We still cannot 
support the last sentence in that paragraph. 


Mr Jackson: If I may speak to this issue directly, I 
thought that in the best interests of a unified report we 
could negotiate down to a simple statement a recorded, 
documented incident which was discussed publicly in vari- 
ous forums about even the allegations of influence by 
OPSEU. That, in my view, is an objective observation, and 
I said it would be misleading and a coverup to avoid com- 
pletely in the report. In our discussions we had come down 
to as simple a statement as this and I had hoped we had 
achieved that. Mr Owens has the right to change his mind 
or get additional direction and perhaps I was misguided by 
his authority at the time we were discussing this. 


Mr Owens: On a point of privilege, Mr Chairman: I 
do not think the purpose of the discussion is to question 
what authority I have within the limits of the subcommit- 
tee, and further to that, any suggestion that there was any 
agreement on my part is clearly misleading, that I had 
agreed in any way, shape or form to any kind of toning 
down of the statement. I placed my objections firmly and 
clearly on the table at the time when the statement was 
first brought forward. 


Mr Jackson: As I recall— 


The Vice-Chair: Perhaps we can stick to the main 
arguments. 


Mr Jackson: We will stick to the issue, Mr Chairman. 
I, for one, have indicated to Mr Owens again in these 
meetings that we would perhaps not even be having this 
examination of the multi-year plan had not the nature 
around the temporary halt been done in such an unusual 
fashion in this province at that time. 

For us to imply that there was never any question that 
there was no documented evidence, as I have indicated—I 
do not need to present press releases, Mr Owens. I can 
present the OPSEU newsletter which openly crows about 
the issue, that they have obtained a halt. I have also 
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previously—this is not new—entered into the record the 
OPSEU memo dated 6 November—I would like that to be 
on the record—indicating that effective immediately the 
multi-year had been put on hold. | 
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I am sorry, Mr Owens. This is documented, recorded 
correspondence which was expressed and exposed to the 
entire province. I do not have to interpret them. They have 
stopped. People are not allowed to leave except when their 
bags are packed. Now there is a copy. Nobody from 
OPSEU has denied the existence of this letter. The minister 
regrets, as does the Premier, that it happened, but we can- 
not abide this report which must be fixed in time in this 
province’s history without there being an understanding 
that there was some concern expressed out there by all 
groups. 

I have letters demanding resignations, if you want me 
to get into actual testimony to be presented to this commit- 
tee. I thought I had tempered it during my questioning. I 
thought I handled it in a most responsible way, as did the 
groups. But I think we would do an incredible disservice 
and I submit we are participating in a coverup if we try to 
imply that there were not concerns raised about the degree 
to which OPSEU may have influenced the minister in her 
decision. 

I accept the minister’s statement. I am not saying she 
did not tell the truth. I am saying there were clearly state- 
ments made by OPSEU. I have never said in this commit- 
tee setting exactly what happened, but I am suggesting that 
I must stick to this principle. It would be unfortunate that a 
minority report would be called for simply to express my 
concern that the NDP refuses to acknowledge the existence 
of the documented evidence which all the deputants were 
aware of and have, on the record, at some time expressed 
very serious reservations about it. It will never happen 
again, Mr Owens, if we have at least recorded it some- 
where that it should not, and I am not even asking for that. 
It will be a minority report if that sentence is taken out to 
begin with, for God’s sake. 


Mrs McLeod: I just would like to indicate that I also 
believe the documented evidence Mr Jackson has pro- 
posed entering as some part of the record is as much a part 
of that record, certainly, as the reference to the minister’s 
statement which appears in the body of this report, and 
therefore the documented evidence is as relevant to the 
record as statements from the minister made during the 
course of the committee hearings. 

I think that as we look at a record of what took place at 
the time of the temporary halt, the documented evidence of 
what was in fact known at that time is even more relevant 
than the minister’s statement. I cannot concur with Mr 
Owens that I can take satisfaction from the minister’s 
statement with a retroactive explanation of the reasons for 
that halt. I was prepared and am prepared to move past 
that, so that we can deal with a constructive review of the 
program, and move beyond that so that it does have a 
constructive outcome, but I would be concerned about 
censoring a record of what took place at that time. 
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The Vice-Chair: At this point I am a little concerned 
that we are going to run out of time very quickly. We have 
two more speakers on the list and I am going to allow 
them their say and then I think we should move from 
there. | 

Mr White: I am concerned that we seem to be sliding 
into partisan rhetoric here. I am reminded of Mr Jackson’s 
point that in the report here we are dealing with substan- 
tive issues around program delivery and we should be pro- 
ducing a clearly non-partisan directive document. It seems 
to me that on the halt we are talking about in this debate, ] 
do not have the clarity from these two days of hearing 
about this particular issue that I think I would need to be 
able to make a clear decision on this issue. So I have real 
reservations about having these items included when I am 
not really clear about them, certainly not from our discus- 
sions over Monday and Tuesday. 

The second thing I am concerned about is that we 
talking about a halt—there seems to be a debate whether it 
was six weeks, six days, four weeks, whatever—in 4 
multi-year plan and in fact a process which has been ongo- 
ing since 1974, some 16 or 17 years. We seem to be givin 
a great deal of attention to a fairly small aspect of the 
development of these programs, and this kind of partisar, 
rancour seems really unfortunate given the substantiv 
agreements we have had in these other areas and the im: 
portance of proceeding with the report as a whole. It jus! 
strikes me as being an unnecessary highlighting of wha 
seems to be an unsubstantiated rumour or whatever, and 
fail to see that much would be achieved by a continuatio 
of this discussion. 

Mrs McLeod: Mr Chairman, I really have to registe} 
a concer, after our days of hearings and I think a demon: 
stration on all sides of real concern about this program an¢ 
about the individuals who are affected by the program, tha’ 
our indications that we would like the record to be clearl} 
a record of what took place is now being attributed aj 
partisan rhetoric. We were genuinely concerned with wha} 
took place and we were genuinely concerned that the only 
information that was available to us at the time about the 
reasons for that delay—in fact I would have to amend my 
statement by saying there really were not reasons given 
and that was a source of the confusion. It was the source 0} 
our concern. One of our witnesses clearly indicated that i) 
continued it to be a source of confusion for people out it) 
the field. | 

We were very deeply concerned about the lack of con) 
sultation prior to the freeze. We were deeply concerne(, 
about reasons not being given. We were concerned abou) 
the confusion that resulted. I do not think it is fair to sug) 
gest that is partisan rhetoric. We were prepared to movi 
past that in this committee, but before us in this preambl 





is a Statement of record. Much of what is here has not beeij 
discussed in the two days. It is nevertheless a part of thi 
record and for us it was a genuinely important part of thi 
record because of our concern for those individuals. 

Mr Owens: I guess with respect to what Mrs Me; 
Leod has said—maybe it was Mr Jackson—about peo 
ple reading reports and taking them extremely literally, 





ur concern is that the whole issue may come down to 
aat, when a person reads this report, of course it is going 
) appear that there has been some collusion between the 
jinister and the union, and to my knowledge and to the 
nowledge of the minister that has not been demonstrated 
a the House. It has not been demonstrated anywhere, and 
gain, to report unsubstantiated rumour is clearly not 
vithin the mandate of the committee. 


Mr Jackson: Have you seen that letter? 
Mr Owens: No, I have not, actually. 


Mr Jackson: Mr Chairman, to be helpful, perhaps I 
an share the letter. He said he has never read the 6 No- 
ember letter from OPSEU. 


Mrs McLeod: Mr Chairman, on a point of order— 


The Vice-Chair: It is not a point of order. Mr Owens 
as the floor. 


Mr Owens: It is again with those thoughts in mind 
dat we cannot support the inclusion of that last statement 
1 the report. 


Mr Beer: Mr Chair, I think what we are talking about 
‘ere is what is part of the public record and making clear 
1. our report what resulted in calling for this review. 

On the record, we have the minister’s statement, we 
‘ave the minister’s letter, we have a letter from OPSEU. Is 
| possible that we put in the middle of that paragraph 
vhere it says, “A substantial portion of the minister’s state- 
nent to the committee addressed the reasons for the halt 
nd for the ongoing review of the multi-year plan,” if we 
nen had a sentence, something that noted “‘material related 
9 this is appended” as part of the report, which would 
aclude therefore those public documents that are part of 
he public record, that have been introduced at different 
sOints in the discussion, but where the committee would 
jot be expressing any particular point as to whether this in 
act happened or did not happen? 

_ Anybody then reading the record of our deliberations 
vould simply have documents that in fact were part of the 
vublic record, and that would include the minister’s speech 
ind the two or three other documents that are there. I think 
ve had said then that the last sentence would not be neces- 
ary, but it would at least respect the public record. I am 
vondering if there is some possibility of expressing it that 
vay, which does not mean we get into a long discussion of 
vhether this was correct or not correct but at least have it 
S part of the public record. 


_ The Vice-Chair: Is there any discussion on Mr Beer’s 
luggestion to make that change? No agreement on that. 
kay. Any further debate on this point? 


_ Mr Jackson: It is not a debate; it is a clarification, Mr 
chairman. Are the NDP members indicating they are un- 
villing to acknowledge the fact that the minister informed 
)PSEU on date X and then informed the association and 
ommunity on date Y as observable events? Are they not 
jepared to include that in the narrative explanation of 


vhat went on? Oh, no. That is part of what Charles was 
aying. These are the issues that are— 


| The Vice-Chair: Sorry, Mr Jackson. I have Mr Hope 


ext on the list. 
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Mr Hope: Just dealing with documentation which is 
to be presented, documentation that is not written by the 
ministry’s hands, I would have a hard time, because we are 
not a governing power. As Mr. Jackson has stated, he has 
ministry letterhead, or with the deputy minister’s signature 
on it, as being a part of it. 

Mr Jackson: You do not believe that the deputy min- 
ister can speak for your government. Very interesting. 


Mr Hope: With the minister’s signature on a piece of 
documentation, I could understand it being part of it, but to 
put a piece of OPSEU’s newsletter, something we do not 
have governing power on, I sometimes wonder. 


Mrs McLeod: I think the issue is one of reasons of- 
fered, understanding in the community at large about the 
action that was taken, which did give rise to the request for 
hearings at this committee, and if a letter with the deputy 
minister’s signature on it going out to the community 
agencies, which was the only piece of information that the 
community agencies received, is not considered to be ac- 
ceptable documentation of what took place, then we would 
have to have the record show that no communication took 
place with the community agencies, because that is all they 
received. 


The Vice-Chair: One final question. I would just like 
to remind members that we are quickly running out of time 
and, Mr Owens, you are going to have to deal with this 
matter. 


Mr Jackson: I was simply going to request that the 
clock be stopped and that we have a fast five-minute cau- 
cus, recess, whatever. 


The Vice-Chair: Is that agreed? We will recess for 
five minutes. 


The committee recessed at 1703. 
1711 


The Vice-Chair: Can we call the meeting back to 
order? Mr. Owens. 


Mr Owens: I would like to revisit the idea that Mr 
Beer suggested with respect to eliminating the sentence in 
the “Temporary Halt: Multi-Year Plan” section and to go 
forward with developing, I guess in a fast manner, some 
wording that is acceptable to all three parties, if that is 
acceptable to Mr Jackson. 


Mr Jackson: You do not expect me to agree to with- 
drawing a sentence in support of wording I have not seen 
nor worked on, so from that simple perspective I could not 
buy into that one bit. If we are to hold the clock and 
reconvene tomorrow, then maybe, but I am not prepared to 
release this sentence under any circumstances. Maybe that 
will be helpful to the committee. 


The Vice-Chair: Would the committee desire a quick 
recess and then come back? 
Mr Owens: Perhaps we can stop the clock, as Mr 


Jackson has suggested, but continue to work as a group. I 
think there is mutual agreement that— 


The Vice-Chair: No, no. Let me get this clear— 


Mr Jackson: That is what I said. I am not prepared to 
release the sentence, so let’s get on with the vote, because I 
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do not need tonight and tomorrow to work on the dissent- 
ing opinion. That is not a threat. It is nothing. I have stated 
my ground and let’s get on with it. That is all. I do not 
wish to burden this committee further. 

The Vice-Chair: I do not think we have agreement, so 
we must move on. Can we deal with that section, Mr. Beer, 
before we deal with the matter? 


Mr Beer: Did you want to try some wording on that? 


The Vice-Chair: We do not have agreement, Mr Beer, 
in terms of a consensus position. Mr Jackson does not 
agree with carrying forward with that kind of initiative. 

Mr Jackson: To be helpful, I would be prepared to 
work on wording, but not as a condition of removing that 
sentence. That is what I thought I heard. I was just being 
clear. 


The Vice-Chair: Mr Owens, is that what the under- 
standing was? 

Mr Owens: The two are hinged, that with the accep- 
tance of the wording, the last sentence be removed. 


Mr Jackson: That is what I thought. 


The Vice-Chair: And you are not prepared to agree 
with that. 


Mr Jackson: No. 


The Vice-Chair: That is pretty clear now. Is that clear 
to everyone? Mr. Hope, one final comment. 


Mr Hope: Yes, just one final comment. By putting the 
so-called documentation that he has and filing it as part of 
the report, I would see no problem with it. It is public 
information. But the last line is not one that is justifiable. 


The Vice-Chair: We have reached a point where I 
think we must carry on and I think we will put it to a vote. 


Mr Beer: No, I am sorry, Mr Chairman. 
The Vice-Chair: Point of order, Mr Beer. 


Mr Beer: It is just that there are different things which 
may or may not be able to happen here. There is some 
wording that we would like to suggest after that phrase 
“multi-year plan” which in our view might encompass the 
concern we have expressed. It may not encompass that 
which Cam has expressed, but that would obviously then 
alter it. If we were to have a vote, it would potentially 
affect that. 


The Vice-Chair: Can I remind members that we did 
have a recess, and if you would like to recess again—if 
not, I will proceed with the vote, because I do not see a 
consensus. I am forced to do that. 


Mr Beer: Can we have a five-minute recess then in 
order to see if we can come up with the wording? 


The Vice-Chair: If we have consensus to do that, I 
certainly will accede to the wishes of the committee. Do 
we have agreement to recess for 5 or 10 minutes? Mr 
Jackson, is that agreed? 


Mr Jackson: To recess for five? Is that what you are 
asking me? 


The Vice-Chair: That is what is being put forward. 
Mr Jackson: Sure, no problem. 
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The Vice-Chair: Okay. Mr Owens, agreed? Recess 
for five minutes. 

The committee recessed at 1715. 
1740 

The Vice-Chair: I call the meeting back to order. 


Mr Owens: Mr Chairman, we are prepared to accept) 
the amended wording, as proposed by the other two par: 
ties, that the matter was raised in the Legislature, and w 
agree that the material that has been presented to this com) 
mittee by Mr Jackson—which is a 15 November letter te! 
Harry Zwerver signed by Val Gibbons, a memorandum t | 
Ms Nancy Stone, president, Ontario Association for Com+, 
munity Living, as well as a 6 November memorandum 
sent to the membership over the signature of Nora Ander- 
son from president, OPSEU, Local 117—be appended tc 
the report. While I have not read them in sequential order, 
I would respectfully request that they be entered in sequen- 
tial order. We also will agree to the withdrawal of the las 
sentence in “Temporary Halt: Multi-Year Plan.” 

The Vice-Chair: Is there agreement on what Mi | 
Owens has proposed? Mr Beer, Mrs McLeod? | 

Mr Beer: Just a point of clarification: Are the wording | 
changes acceptable? | 

Mr Owens: Yes, they are. We did not put them intc 
the order, but they will appear in the draft report. However) 
the wording that the matter was raised in the Legislature 
28 November and 17 December that, “One witness notec 
that confusion created by the-halt continues,” is acceptable 
and again the withdrawal of the final sentence in that sec; 
tion, “A witness also mentioned the perception tha} 
OPSEU had influenced the decision (OHIA).” 

The Vice-Chair: Okay. Can I get this clarified for Ali; 
son for purposes of rewriting that section to reflect wha 
you just said? Can someone suggest wording then thai 
would be more appropriate? 


Mr Beer: Can we stop the clock? 


The Vice-Chair: Is there agreement to recess for ¢ 
couple of minutes? 


The committee recessed at 1744. 
1748 


The Vice-Chair: Order. Can we resume our meeting! 
Mr Owens, do you have a proposal? 


Mr Owens: Alison has the records. I would like tc 
move that the committee accept, as read slowly, so that we 
can all— 


Ms Drummond: Very slowly, and people mak¢. 
noises if I am doing something wrong. : 
The paragraph will now read: “In early Novembei, 
1990, a temporary halt on transfers from institutions was, 
placed by the new minister. The matter was raised in the 
Legislature during question period on November 28. A 
review of the community services—” i 
Mrs McLeod: I think you go next to the sentence 
about the halt. “The halt was lifted the following montt 
and a review.” | 
Ms Drummond: Yes. “The halt was lifted the follow: 
ing month and a review of community services” — i 























Mr Beer: Available to them. 


Ms Drummond: —“available to residents was an- 
ounced.” “Them” does not seem very clear. 

‘Material relevant to the imposition of the halt is ap- 
ended to the report. A substantial portion of the minister’s 
latement to the committee addressed the reasons for the 
alt and for the ongoing review of the multi-year plan. One 
/itness noted that confusion created by the halt continues. 
he review is addressing the question of whether the client 
yho is moved into the community is at risk; if there is, 
2sponsibilities are clear; internal and external monitoring 
s available and whether the client is able to develop to his 
T her full capacity.” 


The Vice-Chair: Agreed, as amended? Shall the sec- 
on carry, as amended? Carried. 
| We have nine minutes left, so I would like to get 
arough the rest of the report. “Deinstitutionalization and 
‘ost Savings”? Agreed. “Waiting Lists’? Carried. ‘“Pov- 
ty”? Carried. “Benefits and Staffing”? Carried. “Other 
ssues” on page 9? Carried. 
Is it agreed that the report be tabled for debate and that 
Qe minister respond to the report? Carried. 

Clerk of the Committee: The subcommittee will get 
opies of the document as soon as we can to approve the 
inal changes, either tomorrow or Monday. 
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Mr Beer: Can I just note that if it is tomorrow, give it 
to Mrs McLeod, as I will not be here? 


Mr Jackson: I just wish to note that at no point have 
we put on the record those items which are to be ap- 
pended. As long as that is clear. 


Clerk of the Committee: I thought Mr Owens read 
them. 


Mr Jackson: No, they were not read into the record. 
We were not sitting. The clock was not running at the time 
it was discussed. 


Mr Owens: I would disagree. 


Clerk of the Committee: No, he read the names to 
me. 


Mr Owens: I read them into the record. 


The Vice-Chair: He referred to specific items, I be- 
lieve. 


Mr Owens: That is right, in sequential order. 


The Vice-Chair: Agreed? Okay, so the subcommittee 
will have a final quick look before it is sent off for transla- 
tion, before the report is finalized. We are adjourned. 
Thank you very much, members of the committee. 


The committee adjourned at 1754. 
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The committee met at 1542 in room 151. 
| DEAF PERSONS’ RIGHTS ACT, 1990 

_ Resuming consideration of Bill 22, An Act to provide 
i Certain Rights for Deaf Persons. 


The Vice-Chair: I call the meeting to order. Would you 
lease turn to the report of the subcommittee? It is in your 
ile. I would like to begin with that item, in the tabling of 
‘he business subcommittee report, and also make note of 
‘he fact that I would like—I hope you would like as well— 
‘9 move to clause-by-clause if there are no differences 
mong us, seeing that we could proceed today and probably 
onclude today. 

Any objections to adopting the subcommittee report? 
No. If not, then any objections to proceeding to clause-by- 
Jause? If not, then we shall proceed in that fashion. We 
vill turn to Alison for a background presentation on Bill 22. 












Ms Drummond: This will be very brief. Actually, 
‘background presentation” is probably a little grand as a 
erm, but in your file you have a memo I prepared with some 
vackground material. It consists of just some very general 
yackground on what exactly hearing-ear dogs are and 
) raining programs for them, which you will hear a lot more 
Vibout from the witnesses. The third paragraph of the memo 
iddresses legislation in Canada and in the United States. 

| Today, the library received from an American group, 
"he National Center for Law and the Deaf, some additional 
/nformation on the housing law that was passed in the 
| Jnited States in 1989 and the Americans with Disabilities 
Act that was passed last summer. I have that information 
wailable if any of the committee members would like to 
see it. I also have a copy of the legislation passed by the 
)3ritish Columbia Legislature last summer, which addresses 
)ill guide animals. That is really all I wanted to address. 


| i 








| The Vice-Chair: Any brief questions to Alison to follow 
' ap on that? 

Mr Hope: Just one thing dealing with the British Co- 
‘umbia legislation: you say you have that if we request it? 
Ms Drummond: Yes. 

| 


t HEARING EAR DOGS OF CANADA INC 


} 


The Vice-Chair: Any further discussion or questions 
of Ms Drummond? 


The Vice-Chair: We shall proceed to our first witness, 
Jacqueline Harbour, planning director of Hearing Ear Dogs 
of Canada Inc. 

Welcome to our committee. We have 20 minutes for 
your presentation and, as was decided earlier by all three 
caucuses, there are three hours available to us for this. We 
have divided it up evenly, but you can do what you wish 
with 20 minutes of your time. 
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Mrs Harbour: Good afternoon. It is a pleasure to be 
here. Hearing Ear Dogs of Canada started because my 
mother had lost her hearing as I grew up. It was not until I 
was an adult that I realized why she was so nervous when I 
left her alone in the house. She always wanted the dog left 
with her because, later on I realized, the dog would bark if 
any one came to the door. If she was expecting a phone 
call, she always hovered near the phone, and if she was 
cooking things, she would always stay in the kitchen so 
that she made sure she could hear the timer she had set. 

She was a very nervous, very uptight woman, because 
she was always worried that she would miss some some 
important sounds. It was not until I was older that I under- 
stood why. She was very ashamed of her deafness as I 
grew up, so as children we did not even know. She covered 
up, she bluffed and she got through life, but it was a taxing 
toll on her because she always had to be on guard, always 
watching people. She learned to read lips by herself. She 
learned to read body language. So even now, when people 
speak to her, most people do not realize she is 98% deaf 
because she picks up on innuendoes, body language. If 
you point to something, she knows probably what the sub- 
ject is over there and you would not know she is actually 
98% deaf. 

My interest in life was dogs. I trained them, I groomed 
them, I boarded them. I also worked for a veterinarian 
practice for a number of years and my hobby was training 
and showing dogs. So when my mother came to Canada, I 
decided I would train a dog to help her. I figured every 
time someone comes to the door, the dog always barks, 
and no matter what you do, you can never stop him, so 
why could a dog not be trained to respond similarly to 
other stimuli? 

So I trained one of the dogs I used to breed, which is a 
standard poodle, to alert my mother when somebody 
comes to the door and then take her to the door. The other 
thing she wanted was her stove timer, which she uses for 
many reasons to remind her that she has done something, 
for instance, putting the kettle on. She would put it on to 
remind her she had done this or was running a bath or the 
clothes were in the dryer. The other thing she was always 
very worried about was, of course, the smoke detector fire 
alarm. At this time, she could not use the phone, so we did 
not really train the dog for the phone. 

It was so successful and it gave her so much relaxation, 
other people realized that there was something different in 
her life. Our local paper, the Hamilton Spectator, was told 
about it and reported the story. Other deaf people read 
about it and came to me to train more dogs. I got together 
with some friends and we established the Hearing Ear 
Dogs of Canada, and it became incorporated as a non- 
profit organization. Later on we had the pleasure of be- 
coming involved with the Lions clubs of Canada. 
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We usually train the dogs to about five or six basic 
noises, starting off with waking the people up in the morn- 
ing when the alarm goes off; the telephone; somebody at 
the door; timers; children crying or a baby crying or some- 
body calling their names; smoke detectors and fire alarms; 
and anything else that may be important to the people’s 
lifestyles. The dogs are with the people all the time. They 
are not pets. They are treated as a working dog or a guide 
dog so that they go pretty well everywhere with the per- 
son. And when people travel, the dogs of course accom- 
pany them. And if they have to go into restaurants or travel 
on public transport the dogs have to accompany them. This 
is one of the reasons we need the rights protected. 
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We get our dogs, usually under a year of age, from the 
SPCA/humane society. It takes about six months to train 
them, and once they are trained they are placed with the 
person, which takes about three weeks. Then, after three 
months we go back and test them to make sure they are 
working, that the people are keeping up the training that 
we train the dogs for. Then they are certified, and this is 
when they are given the bright orange leash and collar that 
are now internationally recognized, and an identification 
card that they can either wear or keep in their wallet. If you 
can imagine a deaf person being accosted because he has 
entered a mall, he does not know why he is being stopped, 
he did not hear the person approaching and he has just 
been scared to death because the person has grabbed him. 
He also does not know what the person wants because he 
is talking too fast and probably not looking at him. So 
showing the identification card explains an awful lot. 

We have quite an in-depth application form the people 
have to fill out. We also want a doctor’s report that they 
are physically capable of caring for a dog, an audiologist’s 
report about their deafness, and some character references. 
If this is all satisfactory, we then go out and make a per- 
sonal interview so we can check the people out, see where 
they live and choose a dog according to their personality, 
character and lifestyle. Then we train that dog with those 
particular people in mind. It takes about six months, as I 
said, to train a dog, and we always keep in constant 
checkup with them. We make annual checkups, and if they 
ever need help we are always available. 

Some of the things the dogs have done that are almost, 
you can say, beyond their duty are: one dog saved the life 
of a lady in a wheelchair. She is deaf but she did live 
alone. The battery in her wheelchair shorted out and she 
said she would have been overcome in fumes within about 
30 seconds. The dog gave her enough time to fall down 
and away from the wheelchair and he grabbed her collar 
and helped pull her out of the kitchen. A deaf single 
mother was bringing in the shopping and thought she had 
closed the garden gate behind her and was putting the 
shopping away and the dog flew in from the garden, ran 
around and flew back out again. So she immediately fol- 
lowed the dog, got to the garden, the gate was open, she 
ran out and just caught the little boy before he stepped off 
the curb into a busy road. 

It is very hard to imagine being deaf and not being able 
to hear these things and recognize them. When one of my 


trainers went to place a dog, the lady lived in a trailer park, 
and when she got there all the lights were off. She thought, 
is she not there? What is going on? She pulled in and when 
she got to the door, the lady was waiting for her, and then 
she switched all the lights on. She said, “Why were you 
sitting in the dark?” And the lady said: “Because if I did 
not, I would not hear you, and I would not see you arrive, so 
you could be knocking on my door for five or 10 minutes 
and I would not know you were there. This way I see the} 
headlights and I know you have arrived.” Whereas as soon} 
as we gave her a dog, she had a much more relaxed and 
confident life, knowing the dog would hear for her and, 
alert her before she was surprised and scared. | 

These dogs do give great benefit to the people. One o 
the scariest things for people who live in apartments is not 
being able to hear the fire alarm, and this is one of the 
main things we do train the dogs for in a situation like that, 
that they do alert the person when there is an alarm. If 
there are any questions, I would be glad to answer them. ; 


Mr Malkowski: Thanks very much for your presenta-| 
tion. I think it has been a real education for all of us. Why) 
do you feel that a lot of deaf people would prefer to use the} 
dogs over flashing alarm systems? Why do you feel that} 
there is a preference for that? Do you think it is possibly to) ; 
do with awareness that some people do not know about the, 
flashing systems? What have you found as a reason for 
preference for the dogs? Have you done any research in) 
that area? ; 

Mrs Harbour: The main preference for the dogs is) 
companionship. Many deaf people are shut-ins, lonely, 
they are scared to go out now that they have lost their} 
hearing, and the dogs are companions. Also, they givel 
them the confidence to go back out in the community. ml 

| 











lady we know had never met any of her neighbours until) 
she received a dog. Of course she had to take the dog out 
for a walk; her neighbours stopped to talk to her. So in her 
whole life she feels more confident, gets out to walk. The) 
big thing is companionship in a lot of cases. And flashing) 
lights do not follow a child around the house. When the! 
child becomes mobile, very often flashing lights miss the, 
fact that they are crying or they have fallen and got into, 
trouble, but the dog will hear them, even when the child is 
outside playing, maybe in a neighbour’s yard. If that child, 
falls down and hurts himself, the dog will alert the parent 
and tell him and take him to the child. | 


Mr Malkowski: I know a lot of hearing-ear dogs are; 
requested by people who are deafened, is that correct? That 
it is often people who have lost their hearing as opposed to} 
people who are born profoundly deaf? | 

Mrs Harbour: It is about the same amount of people 
request the dogs. i 

Mrs Witmer: I really thank you and appreciate the 
presentation you have made. I would agree with Mr. 
Malkowski, it certainly was informative. What type of 
dogs are you using for this? : 

Mrs Harbour: The type of dog we use is usually a 
small-to-medium-sized dog. There is no particular breed, 
because we have been able to rescue dogs from the 
SPCA/humane societies. Many people live in townhouses 











| 
i 


} 
i) 








8 APRIL 1991 





















and apartments. Therefore we need a small dog, and we 
aave not found any particular breed that suits everyone’s 
‘/ourpose. There are also a lot of allergies with deafness and 
“iwe have to use the poodle in that case. But we have used 
everything, from the size of a toy poodle up to, as you will 
see later on, the German shepherd. 

Mrs Witmer: What age would an individual have to 
‘oe before you would supply them with a hearing-ear dog? 

, Mrs Harbour: We like them to be in their late teens, 
but we do kind of discourage it because we find when 
iteenagers get to this age there are other things on their 
‘minds besides caring for a dog. Their hormones seem to 
get in their way. 

Mrs Witmer: So the use is limited primarily to adults. 
, Mrs Harbour: Yes. We have placed them with spe- 
cific individuals of teen age, but it is very specific. 

‘| Mr Beer: I was a bit late coming in and Ms Drum- 
“mond may have answered this question, but in Canada 
‘how many organizations are there today such as your own? 
| Mrs Harbour: There are just two. There is ourselves 
vand the one in British Columbia. 

_ Mr Beer: Okay. So in other provinces this would not 
‘exist at all or if it did people would be going down to the 
States to get the dog or coming to you? 

'  MrsHarbour: We place the dogs right across Canada. 
Mr Beer: Okay. Is it your sense that the demand for 
‘this service would grow much more than it is right now if 
‘more people— 

Mrs Harbour: It is growing in leaps and bounds as 
‘the word has spread. 

_ Mr Beer: That’s good terminology, given that you are 
‘talking about dogs. 

' Ms Haeck: I must also compliment you on this and 
) your presentation. Reading the information here as well as 
} your presentation, it really puts some life into it. Being a 
pet owner myself, I can appreciate it. My cats usually, 
| when the doorbell goes, hide underneath furniture as op- 
[posed to running towards the door. Have you considered 
) expanding the kinds of animals you train? I know dogs are 
Fyour particular love, but is there a possibility that you 
‘would expand this to other animals? 

1600 

Mrs Harbour: Are you talking about specifically for 
) hearing? 

Ms Haeck: Yes, specifically for hearing. 

_ Mrs Harbour: No, I have never considered that. For 
other handicaps I can see it, but I cannot really see it as an 








ce 





|! 


Ms Haeck: I have seen some news reports where spider 
“monkeys have been used for people who are in wheelchairs. 
| Where there is maybe deafness along with the wheelchair, 
es you described with the one lady, has any research led 
‘you to believe that maybe another animal besides the dog 
|' might be useful? 

Mrs Harbour: The dog is the most adaptable and it 
/ can work where there are the other distractions. The mon- 
‘keys usually work when it is a one-on-one-only basis. 
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When people enter that environment, the monkeys are usu- 
ally put back in the cage. They are extremely mischievous 
and they copy what people do. 

Ms Haeck: Good and bad. Thank you. 


The Vice-Chair: Thank you very much. If there are no 
further questions, thank you for making yourself available 
and presenting to us today. 


Mrs Harbour: You are very welcome. 


LIONS FOUNDATION OF CANADA 


The Vice-Chair: I call on Ron Brown, executive di- 
rector, Lions Foundation of Canada. Welcome to the com- 
mittee, Mr Brown. I would just like to point out, Mr 
Brown, you have a written brief but unfortunately it is not 
available to be circulated because we do not have photo- 
copies of it. But it will be made available at the end of our 
session today, if members would like a copy. 


Mr R. Brown: Thank you very much, Mr Chairman. 
Thank you for giving me the opportunity of addressing 
this group this afternoon. As was pointed out, I am with 
the Lions Foundation of Canada. The Lions Foundation of 
Canada is made up of volunteer members of Lions clubs 
right across the country. Currently we operate Canine Vision 
Canada as well as the Hearing Ear Dogs of Canada. I 
would like to point out that what we are talking about this 
afternoon is exactly comparable to the rights of a blind 
person. That is the legislation that is being proposed. 

When you talk about the rights of a blind person, I 
think everybody would agree that that is a very visible 
situation in that a blind person’s dog is in harness, they are 
on the street, they are very mobile. The situation with the 
hearing dogs is somewhat the opposite in that their perfor- 
mance is more indoors, it is more in the line of a direct 
safety feature for a deaf person. Therefore, the public is 
not as aware as everybody might like them to be of what a 
hearing dog does. Mrs Harbour pointed out different as- 
pects of the work the dog does for us. 

There are, and we recognize it very well, mechanical 
and visual means for both the deaf and the blind to deal 
with. The Lions Foundation got involved in this in a very 
strong way because we felt that yes, there are flashing 
lights; yes, there are different mechanical means for the 
deaf and hard-of-hearing people to be made aware of situa- 
tions. But in doing that, you are also dealing with power 
failures, you are dealing with batteries going dead, you are 
dealing with all types of situations. We feel very strongly 
that the dog guide situation is the most safe and viable 
situation not only for the deaf but for the blind as well. 

I would like to compare it to a situation of a pilot in an 
airplane. The pilot is not going to let that plane crash, 
because he is in it, too, and if there is anything at all he can 
do, he will avoid the crash. A dog is not one bit different. A 
dog is not going to walk or lead a person into a dangerous 
situation. They are interested in their own wellbeing as well. 

Public awareness is on the rise very strongly with hearing 
dogs and, as Mrs Harbour said, the demand is getting more 
and more, and this can be attributed directly to public aware- 
ness. What we are finding is that, quite frankly, it is surpass- 
ing the demand for seeing-eye dogs when you consider that 
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the working life of a dog is eight to 10 years and, at that 
point, that makes the dog 12 years old. With the seeing-eye 
dogs having been far more in the eye of awareness for the 
public and the hearing-ear dog really just coming into their 
own, the demand is becoming very, very high. 

I think we should all realize the privilege that we have 
when we have our hearing and all our faculties. A deaf 
person would tend to get very lonely sitting waiting for a 
light to flash or whatever happens, whereas a dog provides 
them with some companionship as well. That is not the 
ultimate or the ulterior reason for having a dog, but it is 
certainly a very major factor. 

Mr Chairman, I think at this point I would be prepared 
to answer any questions in the administration end of it. 
Mrs Harbour, I think, covered your working aspect of it 
reasonably well. 

Mr Owens: Mr Brown, thank you for that presentation. 
I think you hit an excellent point in terms of the awareness 
level. I did not realize that there was a hearing dog out 
there at all. One recognizes the seeing-eye dogs, as you say, 
but hearing dogs are something that was totally new to me. 

How many applications do you receive on a yearly 
basis for dogs or for funding? 

Mr R. Brown: I would say on the average of 40 to 50 
a year right now, whereas when I became involved in 
1988, it might have been 20 to 25. It virtually doubled in 
two years. 

Mr Owens: In terms of the kind of difficulties, would 
the hearing dog be used mainly within the home or used 
outside the home in terms of going to public places, restau- 
rants and things like that? 

Mr R. Brown: If a proper survey was done, the original 
concept of the hearing dog was basically in the home, but I 
think they are going into the workplace far more now. The 
technical equipment that is available in the workplace now 
has opened up the situation for the handicapped so much 
more, and the idea of having a dog make a person aware 
that their phone is ringing or the 10 o’clock coffee break 
bell has gone or whatever—I think it is becoming more 
and more commonplace in the workplace. 

Mr Malkowski: That is certainly very interesting in- 
formation you have raised. I think a lot of hearing people 
do have the idea that deaf people are inherently lonely, 
which is a common myth among many hearing people. 
Certainly there are lonely deaf people, but all deaf people 
are not lonely, just as all hearing people are not lonely— 
the same proportion, depending on the community. But 
just for your information, a study has in fact shown that 
deaf drivers compared to hearing drivers have better driv- 
ing records, with a lower number of accidents, so deaf 
people are doing all right. I think that often there are some 
misconceptions and myths. I am just curious where you 
have gotten some of that information from. Do you have 
deaf people involved in the training of the dogs and in 
awareness and cultural sensitivity issues? 
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Mr R. Brown: Mr Chairman, can I apologize? I have 
a little bit of the flu and my head is plugged up tight. I am 
sorry, I cannot hear the interpreter. 





The Vice-Chair: I am sorry. Perhaps Mr Malkowski} 
could summarize, go over, what he had said earlier so it| 
can be repeated a little more loudly. : 

Mr Malkowski: Sure. I was just commenting on the| 
fact that it is often easy for hearing people to think that] 
deaf people are inherently lonely, which is not the case at 
all, and it is a common myth. There are deaf people who 
are lonely and there are hearing people who are lonely, but} 
that is a myth, that all deaf people are lonely, and I was just 
pointing out that in fact deaf drivers compared to hearing 
drivers have a better driving record with a lower number} 
of car accidents than hearing people. So I guess one of my} 
questions for you was on some of your information. Do} 
you have deaf people involved in the training of the dogs 
and providing information and awareness about deafness) 
and cultural sensitivity? | 

Mr R. Brown: I think a bit of research of some of our) 
clients and some of our applications would reveal that 
some of these people are alone. I think it is a very definite) 
benefit. I congratulate the person speaking that he is very) 
active in an admirable situation, but I did not mean it as a 
demeaning remark in any way. 

Yes, we have had some deaf people on staff. We use; 
them mainly for training sign language that you are watch- 
ing happening here. They tend to be a little more harder-| 
working person in that field, because they recognize the 
value of the hearing dog and they seem to work a little 
harder with the deaf clients to make it understood. 


Ms Haeck: I was curious for a bit more information) 
on the placement of the dog. Is it virtually anybody who] 
would come forward who would be interested who would, 
get the dog, or what kind of screening process might you, 
go through in order to determine the best home or best! 
situation for the dog? I mean, this is not a pet. You are 
probably dealing with need. ) 

Mr R. Brown: When I answer this, I am getting into| 
Mrs Harbour’s bailiwick a little more, but there is a definite! 
qualification. Yes, we are interested in the best situation for 
the dog, but I think our ultimate is to make it a situation) 
where the dog is going to be the most value to a person, 
That is why I was very cautious to say it is not a companion, 
It becomes a companion as a result of the work, but that is 
not a qualification by any stretch of the imagination. 


Ms Haeck: So you are trying to place the dog really! 
with the greatest need, and you do a series of interviews 
and have a whole screening process set up to make sure! 
that whatever dog is coming up for placement is going to! 
meet the greatest need. | 

Mr R. Brown: Yes. ; 

Mr Beer: Any of us who have been involved in the, 
whole series of programs, and I guess I speak as a former) 
Minister of Community and Social Services, in seeing the, 
activities of the various service organizations in our province} 
and indeed in our country—it is amazing the number of| 
things you get involved in in working with and helping 
people. I think, as part of our proceedings, to say once, 
again thanks to the Lioners for the initiative in this regard, 
and simply note that if we were trying to determine exactly, 
all of the hours that people from various service clubs put 
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‘jato community and social services, we would probably 

jind that our deficit was twice what it was, and I think this 

3 the appropriate place to say thank you. 

Mr R. Brown: I appreciate what you are saying, and 
is kind of exciting for us, too, to be involved. 

Mrs Witmer: Just following up on what Mr Beer has 

tommented on, the Lions have assumed responsibility. Are 

hey picking up the total cost of the hearing-ear dogs? Or is 

\ne individual who receives the dog expected, if he can 

‘fford it, to pay some of the cost? Exactly what is happening? 

- Mr R. Brown: No, the full cost of the training and 

lacing the dog is sponsored. There is no charge to a recip- 

‘ent. Some recipients naturally want to get involved and 

‘hat is fine, but it is not a prerequisite. 

| Mrs Witmer: But the expectation is certainly not 

here. 

 MrR. Brown: No. 

| Mrs Witmer: I would certainly like to echo Mr 

3eer’s comments. I really appreciate the work you are 

iloing. 

_ MrR. Brown: Thank you. 

__ Mr Malkowski: My understanding is that in one case, 
the hearing dog was trained and it died. I am just curious, 
‘do you have any animal health standards for the dogs? 

+ MrR. Brown: Oh, yes. It would not be reasonable to 
expect that we would put out a dog that has health problems. 
That is going to be a burden on a person rather than a help. 
Mr Hope: First of all, thanks for coming. I was just 
looking over the bill, and Gary beat me to the punch about 
the qualifications of the dogs themselves and what qualifi- 
‘cations or standards would be put in place. You say you do 
‘nave standards that are in place for those. We know the 
frustrations the disabled community face within public life 
with discrimination. Does the bill go far enough to help 
people take an active part? 

Mr R. Brown: I think it does, I think it goes far 
enough. I do not think we want to be putting ourselves in a 
‘situation where there are some unreasonable requests 
being made by people. I think we are looking at providing 
some measure of security with the public. 

_ The Vice-Chair: If there are no other questions, I 
would like to thank Mr Brown for appearing before us. 
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i JILL JOHNSON 

The Vice-Chair: We will move on to our next presenter, 
Jill Johnson. Welcome to our committee. 

__ Mrs Johnson: Can you hear me? I am not too quiet. I 


|; I have made copies of my last presentation for your 
| reference, as well as the current one for your perusal. It is 
| just being handed out. 

Some of you have already met me from my previous 
presentation, but to others there may be surprise that here 
‘is someone, born with a hearing loss, classified as profoundly 
‘deaf by medical experts in England and in Canada, who can 
‘talk just like you even though this person has an invisible 
handicap and was integrated in numerous English hearing 














schools. My source of communication is lip-reading all the 
time, unfortunately with limited American sign language. 

I was last here on Tuesday, 1-May 1990 and came 
down by GO train to attend the hearing of the second-day 
support for the Deaf Persons’ Rights Act. While waiting 
for the GO train to Queen’s Park on that particular day, a 
man came and approached us, making as if to pat Toby. On 
my refusal for him to pat Toby, I then explained Toby’s role 
as a hearing-ear dog. I thought I was doing extremely well 
from the bewildered expression on the man’s face. Unfor- 
tunately, he thought that Toby was deaf, not his owner. 

I am again very honoured to be here to present my 
support for Mr Abel’s Bill 22, a reintroduction of private 
member’s Bill 143 by Norah Stoner of the Liberal govern- 
ment—the Deaf Persons’ Rights Act based along the same 
lines to some extent as the Blind Persons’ Rights Act. I 
only played a small part, but I would like to ask for Norah 
Stoner to be given the recognition of insight for presenting 
our needs for this act. 

I would also like to say thank you to Mr Ruprecht for 
reading my letter on Toby, alerting to get me out of the 
house when the smoke alarm went, at the second reading 
of Bill 22 on 13 December 1990. Thank you very much. 

_I do not want to produce a repetition of my previous 
presentations, but would like to reiterate the valuations, if I 
may use that word, of hearing-ear dogs, not just for me but 
for all that have these working dogs. I can say without any 
hesitation that these dogs have opened up our lives from 
possible seclusion in our homes to socializing within our 
own communities. 

Since having Toby, I myself have become very active in 
the hearing world in interesting areas of community work, 
as well as promoting hearing-ear dogs. I enjoy talking to 
service clubs, schools, and so on, and the educational aspect 
is very rewarding on both sides. My favourite one of them 
all was a class of nine- and 10-year-olds at an elementary 
school. About five children were helping me carry my 
TTY, brochures, buttons and any other odds and ends that I 
take with me to promote Hearing Ear Dogs of Canada, and 
an insight on technical aids available for hearing-impaired 
people. As we neared my van, a group of children came 
towards us and I lip-read one child explaining why Toby 
could not be patted because he was working for me. Asked 
what was wrong with me, the boy unfortunately had a speech 
impediment as he proudly told them that I was “death.” 

Our dogs are with us all the time, following us wher- 
ever we go, and it can be pretty infuriating. Our dogs do 
not just alert us to the everyday noises that the hearing 


- people take for granted. Once bonded with their respective 


owners, they seem to sense we are special people who 
need them and start to train themselves to communicate 
with us in their own special way. 

As an explanation, when I told my children to go and 
clear up all the toys they had left lying around in the base- 
ment, about five minutes after this “unfair” request, Toby 
alerted me to the front door—paper boy for his weekly 
dues—and then he proceeded to the top of the stairs, looking 
down in the basement. Toby was telling me something, but 
not as important as the front door, so I went down to see 
what the children were doing. I do not remember the reason, 
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but the children were definitely doing something very bad. 
If Toby had not communicated himself to me, I would 
never have found out. 

When my family is home, Toby does relax and has a 
break from his working schedules. If we are all in the same 
room and the telephone rings, for example, as far as Toby 
is concerned, he does not have to tell me. The family can 
hear, so they can now take over the job. But Toby does 
alert me when the rest of the family are scattered around 
the house. 

Although my children claim unfairness because they 
cannot get away with murder any more, Toby has enriched 
our lives more than we realize. He has taken over the 
responsibilities from my family’s shoulders on to his and 
has given us a taste of freedom from anxiety and concern. 
My family can go out, leaving me on my own, knowing 
that the dog will alert me to any strange or familiar noise. 
The familiar quote in the house right now is: “Ah, forget it. 
The dog will tell her.” 

There have been times when accidents could have oc- 
curred but did not, specifically where bicycles are con- 
cerned. We both enjoy long walks, and unfortunately, 
children like very long bike rides. Toby places himself in 
front of me, stopping me from continuing walking until the 
bikes have gone by. 

The independence from human help and some technical 
aids is beautiful, and no one can really understand that 
word until it is absolutely experienced. However, one day, 
I could very well lose that independence and also the other 
owners with these working dogs. None of us wants to 
return to a life of dependency on other people or even 
develop a phobia of not going out in the community again. 

I have to be realistic in realizing that I have been very 
lucky with my upbringing, both education-wise and the 
ability to speak as a hearing person. That advantage cannot 
last too long with me as I get older, and I will come and 
have come across unconscious ignorance, arrogance and 
insensitivity. 

When my children leave home—and there will come a 
time when I cannot keep my home—I will have problems 
finding a place that I can call my very own. There are so 
many places that will not allow pets, even children, in their 
areas, and one of the handicaps that hearing-ear dogs do 
face is that there is no act or law to provide them with the 
same protection as seeing-eye dogs. I can approach the 
Ontario Human Rights Commission and other ministries 
knowledgeable about our dogs, but there are no guaranteed 
protections available for our dogs or even their owners. I 
would be completely lost without Toby, should his services 
be stopped through no fault of his own. Seeing-eye and 
hearing-ear dogs provide the same essential services as 
well as companionship and loyalty to their owners. 

Shortly after having Toby, I was promoting hearing-ear 
dogs at the Ontario Science Centre, enjoying talking about 
our dogs and all that is connected with them. Part of the 
schedule of this particular show was the parade of the breeds, 
with proud owners showing off their spectacular breed of dogs. 
The seeing-eye and hearing-ear dogs were at the very end of 
this parade, partly to educate the public and encourage them to 
go over to our booths for additional information. 
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A young girl about nine years of age accompanied by an) 
older lady approached my table. She was very impressed 
with the work the hearing-ear dogs do, but she also expressed 
surprise that I was deaf and was amazed at how well ] 
could lip-read and speak. Before she continued on her way, 
she took one of my hands gently in her hands, patted it anc 
very kindly said: “Never mind. I hope you get your hearing 
back one day.” | 

But I do have my hearing: My ears are useless, but my 
hearing-ear dog is valuable. I sincerely hope that we may 
have your support to pass Bill 22, which would be a very, 
valuable protection not just for us, but for our special. 
hardworking, hearing-ear dogs. Thank you for listening 
to me. 


The Vice-Chair: Thank you. We do have time fol 
questions, so I would ask for questions of members at this, 
time, if there are any. 


Mr Malkowski: The time that you did not have the 
hearing-ear dog, how did you manage in your life? Aftei 
you received the dog, you noticed that he did help you} 
you felt more secure? | 


Mrs Johnson: Absolutely. I would not trade my dog 
for anything in the world. 


Mr Malkowski: I know many deaf people who ar¢ 
not aware of how hearing-ear dogs could help them. De 
you feel that we need to provide some kind of education tq 
the deaf community so that they know they could use th¢ 
dogs for safety reasons? 


Mrs Johnson: I think that is a very good idea. 








Mr Beer: Within the family—you made references it| 
your presentation to Toby having a pretty strong sense oi 
your children—did you find there was any particular proble ! 
when you first got Toby? Is there a problem sometimes 
when a hearing-ear dog perhaps comes into the family oj 
becoming acclimatized to family life? Was that a fairly 
easy transition or did you have to work harder on youj 
family than perhaps Toby to understand what his role was?) 


Mrs Johnson: I do not think I am being realistic ir, 
saying no, we did not have problems. We did have prob} 
lems. I think it was harder on-my children, very bad. I have 
had dogs as pets before. I had to explain that this dog was 
my dog. I had to feed him, I had to take him out. He was 
not allowed to go out with them. I really had to explain the 
difference between a working dog and a pet. I would say ¢ 
lot depended on the age of the children. 


tears 








[Interruption] 


The Vice-Chair: I believe it is a fire alarm and we 
should respond accordingly. 


The committee recessed at 1635. 
1654 


The Acting Chair (Mr M. Brown): Welcome back 
from our little bit of excitement today. Are there furthei 
members who have some questions? I have kind of los} 
track of the list. 


Mr Owens: What happened to Joe? 
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_ The Acting Chair: Joe has a short attention span. Are 
aere any other members who have questions? If not, thank 
ou very much for coming today. We appreciated your 
resentation and we most enjoyed it. Thank you very much. 


_ Mrs Johnson: My pleasure, thank you. 


NORAH STONER 


The Vice-Chair: We were rudely interrupted, and we 
_2e that history has repeated itself. I would like to call on my 
_prmer colleague, Norah Stoner, who is our next presenter, 
) come forward. Of course this occurred before, when 
ou were in the process of dealing with this bill a year ago. 
5 that correct? 


Mrs Stoner: Yes. That is correct. 
The Vice-Chair: Welcome to the committee. 


Mrs Stoner: Thanks, Joe. I have never sat in this seat. 
jsat over where Ms Haeck is, I think, most of the time. 


Ms Haeck: I got some of your mail earlier. 


Mrs Stoner: Well, I liked it when I was here. I hope 
ou enjoy it, too—a great experience, a real privilege, and 
J: is privilege to be here. I really appreciate the invitation to 
come back and to talk about this bill. It is particularly 
\ratifying to see this piece of legislation being revitalized. 
some of you may know it was on the order paper the day 
he House dissolved for the election, and we were going to 
ve the first province in Canada to have hearing-ear dog 
2gislation. Unfortunately, BC has now beaten us to the 
ounch and Nova Scotia is at second reading, so we are 
‘laying catch-up. But I am glad we are moving in that 
lirection, and it is really a privilege again to be part of this. 

I initiated this bill for a couple of reasons. The first 
eason was meeting Jill and Toby, and I got to know them 
)hrough a mutual friend. Jill lives in Ajax and I hired Jill to 
| vork in my constituency office. Of course, that meant I 
‘iired Toby, too, which was great. And through Jill’s work 
with hearing-ear dogs and with her work in my office, I 
'yecame very aware of the need for legislation to protect 
Vill’s right to take Toby wherever she wanted to go. Jill 
sould not necessarily be sure of being able to get on that 
50 train to come to Toronto or to take Toby on any other 
orm of public transportation. 
| The airlines, for instance, do not all have standard poli- 
: cies of allowing a hearing-ear dog, where they do, of course, 
| illow a seeing-eye dog. Hotels and particularly restaurants 
| hat feel they might be in contravention of the health re- 
| juirements of the health act are very leery of allowing 
jearing-ear dogs to have the same kinds of privileges as 
seeing-eye dogs do, and I think, as was referred to earlier, 
hat there are probably more people now in need of hearing- 
sar dogs than require the seeing-eye dogs, so the need for 
egislation is going to escalate at a significant rate in the next 
‘ittle while. 

The second reason was that I have a deaf child. Katy is 
tow 19, has other problems besides her deafness. But 
hrough her I became aware of the needs of the deaf com- 
‘nunity. I am a member of the board of the Oshawa Deaf 
Centre and I am particularly aware of the social isolation. 
Although Gary, whom I feel I know on a first-name basis, 
1as referred to not all deaf people being lonely—that is true, 





—— 
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but if you think of a person who is deaf from birth, in an 
isolated community where there are few other deaf people, 
where the only option of language for a deaf child is signing 
and there are no other people who sign, other than her or his 
teacher who commutes on a biweekly basis from Belleville, 
this is a serious problem and the isolation is significant. 

The isolation of a person whose language is only signing 
is substantial. It was not until Gary got here that there were 
any facilities for deaf people in this building or throughout 
Queen’s Park, and it has brought a great deal of notice of 
the requirements of the deaf to the people of Ontario, the 
fact that he is a part of this Legislature. It is very significant, 
and with him come his interpreters, and therefore you all 
see what is essentially an invisible handicap. 

The dogs fulfil a social need as well as an alerting 
need. For those of you who wondered why Toby did not 
jump up and go nudge Jill when the alarm went off here, 
the reason was that Toby is aware that there are all kinds of 
other hearing and speaking people around Jill who could 
alert her, just as they had alerted her to a telephone at 
home if there were other people in the room. The dog 
really does make a difference. 

One of the examples of something that Toby did that 
really amazed me was: Jill was driving her car, with Toby. 
It started to make a funny noise, but of course Jill was 
completely unaware of it. But the dog started acting up 
enough that he persuaded Jill to pull over, only to find that 
there was a significant mechanical problem with her car 
that she was completely oblivious to. No flashing light, no 
alarm system, nothing else other than Toby would be able 
to do that. 

The question Ms Haeck asked earlier about the other 
kinds of animals, particularly for the people who are phys- 
ically challenged and unable perhaps to move themselves 
or lift or carry or that sort of thing, is important. I think 
that ultimately this province is going to need legislation 
that will provide for assistance animals for all disabled 
needing them. That is going to have to be a judgement call 
between the trainers of the animals and the disabled them- 
selves, and they are going to make their own decisions. 
But we are going to have to, as a province, provide them 
with the mechanism so that they can have those animals. I 
know that dogs are doing the kinds of services that you 
referred to with the monkeys, not only in peoples’ homes, 
but also outside in the community, allowing people to 
work, to be involved, to get out and socialize. 

1700 

So it has made a great deal of difference in Jill’s life. 
She has talked to me about the freedom it has given her 
personally, but also the freedom it has given her children 
and her husband, because they are no longer responsible 
for her. They do not have to think about Mother’s response 
to any given situation, as well as their own response. They 
are free to just have their own responses and to be able to 
rest assured that Toby is going to make sure that Jill knows 
whatever she needs to know, and he does. He does it abso- 
lutely magnificently. 

That is really my supposedly formal presentation, 
which is pretty informal. I would be pleased to answer any 
questions. 
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Mr Beer: It is nice to have you back here, Norah. I 
think everyone will understand that some of us would like 
you to be sitting here. 

Mrs Stoner: Actually, Charles, I am not sure that I 
would really want to. 


Mr Beer: There is life after politics. 
Mrs Stoner: Yes, there is. It is kind of great. 


Mr Beer: In these proceedings it is only fair to note 
that when our colleague the member for Wentworth North 
was presenting the bill, and when it was being discussed in 
the House, he and others noted that you had brought the 
bill forward in the first instance, and in a sense what we 
are doing today is saying thank you to a lot of people who 
helped bring this forward. I know, as you have spoken 
about it in terms of your own relationship with Jill and with 
Toby and the stories you told us, that in fact the day you 
presented the bill the first time, Toby was in the House. 


Mrs Stoner: Yes, first dog in the House. 
Mr Beer: Yes, first dog, I think. 


Mrs Stoner: And Jackie brought her demonstration 
dog to the House too. 

Mr Beer: That is right, and so there have been a number 
of firsts, and you were noting earlier the fact that Gary has 
been elected and been in the House and what that has 
meant, both in real terms and in symbolic terms. I think we 
are all very much struck by that, how things will change 
once people come to recognize that there are certain needs 
people have and that we need to find a way to accommodate 
those needs. 

I was just wondering, in terms of your own experience 
with Jill working in your office, another dimension; we 
have talked about the hearing-ear dog this afternoon in the 
context of being with the family and being with the person. 
What is the receptivity on the part of the business community 
to hearing-ear dogs from any discussions you have had? 
Has that been a problem, or are there just too few people to— 


Mrs Stoner: The first reaction is curiosity, and one of 
the reasons for bringing Jill into the office and giving her 
responsibilities that brought her out into the community 
with Toby was so that she could expound on the virtues of 
hearing-ear dogs and let people know, and it has really 
made a difference. As a matter of fact, the community of 
Ajax recently sponsored a walk-a-dog-athon, and that was 
specifically to raise money for Hearing Ear Dogs of Canada. 
It was a great event and everybody who had a dog felt they 
should take it for a walk, anyhow. This way they could get 
pledges and I would recommend it to other communities. 
You cannot have Jill, but you can certainly have a walk-a- 
dog-athon. 

It has made a difference, and the business community 
is nOW more aware. I mean, we would be out, anywhere, 
whether it was to a plant, to a restaurant, to any part of our 
community. There were no doors that were closed, nor 
should there be. But there could be, and that is the point of the 
legislation. There could be doors closed and there have been. 

We all know of instances that receive a great deal of 
press where the blind people are forbidden to enter a cab 
with their animals, or are forbidden to enter a restaurant, 
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and those people have recourse to the law and they take it.) 
They get a great deal of publicity around it so that more} 
and more people do not make those same mistakes. But 
the deaf people have no recourse. There is no law for 
them; there is no protection for their animals. And they 
need it; they really do need it. 

This is the kind of legislation that does not cost the 
government anything. It does not take a great deal of, 
money to implement it, and yet it will make a difference in 
peoples’ lives. Surely that is what we are all about and tha 
is what we are trying to do. 


The Vice-Chair: Any further questions? Mr Hope. 


Mr Hope: Just one. My executive assistant is legally 
blind and his name is Dick Santos. When I start looking at 
this legislation, I understand what you are looking for, but) 
I also understand in the blind community there is als 
you touched on it, about taxicabs and everything else. I 
understand the limitations of this bill currently as it exists.) 
It is only within certain parameters, it does not go broader, 
and I am just wondering, is there a way it can go broader?) 
It is nice to put in a small piece of legislation, but there are| 
also a number of other rights that we must address and that) 
is where— 


Mrs Stoner: Yes. 


Mr Hope: I understand the small move we want to 
make. It is a very positive move. It is not small and it is, 
small in the sense that there is more we should be doing) 
other than that. 


Mrs Stoner: Exactly, but it is sort of a one-small-step) 
scenario, and the first small step the right foot moved, 
when this province enacted the Blind Persons’ Rights Act) 
The second step is the Deaf Persons’ Rights Act. Then I 
would hope that instead of being a private member’s bill, 
that we would be looking in the future to government leg-, 
islation that would in fact say that the disabled who require} 
assistive dogs should have protective legislation, period, 
and not get into your definition of disabled, or your defini- 
tion of the assistive animal, for instance. Those kinds of| 
things are really, as I said earlier, the judgement call of the 
person who is disabled and the judgement call of those 
who train the animals and who know what they are able to 
achieve for a person or not able to achieve. 

Yes, absolutely, there should be that. But do not, 
please, do not stop this bill from becoming law in order for 
that some-day scenario of the ideal world, because how, 
many years has it been since this was initiated in the first} 
place? It took two or three years to truck through the legis-| 
lative process last time. So we are another year further 
down the road and we have more and more people with, 
the animals and more and more people in need of that! 
legislation. Once again, just the process of your membet| 
bringing this bill back is heightening the awareness with 














the deaf community and within the community at large! 
about dogs for the disabled. 
1710 

Mr Hope: But we have a much broader picture that 
we have to encompass, and that is all I am trying to say, 
The legislation is a step— ; 
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| Mrs Stoner: A very singular step. 


Mr Hope: But for the whole disabled community we 
ave major steps that we still have to make, because we 
‘nay provide legislation that provides the assistance of 
‘logs, but again, we still have the general public out there 
‘zat we have to educate on why, how come. For instance: 
‘hy can a child not pet the dog is one of the major educa- 
‘onal grounds in the legislation, those who discriminate 
‘pon. Because we all know how long it takes to get 
arough on human rights. 

_ Mrs Stoner: But in the first instance, people needed 
‘aat level of education about seeing-eye dogs, and al- 
Aough there are still people who are ignorant of the legis- 
ation that surrounds them, many, many more of us are 
ware that those are special animals and their harnesses are 
she visual symbol that tells us, that alerts us, that the see- 
: ng-eye dog is allowed on this bus and that sort of thing. In 
he hearing-ear dog’s case, we need to make people aware 
hat the orange lead and the orange collar and the badge 
‘hat people sometimes optionally wear are the same kinds 
of signals. It is going to take legislation to make people 
ware that they have to respond to those visual signals. 
Mrs Witmer: I do not have a question, but I would 
ertainly like to express my appreciation to Norah for her 
nitiative in bringing forth this legislation, and I was really 
leased to hear the reasons you did so. Certainly I appreciate 
hat, Norah. Thank you very much. 

Mrs Stoner: Thank you. 

Mr Malkowski: I want to thank you for coming here. 
also think it is a good point that you have talked about 
naking this a government bill as opposed to a private 
| nember’ s, and talking about the expansion of legislation 
such as that. Is that something you would strongly recom- 
| nend then, that we expand on this type of bill and that we 
| ring in government legislation to that effect? 

Mrs Stoner: I would recommend that this bill before 
}7ou today receive approval from this committee, and I 
would hope it would receive approval in third reading in 
| he House. I would, at the same time, concurrently, hope 
| here would be legislation created by the government that 
vould override both the Blind Persons’ Rights Act and the 
Deaf Persons’ Rights Act to create a disabled persons’ 
tights act that would cover everybody. But as I said before, 
dlease do not make this bill wait for that possibility. 

The Vice-Chair: I would like to thank you again, 
Norah, for appearing before us. 

Mrs Stoner: Thanks for the invitation. 

The Vice-Chair: You are welcome. 

Mrs Stoner: Good luck with it all. 

The Vice-Chair: We would like to move rapidly 
| along here. To members of the committee, we do not have 
}any amendments that have been put forward. I would like 
}.o call Mr Abel to make a few comments before we pro- 
ceed with clause-by-clause. Mr Abel, Would you like to 
>ome before the committee and make a few comments 
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Mr Abel: Thank you. I was not prepared to speak 
today. I was under the impression that I was going to speak 
tomorrow. I came as an observer. 

I came at a very good time. I was able to hear Mrs 
Stoner’s thoughts and comments, and without getting into 
a lot of reiteration, I wholeheartedly support her comments. I 
do strongly feel that it would be a shame to let this bill just 
slowly drift away while we wait for an umbrella type of 
legisiation to deal with it. People with hearing problems 
have been discriminated against for years. I myself have a 
partial hearing problem and I find it very difficult at times. 
I just cannot begin to imagine how people who are totally 
deaf are able to get through without some assistance, that 
being a hearing-ear dog. Things I have said during the debate 
in the House, simple things such as a baby crying, a fire 
alarm, things like that—I think that is all very important. It 
is long overdue and, yes, perhaps as an interim measure, I 
think this bill should be passed through the Legislature. 

Yes, I too would like to see an expansion on it. Animals 
have been trained to do things for people with other dis- 
abilities and I think it is terrific that we are looking at 
considering an expansion on the bill. But we need this 
legislation now and, even if it takes a year for a broader 
scope or a broader type of legislation to come out, well, at 
least these people with hearing difficulties have had the 
benefit of this bill for a year. So that is really all I have to 
say. I am sorry; I am totally unprepared. As I said, I 
thought I was going to speak tomorrow, but the sooner we 
get on with this the better, so thank you for your time. 


The Vice-Chair: Thank you, Mr Abel. 


Mr Beer: I just think it would be appropriate, Mr 
Chair, as we are noting that this bill and its predecessor are 
the result of many people and also different political parties, 
to just underline again that we are also indebted to the 
member for Wentworth North, out of his own interest, but 
also picking up on what a previous member had done. I 
think sometimes there are a number of things we do 
around here that demonstrate that kind of collegiality and 
that this is the place to say thank you to a lot of people. I 
think the reason we have perhaps brought you here unpre- 
pared to speak shows that we all accept the brilliance of 
what is in the bill and we want to get on with it, as Norah 
Stoner said earlier, and pass it. Thank you. 

The Vice-Chair: If we can proceed and simply say 
thank you once again for appearing before the committee, 
Mr Abel. Shall we proceed with clause-by-clause, mem- 
bers of the committee? Bill 22, An Act to provide for 
Certain Rights for Deaf Persons. 


Sections 1 to 7, inclusive, agreed to. 
Title agreed to. 
Bill ordered to be reported. 


The Chair: The bill is now carried and we are thus 
adjourned until we have further notice. I would like to 
thank everyone for—this is a model way to participate, 
despite the fire alarms. Thank you very much, members of 
the committee. We are adjourned. 


The committee adjourned at 1719. 
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The committee met at 1546 in room 151. 


ORGANIZATION 


. The Chair: Members of the committee, I call the 
“teeting to order. At this time I want to report on the sub- 
“ommittee meeting that was held last week, 5 June, pro- 
_eeding on Bills 43 to 64 on health professions. Everyone 
_; aware of those, I hope. It was agreed that the committee 
-rould commence its meetings on Bills 43 to 64 on Tues- 
ay 6 August as follows. I will read out the itinerary. 

__ The week of 6 August: Tuesday, Wednesday, Thursday 
1 Toronto starting at 10 o’clock in the morning and re- 
“ommencing at 2 pm. The week of 12 August: Monday, 












nd 2. The week of 19 August: Monday in Thunder Bay, 
‘uesday and Wednesday back in Toronto, and Thursday 22 
,sugust in London. The week of 26 August: Monday 26 
“,ugust in Ottawa, Tuesday and Wednesday in Toronto at 
0 am and 2 pm, and Thursday 29 August in Sault Ste 
- farie. 

No committees will be scheduled, I believe for re- 
jearch time, the week of 3 September and then there are 
ae caucus retreats that are taking place the week of 9 
september. Following that, we come back for another four 
‘ays of committee hearings the week of 16 September, on 
“Aonday, Tuesday, Wednesday and Thursday in Toronto 
igain. That is essentially the plan. 

_ There are a number of other items here to be dealt 
vith following that. These were also agreed to by the 
“ubcommittee: 

_ “That Tuesday 6 Deca be reserved for the ministry 
nd Alan M. Schwartz to speak to the committee; Mr 
schwartz was co-ordinator of the health professions legis- 
‘ation review and produced a report entitled Striking a 
New Balance: A Blueprint for the Regulation of Ontario’s 
dealth Professions; 

_ “That Thursday 15 August be reserved for unregulated 
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“That associations representing regulated associations 
‘ake their presentations in Toronto with a single half-hour 
-yresentation addressing both the omnibus and appropriate 
yractitioner’s bill; 

“That unregulated groups be allowed 15 minutes and in- 
‘lividuals be allowed 10 minutes, whether they are appear- 
‘ng in Toronto or out of town; 

_ “That scheduling of out-of-town meetings give prefer- 
umce to unregulated groups and individuals; 

“That invitations be sent to persons on the mailing lists 
ubmitted to the committee by each caucus, with a cutoff 
late of Friday 9 August for oral presentations and Friday 
|30 August to submit written submissions; and 


vuesday, Wednesday and Thursday in Toronto again, 10 | 
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“That an advertisement appear in the daily papers serv- 
ing the out-of-town locations, informing them of the date, 
time and place of the meeting.” 

This is by edict of the clerk. 


Mr Owens: You read so well, Joseph. 


The Chair: Is that not a great reading? All laughing 
aside, this was agreed to by the subcommittee. Are there 
any questions? 


Mr Owens: We do have a request. Hopefully, we can 
do this by consensus.. We have allowed 15 minutes for 
individuals making presentations. I am hoping we can ex- 
pand that to 30 minutes so: they will have the same amount 
of time the professional groups have. 

The second change is that we had talked about and had 
also agreed that we would not do any advertising, we 


_ would just do direct mail to folks who had sent in notices 


of interest in appearing at the hearings. I would also like to 
request that we do advertising to get the kind of broad- 
scope consultation consumers might want to have across 
the province with respect to these hearings. 

As I say, hopefully we can do this by consensus. I 
realize this is short notice. I did speak with Jim, and, quite 
honestly, Jim was not all that excited about doing that. 


The Chair: Are the advertisements in place of the 
mailing list? 

Mr Owens: No, that is including the lists as well. To 
do the direct mailing as well as— 

The Chair: So you would like to do both? 

Mr Owens: That is right. 


The Chair: Is there any comment or discussion on the 
mailing list being mailed as well as advertisements being 
placed in local papers? 


Mr J. Wilson: That was not the comment. We had 
agreed to put them in local papers in that vicinity. Were 
you not extending that to province-wide, in addition to the 
mailing lists? That-is my reading of what you said. 

Mr Owens: The local papers, definitely, and then the 
Toronto Star, Globe and Mail, Toronto Sun. 


Mr J. Wilson: Province-wide, if not national. 


The Chair: Can I just point out that advertising in 
the daily papers is province-wide. That is standard for 
all committees—all dailies. 


Mr J. Wilson: My understanding from the subcom- 
mittee was that we were advertising just in those commu- 
nities where we were holding—the four corners of 
Ontario. We were not going province-wide. 


Clerk of the Committee: If I understand correctly, orig- 
inally what the subcommittee had wanted to do was adver- 
tise, giving notice to people just of the meetings. I think what 
Mr Owens is proposing is a province-wide advertisement 
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soliciting presentations for the committee. Am I correct in 
my understanding? 


Mr Owens: That is right. 


Mrs Witmer: I would support that occurring. I think 
that is important, that all people in the province have the 
opportunity to be aware of what is going on, rather than 
just the individuals in the local community where the hear- 
ing is taking place, in fairness to all concerned. 


Mr Beer: There were a couple of points on the adver- 
tising. I think it is important that people be aware so they 
can prepare submissions, but I wanted to raise a question 
around the issue of the time. It seems to me that we have, 
as committees, generally allocated half an hour for groups 
and 15 minutes or 20 minutes for individuals. I think the 
reason for that is that often with a group or an organiza- 
tion, certainly with the issues we will be dealing with in 
these hearings, there are often several people. 

I would prefer that we keep to that kind of format; if I 
understand this correctly, we want to try to ensure that 
when we are out of Toronto, we are hearing from more 
individuals in those places. It would seem to me that we 
would be able to hear from a lot more if we worked the 
time somewhat differently. The experience with the select 
committee was that when we did the shorter time frame— 
5 to 10 minutes in some cases—we got a great deal of 
participation. My sense would be that we not make the 
change in terms of the amount of time, but keep it to 15 
minutes for individuals and 30 minutes for groups. 


Mr J. Wilson: I would like to echo what Mr Beer has 
just said about the time allocation. I do not think there is 
any way we are even going to get through the groups that 
now want to appear before us in the month of August. It 
was the government’s intent from the beginning to have 
this legislation reported back to the House when it resumes 
sitting in September. In the government’s own interest, to 
be realistic, the time allocations as set out in the subcom- 
mittee report are the best we can do. 

Second, on the province-wide advertising, I certainly 
agree we should hear from as many individuals as possi- 
ble. I was wondering if the committee would agree that 
perhaps the advertisement that goes province-wide would 
invite written submissions. Otherwise, we may be raising 
the expectation that many other people, in addition to the 
list we already have, are going to be able to appear before 
this committee. Given that the list now is some two and a 
half inches thick, I do not think you can hear all those 
people in a month. 


Mr Hope: We are talking about a blueprint dealing 
with the health professions of this province. We are talking 
about province-wide advertising, yet when we come down 
to reality we are sticking in the large urban areas instead of 
dealing with rural Ontario, which is going to feel the ef- 
fects of this legislation more than the larger centres. When 
I go through this and look at the number of times we are 
meeting in Toronto, I cannot agree with it for the simple 
reason that I do not see rural Ontario playing a part in this 
blueprint. 

You may say they can travel to London or they can 
travel to Thunder Bay. Some of the people who may be 

















questioning this legislation are perhaps people doing a lot 
of volunteer time on non-profit boards, and they are not! 
going to have the opportunity of being heard in developing: 
a blueprint for the province without extreme cost. I just: 
think it is more important, if we are talking about prov- 
ince-wide advertisement. I think accessibility also has to 
be key, making sure accessibility is there for people to 
make presentations. 


The Chair: Can I just comment on that myself? Ij 
think it is appropriate and fair to say that the schedule} 
before us attempts to cover the province in each of the) 
comers. As a committee, we have been mandated four} 
weeks altogether—the clerk informs me we still have not, 
had approval for the agenda. Realistically, what you at- 
tempt to do in province-wide hearings is to cover the cor- 
ners of the province. That is all you can hope to do, I think. | 


Mr Hope: London is far from being a corner of the 
province. London is in the middle, which is a two-hour 
drive from Windsor, which is an hour and a half from rural 
Ontario. That is why I want to put these concerns out. 


The Chair: Which part of rural Ontario would we go 
to, Mr Hope? 

Mr Hope: For instance—it happens to be in my ri- 
ding, unfortunately—Chatham is a central location to 
southern Ontario which leaves accessibility for Windsor, 
an hour and a half, and leaves accessibility for London, an 
hour and a half. If you are talking about accessibility for 
people, let’s talk about accessibility in more legitimate| 
forms. 

I was one of the people who used to go quite often to 
these hearings to make presentations, and it was extremely 
costly for people from rural Ontario, making sure they had 
a voice and making sure people heard the effects that legis- 
lation was going to have on them. 

Ms Haeck: I have to reiterate a similar point. After the 
select committee on Ontario in Confederation was struck 
and travelling the province, I received a variety of criti-| 
cisms from my riding, in my area, that it was felt the| 
Niagara Peninsula was ignored and people really did not 
feel they had the time and that the distances were too large.| 
Even though Hamilton, for a lot of people, is relatively! 
close on the map, they look at it from the point of view of) 
going to Hamilton from Fort Erie and it becomes a major; 
distance. If we are talking about health-related issues or| 
issues like the Constitution which impact on the entire} 
populace in a very large manner, I think it behooves this| 
committee to look at expanding the locations and expand-| 
ing the time frame of the committee hearings in the prov- 
ince to really and truly say we are hearing from the people 
of this province on a very important issue. | 
1600 


Mrs Witmer: I am not averse to the committee going) 
to Chatham, Mr Hope. If that is what you want to do, that 
is okay with me. We have certainly travelled to Windsor 
and all over, on occasion, from Kitchener-Waterloo just to! 
make a presentation, and certainly we have to be aware. | 

I think, though, we also have to be very careful not to| 
become too parochial. Unfortunately, our province is so: 
large that I do not think it is ever going to be fair to all of 
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ne players, so that is something we have to take into 
onsideration. 

| Getting back to the time, I would support the present 
| Mocation of time, the reason being that I had about 20 
‘roups not part of the regulated associations and individu- 
“Is come and see me in my own constituency office in 
“september. I know those people would very much like to 
varticipate, and because I would like to see as many individu- 
Js and unregulated groups as possible appear before us, I 
vould suggest that we stay with the 15 minutes and the 10 
“ainutes in order to give everybody an equal opportunity. 

Mr Brown: [| ama little baffled by the procedure here. 
‘There has been a subcommittee meeting of all three par- 
ies, and everybody knows the government controls this 
“sommittee, as it does all committees. It would seem to me 







































implify all our lives. 

I would love to go to to Chatham, because that is 
‘where my wife studied nursing and I would like to visit 
igain. I would like to go to the other 129 ridings in this 
"province, but obviously there are some time restraints, so I 
would just implore the government to get its act together 
‘and tell us what exactly it wants to do. 


) The Chair: Mr Brown, you have never been on this 
| ommittee before. 


Mr Brown: True. 


|. The Chair: This has some unique features to it, as 
| you are discovering. We like to build consensus around 
aere, and that is what we are attempting to do. 
Interjections. 


The Chair: We even have to do it for the government 
'members, while we are at it. 

I have three more members on the list. Mr Silipo is 
) next. 

Mr Silipo: Actually, I was just going to begin by re- 
plying to Mr Brown the same way you have, which is that 
if he wants us to work it out on this side and just let the 
rest of the committee members know, we could do that, 
but we do not prefer to do it that way. This is an important 
issue which a lot of people out in the province are very 
‘interested in. I think it is important that we try to do it in 








and, more important, to the people out there. 

The Chair: Could I ask you a question for my own 
edification? Does that mean party lines will not be upheld 
in the House as well—consensus-building? 

Mr Silipo: We can go into that at other times, Mr 
'‘Cordiano. 

The Chair: I am sorry. There is a little levity here 
‘today, so it is the spirit in which we are dealing with it. 

Mr Owens: As long as Charlie wins the leadership 
‘campaign, there is no problem with that at all. 

__ Mr Silipo: I have a couple of suggestions I will put on 
‘the record as well, but it seems that actually there is not 
that much disagreement in what people are saying. 





























One thing I had highlighted from this report that 
caused me to ask some questions was the allocation of 
time. I think we found, as Mr Beer pointed out, that you 
can deal effectively in less than 30 minutes with individu- 
als making presentations, but I certainly would agree that 
groups, whether unregulated, regulated, consumer groups 
or whatever kind of group, really should be given 30 min- 
utes in order to have an effective presentation. 

That would be the suggestion I would make, that in the 
paragraph that deals with unregulated groups being al- 
lowed 15 minutes and individuals 10 minutes, you simply 
state that all groups or associations be allowed 30 minutes 
and individuals 15 minutes. I think that would resolve the 
matter. 


The Chair: It does and it does not. I will use my 
prerogative as the Chair and just point out that it really 
depends on the House leaders, in terms of the allocation of 
the total time the committee is given. That is our constraint 
here. We are working under the parameters that have been 
given to us by others. It would be wonderful to continue 
this for two months, and have come before us every group 
that would like to. I am sure that could be accommodated 
if your House leader and our House leaders would be will- 
ing to do that, but I think that is what we are working with. 


Mr Silipo: We need to put together the best proposal 
we can in terms of what we feel we need as a committee to 
have this piece of legislation appropriately dealt with. If 
that requires asking for more hearing time, I think we 
should do that. It is really that simple, in my view. 

The other thing, and I know Mr Beer will respond to 
this fondly—I say this without pushing it because I will 
not be here for the hearings as I will be involved in other 
hearings and other meetings—is that when the committee 
is sitting, I presume the times set out here basically involve 
sitting during the daytime. One of the suggestions I would 
make is that, if you are interested in hearing from consum- 
ers and individuals in particular, you might want to look at 
and schedule some evening sessions. Given that the com- 
mittee is going to be in and around, whether in Toronto or 
in other places, that may be one possibility in terms of 
dealing with the time issue you mentioned. 

The other point I wanted to make was more in the line 
of a question. Is the statement in the report that Thursday 
15 August be reserved for unregulated groups and con- 
sumer groups a maximum in terms of being the only day 
that would be reserved for unregulated groups and con- 
sumer groups, or is that a day that would be at least a 
minimum for those groups? 

The Chair: I think that is a minimum, but of course 
that is all subject to revision. 

Mr Silipo: If it is a minimum, I am quite comfortable 
with that. 

Mr Owens: As we were talking about consensus- 
building, we do it brick by brick and granule of mortar by 
granule of mortar here. My concern is not so much the 
actual number of minutes people have. I think we all know 
that this stuff has been around since 1982 and that everybody 
is going to be organized, from the professionals to the con- 
sumer groups. The people we need to get, the people who 
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have been unheard, are the consumers. My colleague to the 
right proposed 30 minutes per group and, while I applaud 
his generosity, considering the workload, I think it may be 
unreasonable to give 30 minutes to each group. I am won- 
dering whether we should just level it off at 20 minutes per 
group flat, end of story; that the professionals, the con- 
sumer groups, the consumers, everybody gets 20 minutes 
and that is it. 
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Mr J. Wilson: I will try to be as kind as I can. Why 
do we have subcommittee meetings and you guys come in 
and start debating? Mr Brown made an excellent point, 
and I welcome him as a member of this committee because 
he had straight common sense when he brought up the 
same point. Mr Owens, you should communicate to your 
caucus colleagues the extent and the numbers of people 
and groups who already want to come to this committee. 
Your own House leader mandated the other two parties to 
have this thing done in a month. Originally, when we got 
into this, we thought we would go to about December, but 
your House leader has asked that it be done, and we 
agreed, with other concessions, to do that. 

Second, as for the reason there is 15 minutes for the 
unregulated groups, you will recall that there are about 75 
unregulated groups and I think 24 that will now be regu- 
lated contained in these. There are far more groups on the 
unregulated side. You are going to hear a number of very 
similar concerns from those groups. It does not take any 
more than 15 minutes to tell us in a couple of sentences 
why they feel they should be regulated. We have already 
met in our caucus with a number of them, and you will find 
their concerns are very similar, so 15 minutes does give them 
ample time to state their views for us to consider. 

Third, the reason we are in Toronto, and I would ask 
the clerk to give us a breakdown, is that you will find that 
most of the groups on the list are from Toronto. In fact, I 
would venture to say at least 90% of the invitees are from 
Toronto, and that is some two inches of the list we have to 
date. If you extend the time, you are not going to be able to 
get this done in a month. 

I disagree with night sittings. My riding is only an hour 
and a half away, and I am already going to be out of my 
riding for the whole month of August with the exception of 
weekends. There are a number of events I must get to after 
6 o’clock at night and I cannot afford to be sitting here all 
night debating this bill, as much as I would like to. That is 
about what I have to say. 

Mr Owens: With respect to night sittings and things 
like that, I will tread very gently about blocking of things 
and why we have to go to night sittings. I think the issue 
here is an equalization of the time. While I appreciate the 
lecture on communication, I— 


Mr J. Wilson: Clearly you have not seen the list. We 
are only going to hear a few of these every day. There are 
so many on the list now, it is incredible. You are going to 
raise expectations and you are going to get the blame as 
the government. 


Mr Owens: What I am talking about is reducing the 
time for the professionals and the consumer groups. Give 





everybody 20 minutes, and then the optics of the situation 
as we described them earlier are much improved. Whether] 
you have one consumer and 14 professionals wanting to} 
testify I do not think is the issue, but clearly people need} 
the opportunity. 

Mr J. Wilson: Can I make one point? The reason they 
get the half-hour is that they are actually in your legisla- 
tion, so they need to talk about your legislation line by 
line. They are actually going to be affected. Your govern- 
ment has already said all these unregulated people are not 
going to be in. Your minister has, and the ministry for the 
last nine years, had discussions with all these groups. They 
need to tell us about the omnibus bill. They need 15 min-| 
utes or so to address that, plus they are directly affected by 
this legislation. I believe they need the full half-hour, be-| 
cause when this committee is done and reports to the! 
House, it is a fait accompli for those people directly af- 
fected. So we are talking about two classes of groups, O17 
directly affected and the other that wishes it were affected 
but which has been ruled out by your government to date. | 

Mr Owens: No, we are not talking about the people, 
on the wish list. We are looking at individuals. 


The Chair: We have been around now almost twice} 
on everybody. There are a few more speakers on the list, 
We will give them an opportunity. , 


Mr Owens: I suggest we take a 15-minute recess and 
come back at 4:30. 


The Chair: Is that in agreement? Okay, we are re- 
cessed. We come back at 4:30. ) 


The committee recessed at 1615. 
1634 


The Chair: Members of the committee, we resume 
our meeting. Can we hear your proposal first, Mr Owens? | 


Mr Owens: The proposal is simply that, with respect) 
to time limits, we give 20 minutes to professionals, 20 
minutes to groups and 10 minutes to individuals, hearing 
the argument that we want to get through this and under- 
standing, through experience on hearings, that individuals 
can clearly get out what they need to say in 10 minutes. } 
think downsizing the other two groups will also help in 
terms of equalization and fitting these folks in. 

It is our understanding from the ministry further thal 
while the list may be long and heavy for potential 
witnesses, the numbers of witnesses that may be viable is 
not representative in that pile, and that as we work our way 
through we are going to find that people have not been 
active and may not want to testify, and may not be able tc 
pull deputations together in time. While it may seem like é 
great load, when we actually get down to it, as I say, the 
total list may not be what we see or what we have seer 
before us. 


Mr Beer: I am just doing a little arithmetic here. |} 
appreciate what you have tried to do, and I think we neec 
to think things through in terms of the 24 acts that dea) 
with those specific groups that will be regulated, Steve. Ii 
seems to me that there is one additional level of question 
ing involved, if you like, for the province-wide profes: 
sional organizations that are going to be regulated. This 
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evel concerns issues they would want to raise around the 
'\pecific legislation. 

If we still allowed those organizations 30 minutes, and 
‘40 minutes for the unregulated groups and 10 minutes for 
he individuals, by my calculation that would be about four 
ours out of the total time. This is the first time this has 
lappened in a long, long time, and I think we do have to 
make sure, frankly, that half an hour would be spent with 
those organizations, because this is going to be directly 
vegulating their profession and there may be some points 
shat they feel they need to make. 

I would still urge that we consider providing them with 
30, and then 20 minutes for the unregulated groups and 10 
yninutes for individuals. Even with the points you make, | 
hink we could none the less find it difficult where, be- 
ssause of time considerations, the subcommittee has to de- 
ermine who is going to be able to come before the 
sommittee. I know I was under the understanding that the 
‘House leaders were looking at perhaps just permitting each 
‘committee four weeks instead of five. We show on our list 
‘at the present time five weeks. If that is accepted, that is 
fine, but there could be a further problem. 

'_ I would say, given the importance of this legislation, 
‘that frankly we should keep that 30 minutes for the prov- 
ince-wide organizations that are in effect going to be regu- 
lated specifically by this legislation—I think your point 
about the 20 minutes for the unregulated groups adds time 
there—and maintain the 10 minutes for individuals. That 
_ would be my approach. 

Mrs Witmer: I would agree with the comments that 
have been made by Mr Beer. If we take a look at the 
regulations that are coming forward, they do impact on 24 
groups. Those people, as a result of this legislation, are 
‘going to be tied in; they are going to be regulated by this 
new bill. They are going to be the ones who are directly 
| impacted. They are also going to be the people who are 
| probably going to go through the bill’s line-by-line discus- 
| sion. They are also the people who are going to be offering 
ithe amendments, because this legislation is going to have a 
\tremendous impact on their membership. I would like you 
ito keep that in mind. 

_ These are the people the bills relate to. These are the 
‘people who will be impacted. These are the people who 
iwill be looking at a line-by-line discussion, and also at 
| making amendments, whereas the unregulated groups will 
jsimply not be looking at the actual legislation. They are 
|: going to be telling us why they should be included. That is 
why I would encourage you to give the regulated groups 
|) the appropriate opportunity, because they will not be deal- 
‘ing with the legislation on a line-by-line basis or making 
‘amendments. They will be telling us why they should be 
| included, and I would encourage you to be very fair and to 
)make sure those people who are going to be bound by this 
‘regulation in the future have enough time and enough op- 
‘portunity to introduce the appropriate amendments. We 
‘should make sure that we hear all of their concerns. The 
other groups are going to have an opportunity in the future 
| to speak to us again, in an attempt to also receive the same 
,advantages, but there is a significant difference when you 














are dealing with people who are looking at amendments 
and line-by-line discussion. 
1640 

Mr Hope: Just one general comment on some of the 
things that Mrs Witmer has said dealing with the provin- 
cial organizations that will have line-by-line hearings. 
There was a reference made that there were 24 groups. If 
we give them all a half hour, that means 12 hours of hear- 
ings, and their provincial organization bases are here in 
Toronto. 


Mrs Witmer: That is about two days. 

Mr Hope: Okay, you just proved a point. That is it, 
nothing else. 

Mrs Witmer: I would support the 20 minutes, by the 
way, that Mr Owens had suggested for the unregulated 
groups. 

The Chair: And the professional groups? 

Mrs Witmer: I would strongly encourage— 

The Chair: Thirty minutes. 

Mrs Witmer: —simply because of what I have said, 
the 30 minutes. 

The Chair: I am sorry, just for my clarification, were 
you also suggesting 15 minutes for individuals? 

Mr Beer: Thirty. I was going along with the proposal. 
It was 30, 20 and 10, I think. ; 


The Chair: So 30, 20 and 10. Okay. Mr Owens? 

Mr Beer: His was 20, 20 and 10. 

Mr Owens: Mine was 20 and 10. 

Mr Beer: Yes, but I am just proposing that it be 30, 20 
and 10. 

Interjection: See if you can compromise on 15 and 20. 

Mr Beer: It seems to me that we have added the five 
minutes for the unregulated. 


Mr Owens: You know, there are two things that we 
can do. I understand the importance of these hearings and 
wanting to get as many people out as possible, understand- 
ing the significance of this legislation. I am just wonder- 
ing, in order to get this thing cleared up in a less formal 
manner, if the subcommittee could meet tomorrow at 3:30. 
As we are usually scheduled for two days anyway, Mon- 
days and Tuesdays, can the subcommittee get together to- 
morrow and hash this thing out? 

We seem to have one item of contention here, which is 
time limits. As I said initially, I would like to do this by 
consensus rather than forcing a vote. I think we all are of 
the same mind. It is just a matter of process and how we 
get to that middle point. That is my proposal at this point. 

Mr Beer: I appreciate that, but the subcommittee met 
last week and now we are discussing it, and I think we feel 
it would be better to do the 30, 20 and 10. As the commit- 
tee goes about its hearings, there may be some days where, 
as you say, maybe we do not get as many people coming 
forward as we thought. But I go back to my colleague’s 
point made earlier, that we must be mindful that this legis- 
lation does impact very directly on some 24 province-wide 
organizations. . 
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I think we want to make sure that the unorganized 
groups can come forward and set out their points and is- 
sues, remembering again that they are going to have other 
opportunities to make presentations, both to future meet- 
ings of this committee and to the proposed commission 
that would be set up. I just think we need to make sure 
when we are doing the line-by-line that those organizations 
most directly affected have the time to provide that. 

As I mentioned, if my mathematics are correct, I am 
talking about roughly four hours in total if each of those 24 
does an additional 10 minutes to the 20. We could have all 
kinds of meetings—I will let the Conservatives speak for 
themselves—but it seems to me that what we are saying is 
that we are better to keep it at 30, 20 and 10. If your view 
is that this is not acceptable, we will have to proceed and 
call the question. 


The Chair: Mr Wilson, would you like to have a say 
on this? Then we will proceed. 


Mr J. Wilson: Fortunately or unfortunately or other- 
wise, we certainly agree with Mr Beer’s comments; no 
need to repeat them except to say that the Progressive 
Conservative Party of Ontario and the representatives here 
do not see what another subcommittee meeting tomorrow 
would accomplish when we spent an hour and a half—the 
longest subcommittee meeting I have ever been to—put- 
ting down the proposal we have before us. 

Just to stress the 30 minutes, if amendments come for- 
ward and creative ideas from the groups about to be regu- 
lated, we certainly need time also to ask questions, because 
we will have to consider their amendments very seriously. 
I cannot see doing that in under 30 minutes. 


The Chair: Do I have a motion to bring that forward? 
Mr Beer? 


Mr Beer: We would suggest, and I can move by mo- 
tion, that we provide 30 minutes to the regulated organiza- 
tions, 20 minutes to the unregulated and 10 minutes for 
individuals. 


Mr J. Wilson: I will second that motion. 


The Chair: I guess we will call for agreement on that. 
Failing that, we will have a vote. All in agreement? It is 
unanimous? We are in agreement. 

We will proceed on that basis. We will have 30 minutes 
for regulated groups, 20 minutes for unregulated groups 
and 10 minutes for individuals. 

Mr Owens: What happened to “all against”? 

The Chair: I asked if there was unanimous agree- 
ment. There was not? Well, then we will have a vote. 

All those in favour of Mr Beer’s motion? All those 
against? 

Motion negatived. 

The Chair: Mr Owens moves that we provide 20 
minutes, 20 minutes and 10 minutes: 20 minutes for pro- 
fessional groups or associations, 20 minutes for other 
groups and 10 minutes for individuals. 

All those in favour of Mr Owens’s motion? All those 
opposed? 

Motion agreed to. 





The Chair: Mr Owens, do you have any other items | 
to bring up? | 

Interjections. 

The Chair: Order, please. 


Mr Owens: At the risk of causing further consterna-|| 
tion to members opposite— 


Mr J. Wilson: Give us a raise. 


Mr Owens: That is what the Tories are interested in, 
their raises and their money. 


Interjection: And how you spend it. 
The Chair: Let’s keep it out of points of contention. 


Mr Owens: I thought I heard consensus with respect] 
to province-wide advertising. Is that correct? 


The Chair: I should probably interpret that myself. I 
do not believe I did get a consensus on that. Actually, there 
was no further clarification. But I will turn to Mr Beer and} 
Mrs Witmer. Is that in agreement, province-wide advertising? | 


Mrs Witmer: We are happy to co-operate with our} 
colleagues. 


The Chair: Therefore, it is understood we will have| 
province-wide advertisements in local daily papers. 

Any other matters? Have we agreed to the itinerary and| 
the stops we are making? 


Mr Owens: In terms of the itinerary, and, of course,| 
subject to the House leaders’ approval, as we wind down} 
towards the end, if we, as a committee, feel there are still| 
some areas that have been underrepresented, we should leave 
the option open to schedule another day of travel or another} 
day of hearings in whatever locale may be appropriate. | 
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Mr Beer: If that is in response to what we get in terms} 
of requests and so on, I have no objection about looking at) 
that. What we may realistically have to consider, though, is) 
taking one of the days here set out and making that) 
change, and hopefully the subcommittee can do that with) 
one voice. Could we take the understanding that this) 
would be our tentative schedule, and we would look at the} 
responses to the advertisements and so on to see whether) 
we want to make any changes? Would that be what you are| 
asking? 


The Chair: Did you follow that, Mr Owens? 


Mr Owens: If we look at where we could chop, rea-| 
sonably we might be looking at chopping one of the Metro} 
days; again, depending on the responses. I am just making) 
that as a comment, that if we feel some areas are un- 
derrepresented and information may be lacking, we would 
look at, as we were discussing, chopping a day wherever. 

The Chair: I am going to interpret that to mean we; 
can further clarify this some time down the road and get a. 
better indication of what exactly we are going to be doing} 
with the latter part of the agenda. 

Mr Beer: But for sort of rough planning purposes, we, 
will take this as a tentative schedule, subject to discussion. | 

Mr Hope: I am listening to the conversations that are! 
taking place and the arguments that are being put forward.) 
By my calculations of what we will be hearing, I find there} 
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| s going to be way too much time spent here in Metropoli- 


ian Toronto. We are going to have a lot of free time. For 
he people of rural Ontario who are going to be impacted 
yy this, I think the committee better take a better look at 





_where they are asking these hearings to be held. It is very 


mportant. If you look at taking a total of 12 hours just for 


the professional groups, that leaves another 11 or 12 days to 
Jeal with the Metro Toronto area, and you are forgetting all 
about rural Ontario. I would just like to make that comment. 


The Chair: You have raised that on a previous 


decasion— 


Mr Hope: And I will keep raising it. 
The Chair: —and I am sure you will raise it again. It 


| iwill be duly noted by the members of the subcommittee. 


Do I have agreement to adopt the subcommittee’s re- 


port, with the proposed or discussed amendments? 


Report agreed to. 


The Chair: Now we have to deal with our budget. It 
has been circulated. Everyone has a copy. 


Mr Silipo: I am moving adoption. 
Motion agreed to. 


The Chair: I am informed that I need a final authority 
for the Chair to approve the advertisement copy that will 
be appearing in the local dailies. Do I have that authority, 
members of the committee? 


Mr Owens: As long as you do not put Mickey Mouse 
ears or something on the copy. 


The Chair: “Yours truly.” Agreed? 
Agreed to. 
The committee adjourned at 1655. 
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The committee met at 1008 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Consideration of Bill 43, the Regulated Health Profes- 
sions Act, 1991, and its companion legislation, Bills 44-64. 

Etude du projet de loi 43, Loi de 1991 sur les pro- 
fessions de la santé réglementées, et les projets de loi, 
44 a 64, qui l’accompagnent. 


_ The Chair: Good morning, everyone. I would like to 
welcome everyone to the standing committee on social 
development. We are going to be dealing with a package 
of legislation. The bill numbers are Bills 43 to 64 inclu- 
sive. I believe all members of the committee are here. 
There are a couple of housekeeping items that I would like 
to mention. 
The first is that every committee member has received 
a package of information. I understand that over the course 
of the hearings there will be a number of substitutions within 
‘the different caucuses. I would ask the whips of each of the 
‘caucuses to remind their members to pass the package on 
‘to the substituting members, because there will not be ad- 
ditional packages available for every new member of the 
‘committee. It is extremely important that the package of 
information gets passed on, so if all members could ensure 
‘that this is available for the person who will be substituting 
for them, that would be very, very helpful. 
This is the beginning of a series of meetings. I want to 
welcome the Minister of Health here this morning. Today is 
| the day for the Ministry of Health. One of the other house- 
i keeping items is around the availability of scheduled dates. 
\ The minister has informed the committee that she will not be 
_ available the week of September 16 for clause-by-clause 
discussion as had originally been anticipated, so we should 
“think about that time commitment. 


_ Hon Ms Lankin: Madam Chair, if I might speak to 
that point, I know that you have given some contemplation 
to having Mr Schwartz— 


|: The Chair: He is available on the 16th. 


‘’ Hon Ms Lankin: On the 16th. I certainly have no 

| objection to the committee proceeding with a date with Mr 
Schwartz, and then we could pick up in another appropri- 
late week on the clause-by-clause. I will make sure I have 
people here and available. I just personally will not be able 
to attend that. 


__ The Chair: One of the housekeeping items for the 
‘committee is to determine whether it would like to hear from 
‘Mr Schwartz on September 16 even though the minister 
! will be unavailable, as we had originally planned that week 
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for clause-by-clause. I have two heads nodding—three. Is 
it the consensus of the committee to invite Mr Schwartz to 
appear on September 16? Yes? Agreed? Any objections? 

We will advise the clerk to invite Mr Alan Schwartz to 
appear before the committee on September 16 for the day 
to make a submission and answer questions of committee 
members. We will then await the direction from the minister 
regarding timing for clause-by-clause discussions. Is that 
acceptable? 

Hon Ms Lankin: That is fine. I believe there was an 
alternative week that had been discussed and that is fine 
with our office. 


The Chair: Just a second, I want to confer with the clerk. 
For the information of the public, as well as those who have 
an interest in this package of legislation, the clerk has in- 
formed me that clause-by-clause will likely be dealt with 
once the House resumes in the fall, following September 23, 
on Mondays and Tuesdays through the fall session of the 
Legislature. I will direct the clerk to establish meeting dates 
and times in conjunction with the whips of the three 
caucuses, but that will be the assumption for clause-by-clause 
on these bills unless I hear any objection or direction from 
anyone. Agreed? 

Mr Beer: Agreed, Madam Chair. Just so I understand, 
we would probably then meet with the minister beginning 
the 23rd? The minister made reference to another set of 
dates for clause-by-clause. 


The Chair: That was the set of dates that had been 
discussed. Unless there is any change and unless otherwise 
notified, we will assume it will begin the week of the 23rd. 

This is, as I say, the first session. Are there any ques- 
tions or comments that any of the members of the committee 
would like to make regarding procedures? Certain decisions 
were taken by the committee, and I would just like to confirm 
at this time that normal procedures of standing committees 
plus the decisions taken by the full committee are clearly 
understood by everyone, and that it is the job of the Chair 
to see those procedures are enforced. We will begin. 


MINISTRY OF HEALTH 
Hon Ms Lankin: Good morning to the members of the 
committee. I will just take a moment to introduce Linda 
Bohnen and Alan Burrows from the ministry. They are much 
better versed on this legislation because they have had many 


-years of history in working on it and will be spending most 


of the day with you answering some of your questions. 

I want to take some time at the beginning, however, to 
talk about what our intent is with respect to this legislation: 
what we hope to accomplish by it and some of the draft 
amendments I will be submitting to you today to let you 
know where we think we may be going with some of the 
clauses. As well, I wanted to alert you to some of the areas 
that I expect you will hear some very strong representations 


S-233 


S-234 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


6 AUGUST 1991 | 





on and that I will ask you particularly to look at, because 
we are struggling ourselves within the ministry with what 
sorts of amendments we may be looking at for those areas. 
I truly hope to be guided by the work of this committee. 

I think it is important to note that we have arrived at a 
point in this legislative process where this legislation, the 
Regulated Health Professions Act, will get a fresh look. In 
the sense of the legislative agenda, it is the final look that 
this legislation will get before we go to third reading. 

As a package, it has been on a long road, and some- 
times it could be described as a bumpy road. It has been eight 
years that there has been an attempt to bring forward this 
package of legislation. We may all be taking part in a very 
historic moment when third reading happens, following 
that proclamation. I have to again, as I did during second 
reading, pay tribute to the Chair of your committee, who as 
a former Minister of Health spent a great deal of her time and 
energy shepherding this piece of legislation through for 
introduction. We are hopeful that this fall session will see 
it come to fruition. 

We believe that over the years, the Health Professions 
Legislation Review that took place and the recommenda- 
tions it has made have for the most part been maintained 
intact in the legislative packages that you will be looking 
at through the course of your hearings. We believe it still is 
open to amendment, however, in that over a long period of 
time a lot of people have had very strong representations 
to make about this legislation. Many people feel there are 
ways in which the intentions of the bill can be better 
achieved, or the underlying policy objectives of this legis- 
lation can be better achieved. I know the committee will 
have its work cut out for it in order to review all of those 
submissions and to make sense of the package as an entire 
entity. I think it is important that this balance be given in 
your approach as you look at it. 

There are people who will make submissions either to 
make known the opinions of professional or interest 
groups that they represent or to make known their own 
opinions as concerned consumers. You will have in front 
of you the task of conducting the public hearings, hearing 
from these presenters, and then reviewing the legislation 
clause by clause, taking into consideration all of the sub- 
missions you have heard. Finally, you will make your rec- 
ommendations for changes to the legislation for the 
Legislature to vote on. 

I am anxious to receive those recommendations that you 
will offer. At the ministry we are still considering proposed 
amendments and are developing others that we have in 
mind. I have with me today a number of draft amendments 
to the Regulated Health Professions Act and the Health 
Professions Procedural Code and the health professions 
acts, and I will ask you to consider them. I will distribute 
them to you later. These are proposed amendments that 
reflect our current thinking. I consider them to be subject 
to what is heard here at committee, so these are not being 
officially proposed as the official government amendments 
at this point in time. I look for your comments on those. 

We thought it important that you be aware of where 
our thinking is headed, and in particular that members of 
those interest groups out there, many of the professions 


themselves, be aware. Some of these amendments are in | 
areas that people have been lobbying for, and if we are 
thinking of going in that direction, we thought it fair that 
they have that knowledge before coming before the com- 
mittee in terms of using their scarce time to focus on the | 
areas where they think perhaps the ministry has not heard | 
their message. So we are hopeful that the proposed draft | 
amendments will be of assistance to you in your work and 
of assistance to the groups. 

There will, however, be professional groups who will 
continue to have concerns about legal and procedural pro- 
visions within the legislation. Others will have concerns | 
about things like scopes of practice and authorized acts. I 
am sure you will hear from some groups a desire to see the 
harm or basket clause reinserted into the legislation. I am 
not proposing that this be done at this point in time. We} 
believe the 13 controlled acts provide ample protection for 
consumers and we have not been convinced otherwise. 
However, those concerns will come forward and this is the 
place for those voices to be heard. That is the purpose for this} 
kind of a public forum. I look forward to your deliberations} 
on that point and others. | 

I am very pleased to say that the level of interest in 
making submissions to this committee on this legislation is 
very high. In most of the cities where the hearings will be 
conducted, Toronto, London, Ottawa, Thunder Bay and 
Sault Ste Marie, the response has been very gratifying, and 
in fact we are booked up completely in some areas, I think 
that speaks to the process you will be undertaking and to) 
the kind of interest there is in this package of legislation. | 

That is of course because this is, after all, public interest 
legislation. It is legislation that gives the public a louder and 
clearer voice than they have ever had in how the health care 
system operates. Public members will make up a larger pro- 
portion of the councils, sharing those duties with professional 
members. Their numbers will rise so that they comprise al- 
most one half of the council, up from a quarter or less that 
existed in the past. 
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The public will also have greater representation on dis- 
cipline committee panels. The Health Professions Regula- 
tory Advisory Council will be made up of people who are 
not health professionals. Its role will be to offer the minis- 
ter advice on proposals from the public, on changes to law 
governing health professions, on which other professions, 
should be regulated and on quality assurance programs. | 

This is also legislation that offers the public more pro- 
tection. In talking about public interest and public protection} 
it is one of the reasons that we hope you as a committee 
will be able to hear from health care consumers and heal 
the public’s reaction to this. That is a daunting task, be: 
cause as a group they are not as well organized as many 
other voices within our society. We hope there will be ar 
opportunity for you to hear from health care consumers 
and that you will take their concerns and their opinions 
into account in your deliberations. 

As a piece of legislation designed to protect, within the 
legislation you will see that there is protection in the form, 
of the 13 categories of controlled acts contained in the 
umbrella act. Only certain health care providers will be 
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able to perform these potentially hazardous acts and any 


| others performing the controlled acts could be fined. There 
| is protection in the form of quality assurance programs that 
. the various colleges will be asked to develop and under- 


take. Each college is to have these in place three years 


after the legislation is passed. 
| 


I think you will hear, as I did in meeting recently with 


‘representatives from InterHealth, that there are some con- 
cerns with respect to the development of quality assurance 
programs. It is not that there is any disagreement that it is 
| an excellent idea and that it is an appropriate role for the 
| colleges, but there is some concern that there be some 


consistency across colleges in terms of how these are de- 


| veloped and that there be some assistance from the minis- 


“try with respect to this. It is a message that I heard from 





| InterHealth and will be taking a look at. 


Each of the colleges will design its quality assurance 


| program to ensure that its members maintain their skills 
| and continue to learn what they need to know to provide 


safe care. Equally important with that, the program will 
address the provisions of effective and appropriate care. I 
think we have seen, as quality assurance becomes a major 
focus within the health care sector, the importance of that 
aspect of quality assurance programs. 

The RHPA will help create an environment of better 
understanding and trust between health care professionals 
_and the public. There will be trusts built not only as a result 
of health professions showing their desire to ensure quality 
care with things like the quality assurance programs that I 
just made mention of, but as a result as well of the 


» professions’ willingness to enter into a new and more open 
' partnership with the public. The new partnership I am re- 


_ferring to will be nurtured due to increased participation of 


| the public on college councils, and trust will also come as 


'consumers feel more confident in the complaints process, 


|, which will become more open and accessible. 


_ Consumers will be assured when they are made aware 
_that they have the right to complain. They will feel a greater 
sense of confidence as they see their rights honoured. This 
will come as they begin to see their complaints more often 
translated into investigations and as they see investigations 
“resulting i in action. 
This legislation also brings women closer to achieving 
equality in the health care system, in a system that has been 
, dominated by men. All of the seven new professions that 
‘are being regulated are predominantly female health care 
_ professions. They are audiologists, dietitians, medical lab- 
oratory technologists, midwives, occupational therapists, 
 tespiratory therapists and speech language pathologists. As 
well, dental hygienists are getting their own college. 
One of the dramatic changes represented by this legisla- 


dt 
tion is the choice women will have in how they want child- 


_birth conducted. This legislation rights a wrong that was 
committed in Ontario over 100 years ago. It was back in 
1 1865, to be exact, that the Ontario Legislature reversed a 
policy concerning childbirth, taking away the exemption 
that midwives had in the Medicine Act. Until 1865, mid- 
_wives were able to practise midwifery without a licence to 
_ practise medicine. The inclusion of midwives in this legis- 
_lation represents the effort of hundreds of individual 
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women and a smaller number of practising midwives who, 
through public education and lobbying and education of 
other health professionals, demonstrated the need for and 
the consumer demand for midwives. 

The RHPA rectifies the lack of input that women— in fact 
the entire public—have had in the system governing health 
care. We are hopeful this legislation will also help to simplify 
the process of making changes to our health care system. It 
is my hope that, with RHPA, future policy-making will be 
more flexible and more responsive to public concern. 

As I indicated, I am submitting to the committee today 
a number of draft amendments to the RHPA and the proce- 
dural code and the health professions acts. The changes I am 
proposing incorporate suggestions of the professions and 
their counsel. I am confident that we at the ministry, along 
with the legislative counsel who have responsibility for the 
language of the bills, have been able to find better lan- 
guage for many of the clauses of the legislation where 
there had been a lack of clarity. In some of those situations 
we are talking about minor housekeeping amendments to 
language. For example, there is an amendment that would 
make it clearer than it was under the previous wording that 
any controlled act may be delegated. This is coupled with 
a regulation that would authorize every college to make 
regulations governing the delegation and restricting which 
acts may be delegated and under what circumstances. 

We have also been able to rectify several omissions 
where wording in sections was not fully thought out. For 
example, there is also an amendment that would permit a 
discipline panel to exclude the public from part or all of a 
disciplinary hearing. However, a complainant and his or 
her representative could remain present at the discretion of 
the panel. I do not believe that these amendments will be 
perceived to be contentious. 

Proposals involving the increased public membership 
on councils to just under half that would set the exact 
numbers of professional and public members are being 
discussed with some of the professions, and those are not 
available in the package I will be submitting to you today. 
They will be ready before the clause-by-clause process, 
however, and again in those situations we are working 
closely with the professional groups in trying to arrive at a 
consensus and agreement about that structure before we 
table those amendments. I hope when you see those they 
will be ones that will reflect the spirit of the government’s 
desire to have increased public participation but will also 
come with the support of those professional bodies and 
will not be a contentious issue for the committee. 

There are a number of amendments to the scopes of 
practice and authorized acts in several of the health profes- 
sions acts. Those being released today concern what I be- 
lieve will be perceived as non-contentious matters. For 
example, one of the amendments is to the Medical Labora- 
tory Technology Act. It would authorize technologists to 
draw blood for testing. That is pretty straightforward. It 
was missed in the scope of practice and is something that 
the profession has made us aware of, and we are proposing 
in the draft set that it be rectified. Another would authorize 
midwives to draw blood from newborns, to catheterize 
women and to prescribe from a limited list of medications. 
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There are amendments we are considering that I think 
will be very helpful to hear the committee’s concerns and 
thoughts and recommendations on from your review of the 
legislation. For example, unregulated practitioners still have 
concerns about a diagnosis controlled act, as do some of the 
regulated professions, to which this act has not been au- 
thorized. This is a very challenging issue. The Chair smiles, 
and I know that she has struggled with this for some period 
of time in her time in the portfolio as Minister of Health, and 
the ministry continues to struggle with it, as do members 
of the various professions and the unregulated practitioners, 
trying to find a solution to that language that will meet 
people’s concerns. Clearly I am looking to you, to this 
committee, for help with the task of coming up with a 
diagnosis controlled act that, bottom line, provides adequate 
public protection without making it impossible for practi- 
tioners to communicate as fully as is desirable with patients. 

I know there are also concerns about the wording of 
the provisions restricting the use of titles to regulated pro- 
fessionals. I have heard from some of the professional 
groups about this, and I expect you will. It is an area that 
we are looking at how we could amend to satisfy those 
needs, where again, meeting the challenge of a bottom 
line, which is to help the public get sufficient and accurate 
information about the practitioners, both regulated and un- 
regulated, whom they seek to see. 
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In closing, I would like to tell the committee that I 
consider the RHPA to be living legislation, both in terms 
of the work you have ahead of you and, once passed and 
proclaimed, what we will continue to see through the pro- 
cess of the health professions advisory council reviewing 
the act or parts of it continuously. It is also our intention to 
have a full review of the legislation in five years’ time. 

For my part, I will be open to submissions made here 
at the standing committee, and I am also anxious to receive 
any recommendations the committee will offer. This legis- 
lation has been through eight years of development with a 
lot of time and effort on the part of members of all three 
parties and many ministers of Health, and I think that we 
are all in a truly non-partisan sense committed to seeing the 
best piece of legislation developed here for the protection 
of the public. I am very open to the kinds of suggestions 
that I know the committee will come forward with to try to 
improve the legislation. The bottom line is to try to balance 
all of the concerns you will hear with the main thrust of the 
legislation, which is to provide that kind of protection to 
the public that all of us believe is important. 

Last, I just want to inform the committee, with apologies, 
that I will not be able to attend all of the hearings you will be 
holding to hear the submissions at first hand, and it is with 
much regret, but as I hope many of you will understand, 
being in this new portfolio for only three months I am still 
filling many of my days with briefing sessions, getting up 
to speed on the ministry in many other program areas. I 
hope to try to balance that ongoing schedule with some 
attendance here during your hearings as well. 

I also hope that in a timely fashion I may have a parlia- 
mentary assistant appointed who will be of assistance to 
me in this as well. In the meantime, there will be members 


~ of the ministry staff and of my own personal staff who will 


be attending every day in order to keep me briefed and } 
informed of what is going on. I wish you well in your 
deliberations, and I thank you for your time this morning. 

As I indicated, Linda Bohnen and Alan Burrows are 
here from the ministry and will be able to spend much of 
the time today with you answering your specific questions | 
and leading you through a background explanation of the 
history of this and where we have arrived at with respect to | 
some of the sections and why we have arrived at that place 
in the controversial discussions that have gone on. 


The Chair: Thank you very much for the opening state- 
ment. Are there any questions of the minister at this point? 


Mr Beer: I think we are all a little overwhelmed at the 
paper that is flowing around all of the different acts. But I 
wonder if we might take advantage of your presence this 
morning to look at some of the principles that we should be 
guided by as we look at this legislation, because it seems 
to me that it becomes critical. You mentioned earlier the | 
whole notion of balance, and I think certainly in all of the | 
work Mr Schwartz has done and in the discussions we as | 
individuals have had with the different groups, both in the | 
last month or so and over the last number of years, we | 
recognize that we are trying to do a number of things here. | 

I would like to focus a little bit on principles and then 
ask you for some of your thoughts on a couple of specific 
points. You mentioned the question of the public interest 
and also the question of public protection. What kind of 
conflicts do you see that are inherent there as we look at} 
this legislation, and is it the view of the government that | 
when in doubt we should always try to go in terms of the} 
greater public interest? How do we view that balance, be-| 
cause clearly a number of the regulated professions will) 
express and indeed have expressed concerns from the per- 
spective, as they see it, of public protection. But if you) 
were looking at the principles, what are the ones you think) 
we should be focusing on in terms of how we look at this? 


Hon Ms Lankin: I think there are a number of parts to} 
the answer that I would like to touch on. / 
First of all, with respect to the fact that we are dealing} 
with health professions which are self-regulating, that is an/ 
important part of the balance to remember. At the same, 
time, we want to ensure that the public interest is held) 
high, both with respect to the purpose of the legislation! 
and also with respect to the ongoing self-regulation of| 
those professions. | 
Therefore, because of the enhanced role the public will 
play in the councils of the colleges, I think the education of 
the public members is a very important piece of this and 
one in which you may hear some concerns from the health! 
professions themselves. | 
Concerns have been raised about what it means to be 
self-regulating and about the balance needed between out-| 
side consumer public participation on those councils and 
the number of members from the professions themselves. 
Those concerns are where the issue of the public interests, 
and the balance come to the forefront. We are proposing an 
increase, aS you know, in the number of members of the 
public that participate there. | 
| 
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I think that is important. I think some of the colleges will 
have some very difficult issues to deal with. For example, 
the College of Physicians and Surgeons will have to deal 
with the task force on sexual abuse and some of the rec- 
ommendations that come forward there. There needs to be 
that kind of a balanced discussion that takes place within 
‘the college itself. I think the role of the public in those 
kinds of discussions on the council will be very valuable. 
The other thing I would say is that much of what I 
expect you will hear with respect to issues around scope of 
_ practice—and I think you will hear a lot about that—and 
| around some of the controlled acts has a lot to do with the 
relationship between professions. It is important for you to 
| look at that from a point of view of whether it truly has a 
"major impact on the public interest and on protection of 
"the public. 
_ I think that in the discussions for years during the re- 
| view, many of us individually have met with all sorts of 
| representatives of groups who can effectively make the 
| case for some nuance, some change in the scope of prac- 
tice as it has been proposed through the review and now 
| through the legislation. 
| My thoughts or my experience I guess to date has been 
‘that when you start to look at the changes in some areas, 
‘sometimes there is a counter point of view that you will 
| hear from other professional groups that it would affect. 
| Many times, the consumer is not front and centre in that 
discussion. I think the committee needs to look at that. 
There is a process for ongoing review through the ad- 
visory council and for a process for ongoing changes to the 
regulations and to the legislation. 
I truly believe that after so many years of having a 
‘review of these issues and of legislative development, we 
| need a period of time of experience with the legislation in 
order to be able to judge whether the review itself got all 
the individual scopes of practices exactly right. 
Again, I think there is a question of balance in there, 
vand if you are to look at moving parts and pieces of scopes 
of practice it would be, I would argue, most important if 
that were done with the public interest in mind as the 
reason and rationale as opposed to some of the competing 
interests between professional groups until we have had a 
chance to see it in practice and play out. 
Mr Beer: Just one thing, because it comes up in a lot 
of the material as well: When you refer to council and 
_ college—because I want to be clear—by council you are 
_ always referring to the advisory council— 


Hon Ms Lankin: No. 


Mr Beer: I see heads nodding, so can you just clarify? 
‘When you are talking about council, that can mean either 
_ the advisory council or what we have called in the past— 
: Hon Ms Lankin: I will ask Linda Bohnen to help me 
|| out with the technicalities of this, but the advisory council in 
{| and of itself is a separate body and within the colleges when 
;| we talk about appointments to the council of colleges, it is 


s like the executive ruling group of a college. 

(Ms Bohnen: That is correct. The council is like the 
K | board of directors of a college. We try to remember to say 
_ advisory council when we mean the advisory council. 









































Mr Beer: That comes up in a number of places and I 
know when we get into some more of the detail we want to 
be clear to what body you are referring. 

If I could go on from that, it seems as though if we try 
to identify the overarching issues—and you have referred in 
some ways to them in your introductory remarks—the ques- 
tion of diagnosis and assessment, and how we work through 
that, the question of the harm clause, the other question that 
has come up is that of ministers’ powers. 
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You or the government—it was the minister just prior 
to you—said there was not a need for a harm clause. I 
guess a year ago the previous government had said, “We 
will have the committee look at drafting a harm clause.” 
Could you share with us your views for in the end recom- 
mending that there simply was no need for one, because 
again that is one that has come up from a number of 
groups? I am sure they are going to be asking us, in some 
cases, to continue to leave it out or to put something in. 
What was your reading in terms of finally saying there 
should not be one? 


Hon Ms Lankin: As you are aware, when we tabled 
the legislation for first reading, the previous Minister of 
Health announced that we were in fact going to be drop- 
ping the concept of the harm clause or the basket clause. In 
all the deliberations around the balance between that and 
the controlled acts, and diagnosis as a controlled act in 
particular, it appeared to us that the actual 13 controlled 
acts are where the public would receive its protection from 
hazardous acts on behalf of professionals and on behalf of 
unregulated individuals being prohibited from performing 
those 13 controlled acts. It seemed to us as we looked at it 
that the addition of the harm clause or the basket clause— 
no matter which way you attempted to word it—really was 
ancillary to those 13 controlled acts and that they provided 
the basic protection. 

When we go through the presentation this morning, 
ministry staff can give you a bit more detail in terms of 
some of the wording that was looked at and why in discus- 
sions with many of the groups out there it was felt that the 
controlled acts sufficiently dealt with that issue. 


Mr Beer: As we go through this morning, are we 
going then to be dealing specifically with some of these? If 
so, I can hold back on my questions. 


Hon Ms Lankin: Some of them certainly will be ad- 
dressed, I think as I did in the presentation. The issue of 
diagnosis, certainly the issue of title protection, those sorts 
of things that are controversial, we know you will be hearing 
submissions on. We want to provide you with information 
to be able to assess those, as opposed to diagnose those 
presentations and make judgements on the information. 


Mr Beer: You are going to be providing further infor- 
mation. I just do not want to take up the committee’s time 
if we are in fact going to be going into each of these in a 
more specific way. I know other members may have ques- 
tions of a broader nature of the minister. If that is the case, 
I can hold and we can talk more specifically about the 
harm clause diagnosis and ministers’ powers. 


S-238 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


6 AUGUST 1991 





Hon Ms Lankin: In the presentation, we have not ac- 
tually planned on touching on the issue of ministers’ powers, 
but we can do now. I will ask Linda to do that. 

Mr Beer: What I was particularly interested in there 
again is just the rationale in terms of the change and what 
problems you anticipate or what questions have been 
raised around the ministers’ powers if this act were to go 
forward as it is. 


Hon Ms Lankin: We will make sure that we do that. 

Mr Callahan: I just want to inquire, as a result of 
these acts, will any of the specific groups be retired or put 
out to pasture? I notice that in Bill 45, it says in subsection 
3(2) “No person shall be added to the class of members 
called podiatrists after the 31st day of July, 1993.” Is that a 
limitation or is it simply saying that from that point on you 
will be chiropodists? 

Ms Bohnen: From that point on no one would be reg- 
istered and authorized to perform the additional controlled 
act and scope of practice of podiatry. But certainly from 
that point on individuals may be registered as chiropodists. 

Mr Callahan: What you are doing in effect is creating 
a specialized group that never again will be given that 
authority of podiatrist by shutting it off on July 31, 1993. 


Hon Ms Lankin: It is a grandfathering of a group of 
individuals in the system who had historically both felt 
empowered and able to perform certain duties, in some 
cases through the training and also through the nature of 
practice. The review itself, as it went through and looked 
at the balancing of this and the training that was required 
to perform those duties, felt that chiropody was the appro- 
priate place for that scope of practice to rest. I think the 
review and the development of the legislation under the 
previous minister really attempted to ensure that people 
who were in the system and had the skill and background 
of years of practice in performing these duties were pro- 
tected by being grandfathered. That was the intent there. 


Mr Callahan: So do I understand it correctly that po- 
diatrists perform a much broader scheme of practice than 
chiropodists do or will do under this legislation? 


Ms Bohnen: Typically, what a podiatrist does that a 
chiropodist does not do is surgery on the bone of the toe 
and the forefoot, the front part of the foot. Chiropodists do 
not do that. The decision to essentially grandfather but cap 
podiatrists who do perform this additional surgical function 
was negotiated by the review. It was consistent, I believe, 
with Ministry of Health policy during the late 1970s and 
1980s that foot care in Ontario should be provided by 
chiropodists who do not do surgery on the bones of the feet. 


Mr Callahan: I do not want to press this, but does that 
mean that the people who become chiropodists after this 
will not have the authority or the training to perform what 

podiatrists did pre-1993? 

Ms Bohnen: Chiropodists do not now perform bone 
surgery; podiatrists do it. Chiropodists do not do it today. 

Mr Callahan: So what happens if you are capping 
them or grandfathering them? You are in fact creating an 
exclusive class and you will have no more podiatrists, 
right? If that is the case then it is kind of like shutting off 


the licence plates for a taxi company. You make them very 
much more valuable. It is almost a revisiting of the QC 
issue, if you want, but does that not establish a special 
class or profession that perhaps is not desirable? It is going to 
force that type of work to be done by medical practitioners, 
which is going to be far more expensive for the health plan of | 
this province? 

Hon Ms Lankin: I think you will find through the 
course of the review that many difficult issues like this were 
taken on, a balancing of these sorts of competing interests 
that will come forward. That is something that, as we go 
through the presentation and as the committee hears from 
groups, I will ask you to look at: Did the review and did all 
of the processes that led up to that get these answers right? 

A lot of time and energy has been spent trying to answer 
some of these very difficult questions around scope of prac- 
tice and around opening up. In fact, we believe the regula- 
tion of some of these further groups opens up the provision 
of health care services to a broader range of professional 
groups as opposed to limiting it. The committee will have 
to look at whether in the case you actually raised that is the 
case or not. 
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Mr Callahan: I am only subbing on this committee) 
and I have not had a chance to look at the other acts, but} 
do any of the other acts that are before us grandfather a 
previous profession and its scope? On the other side of the| 
coin, I think you have already told us there are acts that 
enlarge the scope of various groups regulated by this legis-| 
lation. If that is the case, I would like to know. I am not} 
sure about the other members of the committee, but I 
would like to know, as we receive our briefing from the| 
ministry, if they could list those that limit or grandfather| 
and those that expand so we can take specific note of that 
in terms of addressing the issue. 


ie | 


Hon Ms Lankin: Yes, that is part of the briefing that is 
scheduled for today, this afternoon in particular. 

Just to go back to the previous issue, I wanted to make) 
note that the chair of the board of podiatrists and chiropodists/ 
apparently can speak very well to this particular issue. Her 
name is? 


Ms Bohnen: Dr Diana Schatz. 


Hon Ms Lankin: If she is not scheduled to come be-| 
fore the committee, she may be someone the committee) 
may wish to hear from if that issue becomes one you wish} 
to pursue. 


Mr J. Wilson: Thank you for your opening statement.| 
I know we are going to get into a lot of specifics during the| 
briefing, and I could continue on Mr Beer’s first line of 
questioning on the diagnosis clause. I will do that for a 
minute. I was going to skip that, but I will do it. I did not 
quite understand and I am trying to get a feel for it, be- 
cause I had a lot of groups, as all members have, that have 
met with us in the past months and weeks. It has been 
suggested by a number of groups that perhaps the clause) 
should have been scrapped altogether. Not being an expert! 
in this field at all, can you once again try and give us a feel 
for the direction you are going with that? 


| 
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_ Hon Ms Lankin: I will very briefly, and that will be 
(part of the detailed briefing you will receive today. In my 
‘comments I addressed what I as a legislator, the same as 
all of you as legislators, have heard from members of vari- 
ous groups out there. Most particularly the unregulated 
| practitioners have brought forward this concern, but not 
exclusively the unregulated practitioners. 

There is certainly a concern that whether diagnosis is a 
controlled act, by virtue of the definition of diagnosis, it 
will limit groups that are not regulated and authorized to 
perform this controlled act of diagnosis from doing what 
many of us would agree is very good and important work. 
That would be people like clergy, social workers and other 
groups that work with people in a human situation of look- 
ing at what problems people face and making an assess- 
“ment of those problems, communicating to people about 
that assessment and helping them determine a course of 
action they may follow. 

The line between what is an assessment and what is a 
diagnosis and what is communicating assessment and 





| communicating diagnosis has become very controversial 
and is one where we have not at this point in time been 


able to develop language that meets everybody’s concerns. 
On the counter side of that, if you were to eliminate it 
altogether, you will find members of those regulated pro- 


_ fessions who are authorized to perform that controlled act 


feeling that there would be great danger to the public and 
to public safety. 
It is very controversial and difficult and we truly do 


look for assistance from the committee. You will hear 
_ more detail on that in the detailed briefing. 


Mr J. Wilson: We were sent amendments on July 31. 
In those, I did not see any major changes to that clause. Do 
you have further amendments today on that? 


Hon Ms Lankin: No, what I will be tabling with you 


today is what I sent out for information in advance, the 


_ draft proposed amendments that reflect our thinking, and 
as I indicated in my opening remarks, that does not include 
_ amendments on some of the most controversial, like diag- 
"nosis and title protection. We do look to the committee for 


_ assistance after you have heard from members of various 


_ professional groups, but also members of the public, be- 
_ cause by and large they have been unheard thus far in the 
_ legislative development process. 





Mr J. Wilson: Thank you, that is helpful. I guess my 
final question or comment is that it seemed to me that in 
deliberations over this legislation with groups there was an 
awful lot of confusion. I know this legislation and the 
development of this legislation goes back what, nine, 10 
years or more? I was wondering if at some point you will 
have, or perhaps you have already, a communications plan. 


| When the committee’s deliberations are done and this is 
_ enacted as the law, I do not think it is sufficient in this case 


to just gazette the thing. 

I was wondering if the ministry has given any thought 
on how we are going to get the message out to people 
exactly what the rules are, because during the development 
of this there certainly was an enormous amount of confusion, 
and as amendments came forward they were not, I did not 
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feel, very well communicated in public. That is a problem, 
I understand, not just for the government, but mainly in 
this case because it is such complicated legislation and 
deals with so many acts. Do you have any thoughts on 
that? It has probably been an area of frustration for you. 


Hon Ms Lankin: Preliminary thoughts at this point in 
time—and again, if you have thoughts you would like to 
put forward, I am sure that would be helpful to us. For 
example, the ministry has been working on how groups 
that have no professional college get to the point of having 
a professional college, the kind of education program we 
will need to develop and assist with in regard to members 
of councils of colleges. That will include dealing with the 
role of being on a council of a college for those professionals 
as well as for members of the public. An ongoing public 
education for public members I think is really important. 

Additionally, I have just been advised that there is work 
going on in terms of developing a consumer brochure that 
will explain in some ways. There should have been copies 
of that available for you today that will help show you 
what that would look like. 

There will be much more than that planned and pulled 
together, but at this point—a lot of that work has gone on 
in the ministry. You will appreciate that this legislation was 
anticipated to be passed under the previous government, so 
there is much work that has been done. We will certainly 
make use of that and any other Se you 
may have. 


Mr Hope: I just have a couple of concerns. Thanks, first, 
Madam Minister, for coming this morning. You talked about 
amendments. The amendments are only ideas you have 
and you are looking for public input, through what we hear, 
comparing the amendments you are looking at plus what 
we hear in drawing up some type of long-term legislation. 
So what you are really doing is just giving us a sight of some 
of the concerns that you have been hearing from the gen- 
eral public and from those professionals to try to straighten 
up the legislation. Is that what you are trying to get across? 


Hon Ms Lankin: Yes. I will be circulating officially 
those draft proposed amendments today. I will also circulate 
copies of my opening remarks to you. Most of you have 
seen the draft amendments, and they are very detailed and 
technical, and I want to give some reference from my 
remarks about what is there and what is not there. 

I think it is important to keep in mind, with what we are 
tabling as draft amendments, three things: Some of those 
are what you could describe as housekeeping amendments, 
ie, clarification of wording and/or correction of wording that 
occurred in the legislative drafting before; some of them 
deal with issues around scope of practice where there were 
clear oversights and they are non-contentious in terms of 
bringing those forward, and some of them are procedural. 
None of them in any way deal with the very meaty conten- 
tious issues this committee will have to deal with in regard 
to the kinds of things like diagnoses and title protection 
that we have been talking about here. 

The reason for circulating them in advance is that, for 
some groups, those, although not controversial, were very 
important aspects of change that they felt it necessary to see. 
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We wanted to give people clear indication that on those 
they had been heard and to let people have an indication of 
where we were headed. We thought that was important 
both for the committee and for the groups coming forward, 
the presenters, so as not to waste a lot of time if that 
resolved problems. 

But overall I guess what I want to stress is that I truly 
do want to hear from the people who will be coming for- 
ward and making presentations and from the committee’s 
deliberations of those presentations. We are open to further 
amendments. 


Mr Hope: There are a couple of other comments I 
would like to make. I have had the distinct pleasure of 
meeting a lot of people all over this province, especially from 
rural Ontario, where I come from. They are looking at this 
legislation as being detrimental to the hospital costs. It will 
increase the costs of the hospitals. Especially with the nurses, 
one of their emphases is that rural Ontario hospitals may 
be experiencing more cost, as they see this legislation. 

The other thing they were concerned about was the 
transition period for this legislation into reality. They were 
concerned about the transition part of it. Is there a mecha- 
nism in place for the transition, and has the legislation 
given sight to those of rural Ontario that there is a certain 
need? We do not live in large urban centres like Toronto, 
Windsor or London. We live in smaller, rural settings in 
which we do not have the expertise. We have a hard 
enough time getting doctors to come to our area to live 
because of a different standard of living. 

These are some of the concerns they keep bringing 
across to me and I just want to air those concerns. I do not 
need an answer to them, but I think it is important that you 
hear some of the concerns they are telling me from rural 
Ontario: the additional costs of the hospital, getting doc- 
tors and providing less service in rural Ontario, which 
means we will have to travel more again to get services in 
either London or Windsor. I think they are important is- 
sues. We have to listen. Is the legislation going to really 
hurt rural Ontario as we see it coming through? 
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Hon Ms Lankin: I will certainly be interested to hear 
through the public hearings if that kind of submission 
comes forward and if the committee hears that there is a 
concern that needs to be addressed there. I would think 
that there is in fact an alternative way of looking at: it, 
which is to say that as more health professions are regu- 
lated and brought on stream with a self-governing struc- 
ture and a clear scope of practice in which people can 
access health care from different groups of providers as 
opposed to only the medical profession itself, it opens up 
the health care system and it makes it more accessible for 
_all Ontarians, rural and urban Ontarians. Let me say I do 
hope that if that is an issue and a concern, the committee 
will hear that and your recommendations will reflect that. 

With respect to the transitional issue, I spoke to that. 
We are certainly aware of the need to have transitional 
plans. Again, in the meeting with InterHealth last week 
this issue was raised. Groups will need help with respect to 
setting up colleges and getting those colleges going and we 


are looking at the establishment of some transitional teams 
working with those professions so that we can make it as 
smooth as possible. Before we have confirmation, we want 
to make sure there is a system in place in order for people 
to access a system that is working and viable at that date. 


Mrs Cunningham: Madam Minister, thank you for 
your presentation this morning. I was quickly enlightened 
to hear you say that draft amendments—and you empha- 
sized the word “draft”—are just that. That, for me, will be 
a very special experience, because I have sat on this com- 
mittee before, more recently through Bill 17, where there 
were very strong recommendations from the public and, in 
my view, we did not make the changes that were necessary. I 
think we will live to regret it. 

I think you are very sincere in saying that you are 
looking for some solutions to this problem around the di- 
agnosis issue, and I commend you for saying you are lis- 
tening, because I think it is a very serious problem for us. I 
think all of us would not be here if we did not support the 
system that was so important to our health care in this 
province, and that is a system of laymen and volunteers 
who provide a tremendous support. We do not want them, 
to be subject to litigation and fines in their work, and I 
think it is our responsibility to find a way around that. 

It is almost like “Smoking is dangerous to your 
health”—you know, the sign you put up in front of your 
door—and people come in and do it anyway. If people 
clearly understand that a child care worker is there to make 
recommendations, to make referrals—general practitioners | 
do the same thing, and we have to find a way to protect 
people who are there to help others. I do not think we have 
done it so far. I just wanted to put that on the record and 
commend you for your sincerity in listening. | 

The question I have of you is a time-frame question. 
There seem to be an awful lot of individuals. I am curious 
to see what they are going to tell us. There are more indi- 
viduals than professional groups and specialties coming 
before the committee. I am wondering, from your point of 
view, how you will treat their special presentations, be- 
cause my instinct is that you are going to hear a lot of 
things about health care from them and from their own 
experiences. Would you have any advice for the committee 
as to what we should be doing with that if it is either 
directly or maybe not directly related to this legislation? I 
am wondering what you plan to do with that. 


Hon Ms Lankin: That is a very good question. I think 
there probably will be a lot of instructive information that 
will come forward. I have not actually thought about that, 
and I think what I will do is take your question away with 
me under advisement in terms of how we could best make 
use of a lot of this information. Truly, I believe that I and 
other new legislators who form this committee may hear. 
things that we are hearing for the first time. For others, it 
may be a chance to hear it with a different focus of intensity, | 
coming from individuals and health care consumers. There 
should be good use made of that. I agree with that senti- 
ment and I will have to think through what that means and 
how we can do that. 








— 
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Mrs Cunningham: Just from my point of view, in my 
office in London I have heard a lot about title protection 
and certainly the powers of the minister. So I am expecting 
we will get a little bit of that. It has also been difficult for 


me to sort of plan that day in London. I do not know if the 


clerk has had very many calls, but we have had a tremen- 


_dous response in our own office. I have already looked at 


the list and know that four or five of the ones I would want 
you to hear from are not there. Either they have not called, 
or it is full or something. I certainly know I have had a 
tremendous response. . 

There is a hope, I think, that when people come before 
this committee and take the time to make a presentation, 
somebody is really going to listen to them. I was not par- 


ticularly pleased with the last bill—even with this govern- 
ment, I must say. I do hope we are going to be looking for 


solutions. I might warn you that it might take a little more 
time than we have given it. 
There has been so much leading up to it. The former 


“minister knows about that. She herself, I think, hoped that 


we would have come to some conclusions before now. All of 
us are in it together to make some legislation that is going 


.to be long-lasting, but I it may take a bit longer. I wanted 


to make that public, given the kinds of things I have heard 
from patients and health care consumers in London. 


Hon Ms Lankin: I am heartened to hear that there is 
that kind of expected participation from patients and health 
care consumers. It is one of the things we had hoped 
would happen during this process, because we feel there 
has not been a vehicle before these public hearings to have 
easy input from those groups. As I indicated, of course, 
they are not always the most well organized group, and it 
is hard to have ongoing, effective representation. So I am 
heartened to hear that. 

With respect to being open to amendments: There is 
absolutely no unwillingness to try and deal with some of 
the very real issues. However, as I indicated to you before, 
when you start to look at making moves in certain areas, 
the balance throughout the whole package of legislation 
that was arrived at—as you are all well aware from the 
very long process of the legislative review—starts to cre- 
ate problems in other areas that you need to address. 


So I ask the committee, when you look at proposing 


- amendments, to ensure in your own minds that they do not 
create an effect that will leave us in a problematic situa- 
tion, trying to deal with issues that compete with each 


other and trying to strike a balance, even though you are 
under the guidance of the Chair, who is probably the most 
experienced in this area. 


The Chair: Just for clarification for the committee, 


' Mrs Cunningham raised the issue of representations and 
time slots. The committee dealt with the amount of time 


available for meetings. For your information, the clerk has 


_ had an overwhelming response. The time slots are pretty 


much full. In London, in order to accommodate as many 


_ people as possible, the hearing hours have been set earlier 
in the morning and extended through the lunch-hour. 


The committee, as I said, discussed this, and the sub- 
committee spent quite a bit of time on it. The view was 
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that any groups that could not be heard would be placed on 
a waiting list, and that if there was time or cancellation, 
they would be slotted in. They would also be encouraged 
at any point through the process to submit their concerns 
in writing if there was insufficient time to hear everyone. 

The other thing the committee should note is that there 
have been several requests for changes in time slots. The 
clerk has undertaken, wherever possible, to accommodate 
them, but it is proving difficult because it would mean 
changing with somebody else and moving that around. 

I just wanted to make that point to the member who 
raised the issue of participation at these hearings. I would 
commend the clerk for the work that she has done to date 
in attempting to accommodate as many people as possible. 


Hon Ms Lankin: Madam Chair, if I may, I will leave 
at this point. 


The Chair: There is one further question. Mr Owens, 
and I believe Mr Beer, had one last question for the minister. 
We will try to have you out of here as quickly as possible. 


Hon Ms Lankin: Okay. 


Mr Owens: It is more of a quick comment and perhaps a 
bit redundant, but the remarks that Mr Hope raised with re- 
spect to the rural areas are, I think, quite valid. My experi- 
ence in the health care area is that what happens in Toronto 
after 5 o’clock is not necessarily what happens in Sault Ste 
Marie or some of the other smaller communities that we 
may hear from. 

I have a concern that the legislation may be a bit Toronto- 
centric in its focus. I certainly hope you will entertain 
amendments to widen areas around the scopes of practice 
and the diagnosis clause that will help widen the ability of 
practitioners in smaller communities to continue, as they 
have been doing until now. 


Mr Beer: Before the minister goes, I just want to be 
clear on one point. You have said you are interested in the 
recommendations we may come up with, and I respect 
what you have said. But I think it is important for us to be 
clear on the government’s intentions. I do not want to put 
words in your mouth, but let me phrase it this way. 

It is still the government’s policy that, unless there is 
some argument which you have not yet heard, there should 
not be a harm clause; and it is still the government’s pol- 
icy, unless you hear arguments to convince you otherwise, 
that the way in which the diagnosis clause is expressed in 
the legislation represents the closest balance that, in the 
government’s view, you can find. 

I say that because I think there is a difference here 
between saying, “Look, this is what we believe is the ap- 
propriate way to go,” and you yourself saying to us, 
“Look, as a minister who came in later, I have some per- 
sonal concerns about the harm clause and I would like to 
hear what you have to say.” I just want to be clear, as we 
go about our work, on the government’s policy. Have I 
expressed it correctly? 


Hon Ms Lankin: That is a fair question. I would say 
you have expressed it in part correctly. Let me try to build on 
that so that the committee does have a clear understanding 
of where we are coming from at this point. 
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With respect to the harm clause itself, at this time we 
believe that the 13 controlled acts do cover the necessary 
elements of public protection that we want to achieve with 
the legislation. We do know, however, that it is an area of 
interest and concern to a number of people and we will 
expect that you will hear representation. 

To this date I have not heard representations that have 
convinced me that we require a harm or a basket clause to 
be reinserted in the legislation. You may, and I am open to 
hearing that, but at this point it is not our intention to 
reinclude a harm clause. 5 

With respect to diagnosis as a controlled act, I think we 
are struggling to find the appropriate amendment to balance 
the concerns of those professions that believe strongly in the 
need for diagnosis as a controlled act and those groups that 
feel it will inhibit their ability to perform good human service 
work. I think there is a need either for greater understand- 
ing and clarity of what is there or for an amendment which 
can provide that sense of comfort to both groups. 

We have not yet been able to come up with an amend- 
ment that meets those concerns on both sides. We have 
worked with various groups in terms of possible wording. 
There have been a lot of amendments proposed and there 
have been some problems and nuances of problems with 
all of them. But we are still looking at that. I think it is an 
area in which, if we can receive some assistance, we 
would be open to amendments. 


Mr Beer: Briefly and finally, the decision to take out 
the harm clause, was that a ministerial decision or one 
taken by cabinet? 


Hon Ms Lankin: I think that is not an appropriate 
question, but I do not have enough experience to know 
whether I am on the borderline. Any legislation put for- 
ward is the government’s legislation. That is the approach I 
would take. 


The Chair: Minister, will you be available later today 
to answer further questions following the ministry’s briefing? 


Hon Ms Lankin: I can attempt to be available, if that 
is necessary. I can be reached through my office and I can 
attempt to reschedule other events. 


The committee recessed at 1116. 
1130 


The Chair: We have a presentation from the ministry. 
Ms Bohnen and Mr Burrows, proceed please. 


Mr Burrows: It is our pleasure to be here today to 
make a presentation on behalf of the Ministry of Health. 
On a personal note, I would like to say that as a bureaucrat 
who has been involved in this process for three years now 
and as a health professional myself, it is a double pleasure. 

I should explain just briefly what our branch does. The 
professional relations branch is essentially responsible for 
liaison with the health professions. Its primary task right 
now is providing bureaucratic support to this legislative 
process. Working with us is Linda Bohnen, who is counsel. 
We have the distinct pleasure of having in Linda not only 
an excellent legal mind but a repository of knowledge 
about the review, since Linda also served with the Health 


Professions Legislation Review before coming to work on 
contract with the ministry on this project. 

What we would like to do today is to take you on 
somewhat of a history lesson. I would like to talk about the 
Health Professions Legislation Review. Since six years 
were spent on this, we felt it worth spending some time, 
because many of the issues that will come to the commit- 
tee are issues that really have been in discussion between 
the review team, the ministry, consumer and provider 
groups for many years. 

After that, Linda is going to talk about the outline of 
the regulatory model that is contained in the legislation. 
She will also touch upon how a balance has been struck 
with respect to each profession’s particular interests. Then 
we would like to talk about specific issues, such as the 
diagnosis and harm clause. At the end of that time there 
will be plenty of time, we hope, for questions and answers. 
In the little break we just had there were obviously a few 
hot topics on people’s minds, so we will be prepared to 
answer any questions you might have as best we can. 

You should each have a copy of a binder. The title page 
under tab A reads, Briefing—Standing Committee on Social 
Development. We will be going through this in relatively the 
same order it is presented, so if you want to follow along, I 
will try and remember as we go along to name each tab that 
is the relevant document to what we are speaking about. 

Before beginning, however, I think it is worth spending 
just a minute or two on the context, because the context 
under which the Health Professions Legislation Review 
took place, from 1982 until the end of 1988, really has not 
changed. We currently have a system which has a frag- 
mented regulatory framework for the regulation of self- 
governing health professionals. The legislation is largely 
outmoded; it dates back to 1925. There are no quality as- 
surance programs inherent, with one minor exception, in 
the existing legislation. There is a lack of protection for 
individual patients and individual registrants of the various 
professions and structurally there are problems. For exam- 
ple, one of the reasons the Health Disciplines Act has not 
been amended is because it was a very difficult thing to do 
with all of the profession-specific material in the body of 
one statute. It meant that to open up that statute, legislators 
would have been faced with the problem of trying to re- 
solve competing interests at the time. That structure, of 
course, remains today. 





Also, there was a need to incorporate new professions. - 


Things change. There are new technologies, some of which 
are potentially harmful. Professions were bringing forward 


their own suggestions for regulation. There was a lack of a 


meaningful process to deal with all of these issues. 


We have heard about the powers of the Minister of 


Health. There is a public expectation of government that 
when something goes wrong, when a patient is abused or 


misused, somehow the government can in some way influ- © 


ence that, particularly where there is a general trend affecting _ 


society. The bottom line is the need to protect the public 
from harm. 


That context, which existed at the time of establishing © 
the review, really still exists, because the legislation has — 


not been updated or changed or given a new framework or 
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_ new public involvement. That leads us to why we are all 


here today. 
With that kind of contextual statement, I will turn to 
tab B, which is the mandate of the Health Professions 


_ Legislation Review. 


In November 1982, the then Minister of Health, Larry 
Grossman, announced the creation of the Health Professions 
Legislation Review with a particular mandate to make rec- 
ommendations to the Minister of Health with respect to 


_ which health professions should be regulated, to update 








and reform the Health Disciplines Act, to devise a new 
structure for all legislation governing the health professions 
and to settle outstanding issues involving several profes- 
sions. Colloquially, those things are called turf disputes. 

I mentioned the various pressures that were on for 


_ change. They are listed in this. I will not repeat them. 
_ Suffice it to say that those pressures still exist today. 


Turning to tab C, this highlights the stages of the con- 
sultative process undertaken by the review team. The review 
team was headed by Alan Schwartz, a Toronto lawyer. It 
consisted of Mr Schwartz, a very small support team and a 
consulting firm. The technique that was used was a series 


of questions, going out and working with the groups in- 


volved, those professions and consumer interest groups 
who were involved in a review. 

You will see the first page in tab C lists 20 communica- 
tions from the review. I will not go through them individually, 


_ but they started with inviting participants, working through 


such things as who should and should not be regulated and, 
towards the end, dealing with actual legal and procedural 
proposals and the scope of practice and title protection issues, 


_ those things of specific interest to individual professions. 


If you look at the next section under this tab, it lists the 


| participants and others in contact with the review. Some 
_ 300 groups and individuals were involved in the review 
_ process over its six years. They range from unregulated to 


regulated groups and those which sought regulation, con- 


sumer groups and many individuals. 


As I pointed out, the review team went out with a series 


of communications to the interest groups, asking questions, 
asking for responses, and then refined those responses over a 


period of time, asking more and more specific questions to 
the point where basically the questions had been answered 
and recommendations could be made to the government. 
That brings us to tab D, which are decision points during 
the process. In this section we have government announce- 
ments. I will hit the highlights on those to refresh everyone’s 


memory, and then we would like to spend significant time on. 


the criteria for self-regulation, the professions to be regulated, 


' the criteria for controlled acts and a little bit about title 
_ protection. Then Linda will take over. 


If we look at the specific announcements, I would like 
to point out one thing. While the review was going on, it 
was totally at arm’s length from the government and there 
was no parallel process in the Ministry of Health. There 
was one person who, if the review team had bills that 
needed to be paid, made sure that took place. Also from 
time to time, when the review was ready to finish one 
phase of its endeavours, and go forward, it needed some 
policy direction. The individual in the ministry at that 





time—Paul Gardner was his name and he deserves, I 
think, a lot of credit for the six years of work he put in in 
support of the review team—brought those things forward 
and sought the necessary direction and then was able to 
convey that back to the review team, which allowed it to 
get on to the next phase of work. 


1140 

If you look at the government announcements, they 
start with one in November 1982. It mentions Mr Gross- 
man. It simply says that each profession would be asked to 
participate in the development of legislation for its own 
profession under the aegis of an independent review. 

Flipping the page, we see that the next announcement 
came in August 1983. This was made by Keith Norton, the 
minister of the day, and it announced that the review team 
would be headed by Alan Schwartz and he would be sup- 
ported by the Canada Consulting Group in the endeavour. 

Flipping the page again, we find another announce- 
ment. This is dated January 1986. This was made by the 
Minister of Health, Murray Elston, and announces the 
midwifery task force being created. The task force was 
struck to establish and to recommend to Mr Elston and to 
the Minister of Colleges and Universities a framework for 
how midwifery should be practised in Ontario and how an 
educational program could be developed and imple- 
mented. It was chaired by Toronto lawyer Mary Eberts and 
was asked to address the issues of training for midwives, 
professional requirements, scope and standards of practice, 
governance of the profession, location of practice, patient 
access, hospital status and whether midwives should oper- 
ate as independent practitioners or as part of an organized 
service. The task force was undertaking its initiative at the 
time the review itself was going on. 

Then in April 1986 there was another announcement by 
Mr Elston, the minister of the day. Mr Elston announced 25 
health care professions which would be included in a new 
provincial regulatory system to replace existing legislation. 
He announced that seven professions would become regu- 
lated for the first time. When we use the term “regulated” 
in this context, we are talking about self-governance. The 
professions would be audiology, dietetics, medical labora- 
tory technology, occupational therapy, respiratory technology, 
speech-language pathology and midwifery. 

At the same time Mr Elston made this announcement, 
he also talked about the things that were going on in the 
review at the time and he pointed out that the review team 
was again trying to answer the questions: is regulation by 
the Minister of Health appropriate, is regulation necessary, 
is regulation possible and is regulation feasible? 

He listed those professions that would continue to be 
regulated. He named chiropody, chiropractic, dental hygiene, 
dental technicianry, dentistry, denture therapy, massage 
therapy, nursing, ophthalmic dispensing, optometry, osteopa- 
thy, pharmacy, medicine, physiotherapy, podiatry, psychol- 
ogy and radiological technology. 

He also made reference to a group which is currently 
regulated, naturopathy, pointing out that in the opinion of 
the review team it did not meet the criteria for continued 
regulation. He also mentioned that the review team would 
move to the second phase of the legislative review, which 
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would attempt to define the scope of practice of the vari- 
ous health professions and address other issues that arose 
from the decision to regulate. 

Slightly later, in March 1987, Mr Elston made another 
announcement. This one concerned the professions of den- 
tal hygiene and nursing. He indicated that a decision had 
been made that dental hygienists would have their own 
governing body under the new scheme and the College of 
Nurses of Ontario would continue to regulate both regis- 
tered nursing assistants and registered nurses. In his state- 
ment he pointed out that there were significant differences 
between registered nursing assistants, for example, and 
dental hygienists to justify different regulatory structures. I 
think you will probably hear something further about these 
issues as we get into specifics. 

Then, on May 7, 1987, Mr Elston made another an- 
nouncement, which was that the Health Professions Legis- 
lation Review had been instructed to develop legislation 
that would, in most cases, open hearings involving self- 
governing bodies for the health professions to public scru- 
tiny. The principle of accountability was mentioned as a 
fundamental principle to be observed. The notion was that 
by making the process more open, the professions would 
be more accountable in the public eye. At that point, Mr 
Elston also referred to proposals to open the activities of 
governing bodies to the public which had been made by 
the review team in a document prepared in October 1986 
for circulation to the interested parties. 

Before continuing, I just point out here that this is 
some of the documentation assembled by the review team. 
It is pretty weighty and we obviously did not copy every- 
one in on this. If we had brought everything it would have 
filled a truck, literally, when the review team finished its 
work. My branch became responsible for implementing 
bureaucratic support and trying to develop draft legislation 
for the government. We inherited the review team’s files 
and they literally did fill a truck. I would point out that the 
public documents from that exercise have all been placed 
in the Ministry of Health’s library and are available to one 
and all, so much of this documentation is readily available 
to the public. 

It covers a wide range of things. There is a survey of 
health professional legislation in other jurisdictions. For 
example, there is Working Out the Details, a workshop 
that was held with participating groups. There are some 
famous publications here, red books and green books 
which are well known to the participants in the review. 
This was the kind of material that was sent out, along with 
that list of correspondence that I pointed out earlier, elicit- 
ing specific feedback from the participants to the review 
on a specific set of proposals. There is a wide range of 
other documentation as well. I just wanted to point out that 
the review team did spend an awful lot of time thoroughly 
looking at various aspects. 

By the end of 1988 the review team was able to make 
its final recommendations to the Minister of Health at that 
time, who is the chair of this committee. It came in the 
form of a report called Striking a New Balance: A Blue- 
print for the Regulation of Ontario’s Health Professions. It 
was in the form of draft legislation, because that is what 


' the review was asked to do. However, it was made very 


clear, when the minister tabled legislation on January 26, 
1989, that these were simply proposals from the review team 
and were the result of six years of work. In this document, 
in addition to the specific draft legislation there was an 
introductory portion. On the left-hand side of each page 
was some explanation for the rationale for the changes that 
were being recommended by the review team. 

Then, as I said, on January 26, 1989, Minister Caplan 
introduced and tabled the report of the review in the Legis- 
lature. Some things are worth quoting from that statement: 
“<Protection of the public will be the primary objective of 
any legislation I introduce,’” she said. “More than 200 
groups involving approximately 75 health professions 
have already participated in the consultative process.... 
More than 7,000 pages of submissions were received and 
the review published eight major discussion papers.” 

Then on June 6, 1990, the next statement in the folder 
appears and it is the actual introduction of legislation 
based on the recommendations of the review. Prior to this 


introduction you will recall that I said there was no parallel - 


process within the ministry. When the receipt of the report 
occurred we put in place a bureaucratic process by which 
virtually anyone who wished to comment on these recom- 


mendations was heard. Over the course of the next year. 


and a half or so Linda and I had some 350 meetings with 
individual professional groups, be they the governing body 
or the voluntary association, individual practitioners, con- 
sumer groups, individual consumers. I do not think we 
could even count up the number of telephone calls we 
answered and the number of letters, but it was certainly 
very sizeable. 

As a result of that we were able to provide assistance 
to the government of the day. The government of the day 
also had a political-level process whereby the chair of this 
committee had over 60 meetings with professional gov- 
erning bodies and voluntary associations and major con- 
sumer groups to hear at first hand their feedback on the 
recommendations. 

The result of all that was a distillation of all this feed- 
back and the government was in a position to make some 
decisions about the actual content of legislation proceeded 
with the legislation and the next statement in your package, 
still under tab D, is the statement of the minister, Mrs Caplan, 
on June 6, 1990, on first reading. 

In that statement there were a couple of things that 
were announced. She mentioned that quality assurance re- 
quirements had been incorporated into the package. She 
also talked about the basket clause, or the harm clause, 
which we heard about earlier, subsection 27(4), and the 
fact that it had been removed. It was the intention of the 
government of the day to introduce wording for a new 
clause. That was mentioned. She talked about an exemp- 


tion through regulations for attendant care to assist people — 


who were perhaps less fortunate to receive assistance with 
the activities of daily living. 
1150 

She also talked about naturopathy, making the announce- 
ment that while the question of naturopathy remained un- 


resolved, it was the intention of the government to not | 








with the transition to the new scheme. 
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scope of practice of the profession to the Health Profes- 


_ sions Regulatory Advisory Council, which is to be created 


if this legislation is passed. 
She also announced that there would be an interim 
Health Professions Regulatory Advisory Council to assist 


The next announcement was on April 2, 1991. The 


_ minister of the day, Evelyn Gigantes, retabled legislation 
_ not a great deal different from what had been submitted to 
_ the Legislature by the previous government, again talking 


about the tremendous amount of work that had gone into 
the preparation of the legislation based on the review’s 


_ recommendations, with no fundamental deviation from the 
_ recommendations of the review team. 


In the course of that presentation, Ms Gigantes an- 


nounced that the government intended to bring forward 
amendments to increase public membership to just under 


half on the governing bodies, and also to double the num- 
ber of public members, or non-professional members, on 
discipline committee panels within the colleges from one 


| to two. She referred to the basket or harm clause and stated 


that the government did not intend to include it in the 


_ legislation, that the government was convinced that the 
controlled acts provided ample protection, based on the 


evidence it had heard to date. 

In that announcement there was also mention made 
with respect to naturopathy, that it would continue to be 
regulated under the Drugless Practitioners Act, and that the 
question of the profession’s scope of practice would be 
referred to the health professions advisory council. I must 
correct a mistake I made. In the earlier announcement the 
previous government had stated that the matter of their 
continued regulation would be forwarded to the council 
and, in the most recent statement on first reading, the ques- 
tion of the scope of practice would be referred to the advi- 
sory council. 

Also, reference was made to amendments or exemp- 


tions for personal care attendants and for acupuncture. 


These would exempt those activities from the controlled 
acts scheme, essentially putting them in the public domain. 
Ms Gigantes said that she would direct the advisory 


council to conduct a review of the operation of the legisla- 
tion to take place five years after it came into force. 


The last announcement in tab D is notes for a presenta- 
tion made by the current minister, Frances Lankin. Ms 
Lankin referred to those particular comments earlier this 
morning, so I certainly will not repeat them. 

The next section in the briefing book is section E, and 
these are the criteria for self-regulation. We thought it 


would be valuable to spend a little bit of time on this, 


because these are the criteria that were developed in con- 
sultation with the participants in the review. I am going to 
paraphrase here, but essentially and simplistically, the re- 
view team said: “What are the rules by which you would 
like to be judged yourself? What is fair? What is equita- 
ble?” I think it is safe to say that there was not unanimity, 
but there was consensus that these were fair rules. They 
are the rules by which the review looked at this massive 
input it had received, so that halfway through its six years 


it could make specific recommendations about who should 
and should not be regulated. It applied these criteria to the 
submissions that had been received. 

The first criterion is “Relevance to Minister of Health: 
A substantial portion of the profession’s members are not 
engaged in activities under the jurisdiction of another min- 
istry and the primary objective of the treatments they per- 
form must be the promotion or restoration of health.” So 
the profession had to be relevant to the Minister of Health 
to be self-regulated under a health framework. 

The second criterion that the review team applied was 
“Risk of Harm: A substantial risk of physical or emotional 
harm to individual patients arises in the practice of the 
profession.” It is also worth noting that in its final report, 
the review team stated that the bottom line essentially was 
number two, that the purpose of regulation was to protect 
individuals from harm, not to provide protection for status 
or monopolies or image. 

The third criterion is “Sufficiency of Supervision,” and 
the criterion is, “A significant number of the members of this 
profession do not have the quality of their performance 
monitored effectively either by supervisors in regulated 
institutions, by supervisors who are themselves regulated 
professionals, or by regulated professionals who prescribe 
this profession’s services.” In other words, there was no 
alternative regulatory system for one that was affected. 

Number four takes that idea somewhat further to the 
existing framework and other things that could be considered, 
and that is the existence of alternative regulatory mecha- 
nisms. The criterion is, “The profession is not already reg- 
ulated effectively or will not soon be regulated effectively 
under an alternative regulatory mechanism.” When we get 
into specific issues, and in some cases profession-specific 
issues, you will find there are controls on certain hazardous 
activities under other statutes than the governance for the 
health professions in that specific legislation. 

The fifth criterion was “Body of Knowledge.” This too 
is another very important criterion and led to a number of 
significant decisions by the review team. This criterion states, 
“The members of this profession must call upon a distinc- 
tive, systematic body of knowledge in assessing or treating 
their patients, and the core activities they perform must 
constitute a clear, integrated and broadly accepted whole.” 
We talked about naturopathy a little bit, and it was this 
criterion that was the most problematic for the review team 
during its hearings, because the information brought forward 
to the review by the profession did not allow the review team 
to make a clear decision in this area with respect to their 
saying without reservation that they have an absolutely 
clear, integrated and broadly accepted whole in terms of 
their practice and a distinctive body of knowledge. 

Subsequent to the review, the profession brought for- 
ward additional information and presented it in a different 
way, which persuaded two successive governments to de- 
viate from the review’s recommendation in this regard. 
But the core of a profession is its body of knowledge, and 
without a significant body of knowledge, one can ask the 
question, how could a profession develop standards of 
practice, how can it govern itself if it does not have a body 
of knowledge that is unique to that group? If it is not 
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unique to that group, then maybe it should be governed 
somewhere else. 

The sixth criterion dealt with educational requirements 
for entry to practice, and it stated, “To enter the practice of 
this profession, the practitioner must be required to obtain 
a diploma or degree from a recognized Canadian educa- 
tional institution.” . 

The seventh criterion was the leadership’s ability—that is 
the leadership of the profession—to favour the public inter- 
est. The criterion reads, “The profession’s leadership has 
shown that it is able to distinguish between the public interest 
and the profession’s self-interest and in self-regulating, will 
favour the former over the latter.” 

The eighth criterion is “Likelihood of Compliance.” 
The criterion reads, “There is enough willingness among 
the members of this profession to acquiesce, at least, to 
self-regulation that widespread compliance is likely.” 

The ninth criterion was “Sufficiency of Membership 
Size and Willingness to Contribute: The practitioners of 
the profession are sufficiently numerous to staff all com- 
mittees of a governing body with committed members and 
are willing to accept the full costs of self-regulation. At the 
same time, the profession must be able to maintain a sepa- 
rate professional association.” 

The review team applied these criteria, and the next 
piece of paper under tab E is the first cut. Some 75 groups 
sought self-regulation before the review, and by applying 
these criteria the first cut resulted in— I think there are 39 
here. These were basically professions that met a substan- 
tial number of the criteria, but where there were remaining 
questions that needed to be asked. The review team was 
able to go forward with this list. 

The ones that were dropped from the list did not meet 
sufficient criteria, in the opinion of the review team, to 
warrant continuing in the process. 


The Chair: It is important for the committee to note 
that it is 12 o’clock noon. Is it the wish of the committee to 
adjourn now until 2 o’clock or continue on to a certain 
point in this presentation today? Any direction? 

Interjection. 

The Chair: The presentation is going on all day. You 
want to complete to the end of section E? 

Ms Haeck: That is right. 

The Chair: Agreed? Okay. 


Mr Burrows: Finishing off section E, there are a num- 
ber of pages, and these are here; for example, the identities 
of the various groups we felt were not that important. 
These are working papers from the review. It will give you 
some indication of the way the review team went through 
this information that had been brought to it and applied the 
various criteria. 

If you look at the first page, for example, at the bottom 
of the page that says number nine and the topic—the crite- 
rion they are looking at is numbers—it says that the pro- 
fession they were looking at argued that a “history of 
self-regulation proves their ability in spite of low num- 
bers.” But the review team concluded that it could not 
believe that this group “alone, or in combination with” 
another group “currently have enough members to be fully 
self-regulating,” that they could not staff the committees, 
their responsibilities, complaints and discipline and so 
forth, or fund self-regulation. 


I will not go through the other pages, but these are | 


other examples of the review team looking at how these 
groups did or did not meet these nine criteria. For example, 
the second page, looking at risk of harm, the statement is 
made that the review accepts the argument that group such- 
and-such “may pose a risk of harm.” It talks about some of 
the things they do and some of the techniques this particular 
group is involved in—a large amount of detail. Again, the 
information is essentially coming from the professions 
themselves in response to questions, constantly refined 
questions, constantly more detailed answers, and then in the 


end these criteria are applied and the review makes a set of 


recommendations based on the application of those criteria. 
That brings us to the end of tab E. I guess it is the wish 
of the committee we stop there and continue after lunch. 


The Chair: Is it the wish of the committee to ask any 
questions prior to breaking for lunch on what we have 
heard up to the end of section E, or do you want to hold 
that until we come back after the lunch break? 


Mr J. Wilson: Hold. 


The Chair: Hold? We will adjourn now until 2 o’clock 
and reconvene. We will, as far as procedure is concerned, 
determine at that point when we want to be able to ask 
questions of Mr Burrows, at which point in his presentation. 


The committee recessed at 1203. 
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AFTERNOON SITTING 


The committee resumed at 1408. 


The Chair: Are we ready to begin? The committee is 
now in session. With agreement, as all three whips are 
here—it has been standard convention at these committees 
to begin at the appointed hour or as soon as there is one 
representative from each of the caucuses present to consti- 
tute a quorum. Is that acceptable? Thank you very much. 

We left off at the end of section E, and there was going 
to be some discussion about at what point the committee 
wanted to be able to ask questions. If it is acceptable to all 
the committee members, please signal me if you have a 
question and just let me know whether you want to ask it 
immediately, if something that Mr Burrows or Ms Bohnen 
says provokes you. If not, I will hold it until they finish the 
next tab, if that is acceptable. 

Mr Burrows: We are starting again at section F, tab F. 
This is simply a list of those professions that are proposed 
for regulation. Once again I would remind you that when 


| we use the term “regulation,” we are talking about self- 


governance. 
Each of these professions, if it is regulated, relates to a 
specific piece of legislation that governs it. I will not go 


through the whole list, but as an example, looking at the 


first, audiologists are not currently regulated. You will re- 
call that is one of the lists I read out earlier. That basic list 
of who would and would not be regulated has not really 
changed since the review’s recommendations, with the ex- 
ception of naturopathy, which I mentioned earlier as well. 
As you go down the list, you will see that chiropodists 


have the Chiropody Act, which dates from 1944. The chi- 


ropractors are under the Drugless Practitioners Act, dental 
technicians under the Dental Technicians Act, dental hy- 


- gienists under the Health Disciplines Act, dentists under 


the Health Disciplines Act, denture therapists under the 


Denture Therapists Act, etc. There are eight separate 
_ pieces of health professions legislation. Again, that is one 


of the reasons the review was called, because it is all over 
the map in terms of its age, its composition, and different 
sets of rules for different groups of health professions. 


_ That in itself has created kind of hierarchy over the years, 


which is one of the things the review attempted to try to 
eliminate through its recommendations. 

If we look at tab G, this is another list of criteria, which 
is very important. This was used by the review team to 
look at the controlled acts, the so-called licensed acts. 
Linda will be talking at some length about the scope-of- 
practice models, so I will not dwell on that other than to 
remind you that the basic scope of practice as contained in 
this set of bills would base registration for each of the 
health professions on a different model. The only thing 
that would be licensed or controlled would be a set of 
potentially hazardous activities. 

In deciding what should be on that list, the review team 
proposed some specific ideas, and those ideas were again 
based upon the application of a set of principles to the 
material at hand. So there is some material here from the 
review itself. At various times during the process, the re- 


view brought forward for policy direction various options, 
and some of the material in this brochure comes from 
those presentations. You will note, for example, that at the 
bottom of the page, the first item under this section, it says, 
“Health Professions Legislation Review.” Anywhere you 
see that, you will know it is one of the review’s original 
briefing documents. 

The first such page is headed “Listing licensed acts 
will establish clearer limits on the exclusive practice of 
regulated health professions.” These are the review’s opin- 
ions, I would remind you, as opposed to legislation, but 
they are worth repeating. 


The review team said that “licensing acts will reflect 
current practice of governing bodies to enforce their broad 
licensure provisions selectively, generally focusing on spe- 
cific acts.” It went on to say that “articulating licensed acts 
will provide better definition of the border between exclu- 
sive and non-exclusive practice.” 

Then they made three points: the first one, that “gov- 
eming bodies will be better able to enforce their licence 
provisions against unregulated practitioners”; second, “the 
courts will have better guidance when determining the ex- 
tent of professional monopoly”; and third, “unregulated 
practitioners and regulated practitioners without explicit 
authorization to perform certain licensed procedures will 
better understand the limits of their own practice.” 

They continue by saying that “licensing specific acts 
will allow increased flexibility to share exclusive acts be- 
tween professions with fewer turf battles because the act 
will be explicitly recognized with each profession’s scope 
of practice.” 

The last point on this page is an important one in terms 
of public policy. It says that “governing bodies will be 
encouraged to promulgate standards of practice for each 
licensed act which may restrict the performance of the act 
to specially qualified members.” 

The tests or the criteria that were applied to determine 
whether an act or an area of practice should be licensed are 
on the next page. It is again worth looking at each one. 

The first point is that “the nature and extent of harm 
either inherent in the act or when the act is applied to 
select populations must be significant.” So the first crite- 
rion was relevant to the significance of the risk of harm. 

The second test as to whether the act should be li- 
censed is that “licensing acts must be a more appropriate 
response than institutional or other controls.” 

Third, “the act must be practised without direct super- 
vision or supervision exercised through institutional proto- 
cols,” such as, for example, the rules that might apply in a 
hospital. 

Fourth, “the prohibition imposed from licensure must 
be enforceable.” One of the criteria the review team used 
was that you cannot just have an act or a control; it has to 
be realistically enforceable. 

Fifth, “practitioners must be adequately trained in cur- 
rent educational programs to perform the act.” 
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Sixth, “prohibitive costs or unreasonable rigidities in the 
system should not be imposed on the health care system.” 

The next page is a working document. This is a list of 
the proposed licensed or controlled acts at one point during 
the review process. It is quite different from the final list 
and is here only to serve as an example to show you that 
this list did evolve as information came forward and as the 
criteria or tests were applied. 

Section H is the actual list of controlled acts. Again, I 
will not repeat each and every one of these, but I will use a 
couple as examples. Most of them are very concrete; they 
deal with specific activities. Number three, for example, is 
“setting or casting a fracture of a bone or a dislocation of a 
joint”’—straightforward. 

But if you look at number one, this is a cognitive act 
and, essentially, this is the legislation’s attempt to capture 
the notion of a traditional kind of medical diagnosis. It 
reads as follows: “Communicating to the individual or his 
or her personal representative a conclusion identifying a 
disease, disorder or dysfunction as the cause of symptoms 
of the individual in circumstances in which it is reasonably 
foreseeable that the individual or his or her personal repre- 
sentative will rely on the conclusion.” This is the one we 
heard about this morning. It is one that Linda will come 
back to, when we are talking about issues, to explain in 
more detail. But that is the actual wording of the proposed 
licensed act. 

We have a complete list, if you will turn over the 
pages, right down to 13. Number 12 is “managing labour 
or conducting the delivery of a baby”; 13 is “allergy chal- 
lenge testing of a kind in which a positive result of the test 
is a significant allergic response.” 

One of the interesting observations: Towards the end of 
the review process and during the consultative phase 
within government after the receipt of the recommenda- 
tions, virtually everyone was asked a similar question. It 
was: “Is this list complete, and can you or can you not add 
to this list if you think it is not complete?” Suffice it to say 
that from the review team and subsequent to the receipt of 
the review’s recommendations, no one has made a sub- 
stantial suggestion as to how this list should be altered. 
There is general consensus that this list of generic acts, 
although it certainly does not describe in great detail, does 
capture, generically again, the body of potentially hazard- 
ous acts that meet the tests applied by the review team. 

I have last item related to the review before Linda 
takes over, and that is under tab I. One other issue that you 
are going to hear a lot about is title protection, and this 
again comes from the review team. The review said that 
“the key concern is the use of qualified titles using words 
such as ‘registered’ and ‘certified.’” I think Linda is going 

_to talk a little bit about the difference between registration 
and certification. It is an important distinction. 

“The review’s proposals have been contested by pro- 
fessions who are motivated in part by: status concerns, an 
attempt to create or maintain an economic monopoly; the 
desire to do indirectly what has been directly prohibited.” I 
would remind you again that this is the review team speak- 
ing here. “Another issue involves protecting reference to 


the profession (e.g. audiology) as well as the professional 
(e.g. audiologist) as part of the protected language.” 

Finally, the review team said, “A few professions have 
suggested that the ‘holding out’ provision in the legislative 
proposals may not provide sufficient protection from non- 
registrants using close derivatives of the protected title.” 
We will be hearing a lot about this in the weeks ahead, and 
we thought it was important that you see the review’s gen- 
eral feelings on the subject. The “holding out” provision 
we talk about is when someone holds themselves out to be 
something; for example, holds themselves out to be a 
nurse or a physician or a physiotherapist. 
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Ms Haeck: Mr Burrows, over the last few weeks I 
have received some correspondence from people working 
in academic institutions who hold doctorate degrees; they 
have a concern that they will not be able to use the title 
“doctor.” Do you have any comments to make on that? 

Mr Burrows: I will make a very brief one because 
Linda is going to be talking about this under the actual 
issue and she will go into it in as much detail as you would 
like. Essentially, the control on title would apply only in 
the health care setting; it would not preclude people from 
identifying themselves as PhDs and so forth. Linda will 
explain that in detail. It definitely relates only to particular 
health care settings as opposed to the general use of the 
title. 


The Chair: That takes us to the end of section I. Any 
questions at this point? Ms Bohnen is going to continue. 

Ms Bohnen: I would like to start by outlining the two 
fundamental aspects of the regulatory model incorporated 
by the legislation. 

First, if | could direct you to the second sheet in tab J, I 
want to talk a little bit about this being a model of self-reg- 
ulation or self-governance. 

The sketch on this page is an attempt to depict visually 
the legislative framework within which the colleges at the 
centre of the piece regulate their own members; they also 
have important interactions with patients or clients of 
members and, to a more limited degree, with others such 
as hospitals or other employers of health professionals. 

Then above the colleges, at least visually above them, 
are the Ministry and the Minister of Health with their own 
responsibilities, powers and duties vis-a-vis the colleges. 

Off to the side are the courts, the Health Professions 
Board and the Health Professions Regulatory Advisory 
Council, which you have already heard something about, 
at least vis-a-vis the council, which also have a role to play 
in the regulatory framework. 

This legislation puts in place the structures, the rules of 
procedure and the legal principles by which this entire 
structure operates. It is a system of self-regulation or self- 
governance. 

This might be a good time to address an issue that is 
very important to the discussion of self-regulation: the 
minister’s powers. A question was raised about that this 
morning, and I think you have heard or will be hearing 
from some groups which feel that the way the minister’s 
powers are expressed in the Regulated Health Professions 
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Act may compromise self-regulation. At least it is per- 
ceived in that way. 

, In fact, the nature of the minister’s powers was dis- 
cussed in some detail in the review between these infa- 
_mous green books and red books. While I am on the 
subject, I might just hold it up to demonstrate that the 
proposals the review generated were printed and distrib- 
uted to all participants. 

| In this green book it took place in October 1986, and 
_ what you see here—we can circulate this—is a very early, 
_ primitive draft of a Regulated Health Profession’s Proce- 
_ dural Code. After this was circulated to participants, and 
all their written and oral submissions were received, an- 
_ other version of it was published in the red book in June 
1988, with commentaries that reflected the changes made 
_ by the review on the basis of the submissions that had been 
| made. Finally, the submissions on the red book were what 
led to the final modifications in the published turquoise 
book, “Striking a New Balance”. 

Among the provisions that were modified through this 
process were the minister’s powers. In fact, one important 
_ power which the review proposed in the green book was 
dropped from the red book. That would have been the 
_ power given to the minister to inquire into, or direct a 
council or committee of a college to inquire into, any mat- 
ter related to the practice of a member or members of a 
profession. 

That would have given the minister, for example, the 
power to require a discipline hearing to be held in relation 
to a member. Many groups felt that would have under- 
mined self-regulation and procedural safeguards so that 
was dropped and did not appear in the red book. 

Some other powers the minister would have had, to 
direct committees to take certain actions as well as the 
council itself—the council being a little board of directors 
of the college—were also dropped between the green book 
and the red book. The review responded to submissions 
from groups that it was very important to preserve self- 
governance and the appearance of self-governance. 

Finally, in the green book, the minister was given the 
_ power to require councils to undertake activities that were 
necessary and advisable to implement this legislation. The 
_ word “require” was used: may “require” the council. That 
word was used in the green book. It was changed to “re- 
quest” in the red book, but it was coupled with a provision 
_ which, in essence, said it may be a request but the minister 
can require a college to comply with it within a set time. It 
was a funny kind of request. 
| However, legislative counsel said: “We don’t do it that 
_ way. If we mean ‘require,’ we say ‘require.’” So the word 
“require” was restored in the bills. I think that seemingly 
innocent change from “request” to “require” is generating 
some of what you may be hearing about the minister’s 
_ powers in the legislation. 

Two other points it is important to make, or one other 
_ point, as I have mentioned the degree of consultation that 
_ has gone into this procedural code and the structures: The 
title “Striking a New Balance” in the reviews and recom- 
_ mendations is a very significant and important one. It may 

not matter very much whether a word is changed in one 
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particular provision here or there, as long as this balance is 
maintained, because it is a balance that has been developed 
through some six years of negotiation and consultation. It 
is a balance that the majority of interest groups continue to 
support, and it is a balance, I think, which two govern- 
ments have felt would achieve the result of effective self- 
regulation. 

I hope that sketch has shown you the structure that all 
of these individual procedural provisions relate to. 


Mr Beer: Could you give us a specific example, if this 
were passed and became law, of something a minister 
could do that she cannot do today? Does it mean simply 
that under this she would have the authority to require that 
certain things be done, and that at the present time she 
cannot? What are we dealing with here? 


Ms Bohnen: I am not sure we are dealing with a whole 
lot that is different. For example, currently under the 
Health Disciplines Act the minister has the power to re- 
quest a council to make, amend or revoke a regulation. 
Then there are related provisions which go on to say that if 
they do not make the regulation within, I believe it is 60 
days, the government can make the regulation for them. 


Mr Beer: This would be a direction, for example, to 
the College of Physicians and Surgeons; so today she 
could say, “Thou shalt do such-and-such,” and if they do 
not, under the present act— 


Ms Bohnen: She would say, “Would you please make 
a regulation?” and they would probably say yes—it does 
not happen very often. But if they said no, then she would 
say, “Okay, if you don’t make it within 60 days, the gov- 
ernment will make that regulation.” 


Mr Beer: So that is possible under the existing— 
Ms Bohnen: Yes, it is. 
The Chair: There was an example of that in 1982. 


Ms Bohnen: It was a regulation dealing with extra 
billing, as I recall. 


The Chair: I believe the minister of the day asked the 
College of Physicians and Surgeons to draft a regulation 
that would require the posting of information regarding 
extra billing to patients. The college said, “No, we would 
rather not make the regulation,” and 60 days later the min- 
ister did. I believe that is correct. 
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Mr Beer: The reason for my question is just that I 
want to be able to understand better why some people are 
raising questions. 


Ms Bohnen: We have had meetings with some of the 
groups raising the question. When pressed they have said: 
“Yes, we know the substance of the powers is more or less 
the same, but we really prefer the word ‘request’ even 
though it’s clear it’s a mandatory request. We just don’t 
like that word ‘require.’” That regulation example is a 
clear instance of it. The Health Disciplines Act uses the 
word “request” with a provision saying that you have to 
comply within 60 days. This bill says “require.” 
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Mr J. Wilson: I have not read the schedule 2 disciplin- 
ary section, but what would the minister’s involvement be 
in discipline in the professions? Final appeal? 

Ms Bohnen: No, the minister, in fact, has no role to 
play. The professions are responsible for disciplining their 
own members and the minister has neither the power to 
require the college to conduct a discipline nor does she sit 
in appeal from a discipline decision. 


Mr J. Wilson: So it does not change from its current 
Status. 


Ms Bohnen: That is correct, whereas one of the early 
proposals of the review would have changed that quite 
dramatically. It would have empowered the minister to re- 
quire a college to discipline a member. 


Mr Beer: Can I qualify that? There is still the right an 
individual would have to go to the courts, as in the Steven 
Yuz affair? 

Ms Bohnen: Yes, there is an appeal to the Divisional 
Court from a decision of the discipline committee. 


Mr Beer: And that remains. 
Ms Bohnen: Yes, that remains. 


Mr Callahan: The appeal to the Divisional Court 
would only be on the jurisdictional question, would it not? 


Ms Bohnen: No, it is not judicial review. It is an ap- 
peal on a question of fact or law or both. It is a full appeal. 


Mr Callahan: That is set out in the legislation? 


Ms Bohnen: Yes. Subsection 68(1) of the procedural 
code says, “A party to proceedings’—and I will just pick 
out—“before a panel of the discipline...committee...may 
appeal from the decision of the...panel to the Divisional 
Court.” Subsection (2) says, “An appeal under subsection 
(1) may be made on questions of law or fact or both.” That 
is essentially the same as the Health Disciplines Act appeal 
provisions, unlike the situation under some of the other 
statutes where there is only judicial review. 

The most innovative part of this legislation lies in the 
area of regulation of scopes of practice, or who can do 
what. If you turn to the next page in the same tab section, 
on the back of the previous page we see that this legisla- 
tion determines the activities that can be performed by 
various practitioners, both regulated and unregulated. So it 
answers that important question, who can do what, but it 
answers it in a way that is quite different from existing 
legislation. 

I would like to explain that by taking you back to what 
the existing legislation provides. We try to depict it in the 
drawing which is in your material; it shows two circles. 
Under current legislation, practitioners, like physicians, 
have what is referred to as an exclusive licence to practice. 
Any service within the scope of practice of medicine is 
restricted to physicians. 

There are exceptions to that through delegation and 
other specific statutory provisions, but in general terms it 
is correct to say that if something falls within the scope of 
practice of medicine, only a physician can do it. We have 
depicted that with this large outer circle. 

We know that if you analyse the functions that physi- 
cians perform, some of them are quite hazardous, such as 





surgery or performing X-rays. Other activities are not haz- 
ardous at all, things like conducting a physical examina- 
tion, taking a history, taking a blood pressure, counselling 
and so forth. But all those activities under the current leg- 
islative model are restricted to physicians because they fall 
within their scope of practice. 

What the review tried to do was come up with a new 
way of saying who can do what that did not depend on the 
idea of exclusive scopes of practice, but rather just identi- 
fied hazardous functions, hazardous areas of practice and 
procedures, and said, “Those hazardous things we are 
going to closely regulate, but anything else, anything in the 
nature of an assessment, in the nature of counselling, a 
huge number of pretty low-risk activities, we’re going to 
leave in the public domain as much as possible.” That 
thinking is what ultimately led the review to invent the list 
of licensed or controlled acts that Al showed you a minute 
ago. 

You have to grasp the difference between the old 
model and the new model to make sense of this legislation, 
so I am going to try to go over it in a couple of different 
ways to try to make it clear. 


Mrs Cunningham: Just before you go any further, so I 
can grasp it, when you talk about low risk—I cannot re- 
member the words but you said it twice—you talk about 
medical examinations and you talk about counselling. 
Would you describe to me what you mean by low risk so I 
can grasp it, because I consider both of those, myself, to be 
very high risk, from what people tell me. 

Ms Bohnen: Perhaps I can approach an answer by 
telling you how the list of high-risk and therefore con- 
trolled activities was generated. That was done by asking 
the professions who were involved in the review to itemize 
the procedures or activities which they thought were the 
most dangerous things they did. 

Mrs Cunningham: Dangerous in what way? 

Ms Bohnen: That might cause significant physical or 
mental harm. So the first cut was just a list. The review 
asked them, “Write down everything you do that you think 
can cause significant physical or mental harm.” The list 
was quite long. 

Mrs Cunningham: I bet. 


Ms Bohnen: The review then applied the criteria that 
Al reviewed a short time ago to try to select out, for exam- 
ple, those which were adequately controlled through some 
other mechanism. For example, X-ray is already controlled 
in Ontario through the Healing Arts Radiation Protection 
Act. It also separated out those which, when you really 
analysed it, did not seem so hazardous after all, but for 
which there seemed to be some other interest, perhaps an 
economic interest, motivating the desire to say it was very 
hazardous. Also, they applied, I think, a large dollop of 
pragmatism, realizing that some activities, although they 
may potentially be somewhat hazardous, are impossible to 
control. I think counselling is probably the best example of 
that, because counselling is just so widespread. So many 
different occupations provide it. 


Mrs Cunningham: But is that not controlled in what 
you described as “in some other way”? 
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Ms Bohnen: Counselling? I guess some of it is, but a 


| ‘lot of it is not. Think of everybody from MPPs in their 
i constituency offices to the clergy, of course, and teachers. 


All sorts of counsellors without the benefit of regula- 


‘tion practise in Ontario. It was felt it was logistically im- 
possible to control it, to limit who can provide it. It may be 
that they also felt there was not sufficient evidence of sig- 


nificant actual harm being done, or at least harm that 


would outweigh the need to have readily available coun- 
_sellors of many different kinds. 


Mrs Cunningham: What you said today is certainly 


sufficient for me at this point in time. We can maybe ask 
some of the witnesses the questions that flow from what 





_ you have just said. 


On the other one, though, this medical examination— 


you have answered the counselling one—when you said 
“that, did you mean that others would in some way do 


medical examinations, other than physicians? Did you 
have that in mind or is that something that we should be 
thinking about? 
1440 

Ms Bohnen: A good example is the nurse practi- 


_tioner—a member of another regulated profession, obvi- 
_ ously—who is qualified, trained, to provide many kinds of 
assessments, well-baby assessments and so on. 


Mrs Cunningham: So that is an example of some- 


thing that is regulated in another way? 


Ms Bohnen: Nurses are not physicians, and currently, 
of course, they are not licensed to practise medicine. Some 
would argue that the kind of physical examinations and 


assessments they perform is darned close to the practice of 


medicine, but it is clearly very desirable for them to be 
able to do that, and they are a member of a regulated 


_ profession. 


Mrs Cunningham: That is what I meant. Okay, for the 


moment. 


Ms Bohnen: All right. 
The Chair: Mr Callahan. 


Mr Callahan: I am interested in what you said about 
enlarging the scope of what was exclusively the bailiwick 
of somebody else where it is not a hazardous item. Yet I 


look at section 4, paragraph 2 of the Chiropractic Act, Bill 


46, and it talks about “moving the joints of the spine.” That 


_ is surely a reduction in the available techniques that a chi- 


ropractor can carry out now. He can flex limbs. Why is 
that gone? And does that not fly in the face of what you 
are— 


Ms Bohnen: You have pointed to an element of the 


_ regulatory model, but not the controlled acts. Flexing a 
_ joint is not a controlled act to begin with, so you cannot 


say it is taken away from a chiropractor. 
Mr Callahan: But it says, “In the course of engaging 


_ in the practice of chiropractic, a member is authorized.. 
_ So I gather that is what he or she is allowed to do, al it 
_ Strictly limits it to the joints of the spine. 


Ms Bohnen: It does not strictly limit it. I think it really 
might help if I went through the elements of the regulatory 
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model to make it clearer how this fits together, if I could 
do that. 

Okay. The intention was to come up with a system that 
would protect the hard core of hazardous activities that 
ought to be strictly controlled, but free up in the overall 
health care system the performance of relatively low-risk 
activities. So how do we do that? First of all, every profes- 
sion is given a statutory scope-of-practice statement that 
describes what the profession does, the methods it uses, 
the purpose for which it does it, but does not restrict to the 
profession the activities within that description. It is just a 
description. It has many uses within the health care sys- 
tem, the education system, for employers, for patients and 
so on. But it does not create a monopoly or an exclusive 
area of practice. It is really a descriptive use only. 

Coupled with the scope-of-practice statement is the list 
of controlled acts you saw earlier in the book. If something 
is not on that list of 13 categories of controlled acts, any- 
body can do it. So when a chiropractor, or any other practi- 
tioner, says, “Am I going to be able to do such-and-such?” 
the first place you look for the answer is to section 26 of 
the Regulated Health Professions Act, which sets out ex- 
haustively the master list of controlled acts. Anything in 
those 13 categories that are listed in subsection (2), pro- 
vided it is done in the course of providing health care 
service, is controlled. So if something like moving a joint 
is not on that list, then you have your answer: The chiro- 
practor or anybody else can do it, because if it is not on the 
list, it is not being taken out of the public domain to begin 
with. 


Mr Callahan: It is on the list, though. 
Ms Bohnen: Not a joint. 


Mr Callahan: Well, section 26, paragraph 4, says, 
“moving the joints of the spine.” 


Ms Bohnen: “Of the spine.” That is spinal adjustment. 

Now, if something is on that list, then the second stage 
of the inquiry is, “I’m a nurse,” or “I’m a chiropractor,” or 
I am a whatever: “Can I do it?” To answer that question, 
you have to look at the Chiropractic Act, the Nursing Act, 
etc, and look in the relevant section of the act to see what 
the authorized controlled acts of nursing, chiropractic, etc, 
are. 

To focus on chiropractic, they want to know, “Can I 
manipulate the spine?” Start with the spine. We see from 
paragraph 26(2)4 that “moving the joints of the spine be- 
yond the individual’s usual physiological range of mo- 
tion,” etc, is indeed a controlled act. We then move to Bill 
46 and see that, in section 4, paragraph 2, chiropractors are 
authorized to move the joints of the spine beyond a 
person’s usual physiological range of motion. So that is 
how we track through the legislation to see who can do 
what. Okay? 


Mrs Cunningham: Just to follow up on Mr Callahan’s 
question, my understanding is that that is what they are 
doing now, but they are doing more than that now: They 
are doing shoulders and wrists and knees and necks. 

Mr Callahan: What she is saying is they are still likely 
to do that, but it is not under this controlled act section. 


The Chair: Mr Callahan? 
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Mr Callahan: We would only worry about the spine. 

The Chair: For Hansard, you are identified first, so if 
there is going to be conversation between the committee, 
just signal, and I will mention your name. 


Mrs Cunningham: So you are saying they can still do 
that? 


Ms Bohnen: Yes. What they are concerned about has 
to do with the diagnosis of conditions of the joints that are 
not related to the spine, but I do not believe that they are 
concerned about—it is not my information, nor what I 
understand why they would be concerned about their abil- 
ity to continue to manipulate these joints, because the only 
kinds of manipulations being controlled in any event are 
spinal manipulations. Okay? 


Mrs Cunningham: Well, from a consumer’s point of 
view, the big problem there is, does one have to be referred 
now to a chiropractor by someone who has diagnosed? 
That was my first question. My second, diagnose, let’s say, 
the neck. Or would the better question be, no, they do not 
have to be referred now nor will they have to be referred in 
the future. If so, who has made the diagnosis? 

Ms Bohnen: The neck is pretty much the spine, so I 
am not sure it is the best example. 


Mrs Cunningham: Let’s use the knee. 


Ms Bohnen: All right. A person does not now need a 
referral from a physician to go to a chiropractor, nor will 
there be anything in the legislation to require a referral in 
the future. If you go to a chiropractor with a knee prob- 
lem—I mean, the patient does not know what the knee 
problem is; they just know they have a knee problem—the 
chiropractor, under this bill as it now stands, may diagnose 
the problem of the knee if that problem has a connection to 
a problem of the spine or the effects on the nervous sys- 
tem. Under the bill, though, if that problem of the knee has 
no connection whatsoever with a problem of the spine or a 
resulting problem of the nervous system, then the chiro- 
practor may assess that knee problem and advise and pro- 
vide treatment for it, or—and the chiropractor is trained to 
do this—the chiropractor may refer the person to a physi- 
cian because he believes that the symptoms are such that 
this knee problem does need a medical diagnosis that the 
chiropractor cannot provide. 

So lots and lots of problems can be assessed and 
treated without the necessity of a diagnosis, and people 
like chiropractors are trained to distinguish those from 
other conditions which do require a different kind of 
practitioner’s diagnosis. 


Mrs Cunningham: So the key words are “assess” and 
“diagnose.” That is the difference? 


Ms Bohnen: Yes. 
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Ms Haeck: This is sort of dancing around the same 
point, and I want to be quite specific because I have had 
questions that were that specific, and that is relating to 
carpal tunnel syndrome. I think basically you have an- 
swered it in your answer regarding the knee joint problem, 
but could you actually tell me that this is exactly what you 
are saying? Sorry if I appear a bit thick, but I really would 


like to make sure that I have it clear when I am talking to 
the practitioners in my area. 

Ms Bohnen: I do not feel I know enough about carpal 
tunnel syndrome to know whether it is something that has 
any connection whatsoever to the spine or the nervous 
system, but let’s assume that it does not. I do not know if it 
does or it does not, but we will say it does not. It is just a 
discrete condition that has no connection to a spinal prob- 
lem or a spinal problem that affects the nervous system. In 
such a case, a chiropractor could assess his or her patient 
and decide that a particular course of treatment will be 
effective for this patient’s set of symptoms, but could not 
conclusively communicate a diagnosis of carpal tunnel 
syndrome. 

Mr Cordiano: For those of us who are somewhat ig- 
norant, what is carpal tunnel syndrome? I have never heard 
of that term. 


Ms Haeck: It is for those people who spend a lot of 
time doing repetitive acts, especially for people who are 
doing typing with computers, and usually it affects the 
hand. I have to say I am also not a medical practitioner of 
any sort—I guess we are all in that boat—just having had a 
few people in my office with workers’ compensation prob- 
lems around that issue. They obviously could speak to it in 
a much more enlightened fashion than I can, but it is re- 
lated to repetitive acts. I cannot answer the question to 
what degree it affects strictly the nervous system or 
other— 


The Chair: There might be a better approach to these 
more technical questions as they are raised. I am sure the 
clerk would have access to dictionaries. If there are terms 
or terminology which is raised, if you make a point, the 
clerk can get you the definitions, because I do not think 
anyone here is expert enough to be able to give the defini- 
tions without the assistance of those kinds of dictionaries. 
So we will make sure they are available, and if you will 
just make a point of asking, then we will make sure that 
you have that information. 


Mr Beer: Clearly, as Mrs Cunningham underlined, the 
meaning of “assessing” and “diagnosing” is very critical to 
all of this, and what one gets from a number of practition- 
ers who come to see us is, when is an assessment a diagno- 
sis or when is a diagnosis an assessment? In the way that 
you described some of those things, from a layperson’s 
language, they are fairly similar. I do not know whether 
you are going to be dealing with those definitions a bit 
later, in which case I would say, let’s leave it until then, but 
it seems to me that is one of the critical points, for those of 
us who are meeting with different groups, the concern 
about, “If I make an assessment and it is wrong, can I later 
down the line be held accountable for that as a diagnosis?” 
and around some concerns, as expressed to us, of the way 
in which some of those terms are used. It also gets into the 
dysfunctional, and I forget what the other words are. 

Ms Bohnen: Disease, disorder, dysfunction. 


Mr Beer: Right, and just what is, in legal terms, a 
dysfunction? What is a disease? What is a disorder? I think 
at some point we need to address those issues in terms of 
the meaning that is being ascribed to them in the act. I do 
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‘not know whether this is the point, but I just think Mrs 
Cunningham really— 

Ms Bohnen: I think a useful time to come back to it is 
when a little bit later we get to the diagnosis issue, because 


it is really only in relation to the diagnosis controlled act 
that these distinctions take on significance. 


Mr Beer: Okay. 


Ms Bohnen: Because the scope-of-practice statements 
do not carve out exclusive areas of practice, from a legal 
standpoint they do not have a great deal of significance, 
and the scope-of-practice statements do not give anybody 
turf. It is the controlled acts that allocate the controlled acts 
vand that do spawn the turf battles that are legitimately 
important areas for disagreement and debate. But with the 
removal of the harm clause, the scope-of-practice state- 
‘ments, which were very largely worked out among the 
“review participants at the review and are widely supported 
‘by the majority of practitioner groups, do not have much 
| technical significance any more, so I think that is one of 
the reasons why legislative counsel, who was not really 
‘permitted to redraft them very much, was content with 
‘that. From our technical viewpoint, they do not have a 
whole lot of significance any more, whereas the controlled 
vacts do. 


_ Mr Hope: Did I hear you correctly saying we are 
going to this diagnosis stuff a little later? 


Ms Bohnen: Yes. 


Mr Hope: It is the question of whether you have a 
‘heart attack or whether the signals show that you are hav- 
ing a heart attack, and it is the communication part that I 
think a lot of—even the nursing profession. They were 
“very creative when they communicated to me. They talked 
about pregnancy and my wife and about midwifery. They 
talked about a heart attack patient coming in to the emer- 
gency ward with all the symptoms of a heart attack. You 
cannot say the person is having a heart attack, but every- 
thing is there showing a heart attack. When you talk to a 
doctor over a phone—and this is, again, rural Ontario— 
you are telling him everything that is there. You are just 
‘not saying, “Sorry, the person is having a heart attack right 
“now.” 

This is the communication and diagnosis, which I think 
a lot of people really do not understand, and as we talk 
‘more I think we confuse ourselves about this diagnosis and 
this communication, whatever you want to call it. This is 
where everything seems to be in limbo around this whole 
issue. If we are coming back to it—I would like to, later, 
' because I am going to use some of the examples they have 
about my wife having a pregnancy, and some of this—let 
| me tell you, it brought back memories, too. 


Ms Bohnen: My preference would be to come back to 








_ Mr Cordiano: First, get your wife’s permission to do 
- that. 

__ Perhaps this is a question that I should have asked the 
| minister, but I thought I heard her say it is her intent that 
“the harm clause would be removed. I just wondered at 
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what stage that was decided. Was it something that you 
just decided in the last little while— 


Interjections. 
Mr Cordiano: Okay, so that was back in April. 


The Chair: That was in the documentation, the state- 
ment by the minister at the time, Ms Gigantes. 


Mr Cordiano: My understanding was that she is leav- 
ing it open to be convinced otherwise, and it is a question 
that I think needs to be addressed because there are certain 
professions which would still like to see that introduced. 


Ms Bohnen: What I heard her say this morning was 
that she had not yet been convinced— 


Mr Cordiano: That it was necessary. 


Ms Bohnen: —that it was necessary; that she had not 
heard anything to alter her conviction, the government’s 
conviction, that it was unnecessary. 


The Chair: Continue, please, since there are no further 
questions at this point. 
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Ms Bohnen: The new regulatory system abolishes the 
concept of an exclusive scope of practice, which is a very 
important change, and the next couple of pages were in- 
cluded because they demonstrate the distinction between a 
profession which has a licensed scope of practice, medi- 
cine, on the right-hand side of the page, and nursing, 
which in Ontario has never been a profession that has had 
an exclusive or licensed scope of practice. Nursing in On- 
tario has had the benefit of title protection, and we refer to 
it as a registered profession because of the title “registered 
nurse.” In professional regulatory literature you also hear 
the word “certified” being used; that if you belong to a 
profession that does not have an exclusive scope of prac- 
tice but permits you to use a title that non-members cannot 
use, you belong to a certified or registered profession. 

So as we see from section 75 of the Health Disciplines 
Act, “No person shall use the title ‘registered nurse’ or the 
designation ‘Reg. N’ or ‘RN,’” etc, unless the person is 
registered under the Health Disciplines Act. But the closest 
provision to giving nurses any exclusive area of practice is 
in section 86, which just says that “Every person, other 
than a patient, who employs a person as a registered nurse” 
must ensure that the person in essence is a registered 
nurse. So if a hospital employs someone in a position des- 
ignated a nursing position, that person must be a registered 
nurse, but nothing whatsoever stops the hospital from de- 
ciding that a particular position need not be a nursing posi- 
tion; it can be a position held by, let’s say, a health care 
aide, because nurses do not have an exclusive scope of 
practice. That is to be contrasted to section 52 of the 
Health Disciplines Act, which says, “No person shall en- 
gage in or hold himself out as engaging in the practice of 
medicine unless he is licensed under this part.” So you 
cannot practise medicine without a licence. You can prac- 
tise nursing without being a registered nurse, and that is the 
fundamental distinction under current legislation between 
registered or certified professions and licensed professions. 

This distinction, which most jurisdictions have, is being 
eliminated by this legislation, and instead, every regulated 
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profession will play under the same set of rules. Every 
profession—nursing, medicine, dentistry, dental hygiene, 
etc—will have a descriptive statement of its scope-of- 
practice, coupled with certain authorized controlled acts. 


Mr Beer: This relates back to something you said be- 
fore. I do not want to put words in your mouth, but you 
said the absence of the harm clause, those scopes of prac- 
tice, those definitions, and correct me if I am wrong, do 
not mean much or at least do not mean anything legally. 
When you say you have changed what we see here in front 
of us, what then is the significance of the scope of practice 
statement if it has no particular legal bearing? 


Ms Bohnen: It does not have legal significance in 
terms of restricting people to certain areas of practice or in 
excluding others from areas of practice, but it has social 
significance and public policy significance in terms of sig- 
nalling to educators what the curricula to produce a posi- 
tion should be; to employers, when they have a particular 
function that needs to be carried out—they should be look- 
ing at a speech pathologist or a physiotherapist; to man- 
power planners and so forth. 

Mr Beer: So the protection of the public would be 
through the 13 controlled acts. 

Ms Bohnen: Yes. 

Mr Beer: Again, just because I want to make sure I 
understand, the way the legislation reads today without the 
harm clause, and that is one thing we are going to have to 
look at as to whether in our view there should be one and 
if so what kind or whether we agree with the minister, the 
protection for the public is through those 13 controlled 
acts, in effect. 

Ms Bohnen: Public protection in terms of who can do 
what, but of course, other provisions such as title protec- 
tion, quality assurance, etc, also protect the public. 


Mr Beer: Fair enough. Yes. 


Ms Bohnen: But in terms of who can do what, yes, it 
is the controlled acts that you look at. 


Mr Cordiano: Following on the heels of that, given 
what you have just said, and you touched on the point of 
title protection, from the public safeguard point of view, it 
becomes even more important with respect to certain types 
of professions like speech pathologists or psychologists, 
for example. There are some problems associated with that 
and I know we will address them as we go on, but just to 
highlight the fact that title protection then becomes all the 
more significant, I think it has heightened the interest of 
those who feel their titles may be, not threatened, but shall 
we say somewhat confused by the public. 

Ms Bohnen: I think title protection becomes more sig- 
nificant, but in two competing ways. 

Mr Cordiano: Very much so. 

Ms Bohnen: First of all, the public has to be able to 
identify a speech pathologist, a psychologist, because so 
much of public safety will depend on recognizing whom 
you are dealing with. But the public has to have access to 
complete information about unregulated practitioners as 
well, because part of the policy thrust of the legislation is 
to say, “Look, if it isn’t hazardous, we should have more 


competition in our health care system.” Well, you cannot 
have effective competition if patients cannot get informa- 
tion about all the services available to them. What this has 
tried to achieve is to ensure, yes, that the public is assisted 
to identify psychologists, speech pathologists, etc, but at 
the same time that there are not barriers to the public ob- 
taining adequate information about unregistered speech 
therapists, speech teachers, psychometrists and other kinds 
of counsellors. 


The Chair: Thank you. No further questions? 


Ms Bohnen: I would like you to turn to tab K, if you 
would, because the sheets that follow under the general 
heading of “The Balance in Each Profession” are sheets 
which summarize, I guess you could say in a nutshell, 
what each profession is getting and not getting from the 
legislation, and it compares that to what it now enjoys 
under existing legislation; or of course for those currently 
unregulated professions, how it sort of functions in the 
health care system without any legislation. 

Starting with audiology, I would just like to take you 
through some of these to assist you in understanding what 
we meant by the subtitles. As you can see, audiology is not 
a currently regulated profession, so it has no existing scope 
of practice. It has no statutory title protection, but we see 
from this that the title “audiologist” is commonly used 
within the occupation. 

Subheading II is what was proposed by the Health Pro- 
fessions Legislation Review, and sets out the general scope 
of practice statement and the controlled acts. When we say 
“proposed by HPLR,” we are referring to Striking a New 
Balance, the turquoise book. 

Item III, analysis, was an analysis provided by the re- 
view. When the review compared its recommendations for 
scope of practice and controlled acts to what the profession 
then had, it said, “Okay, what is it getting?” Well, it is 
getting statutory self-regulation; it is getting the licence to 
prescribe personal hearing aids—only audiologists and 
physicians will be able to prescribe personal hearing aids; 
and the review said that currently dispensing audiologists 
should be permitted to continue to dispense, ie, 
grandfathered. 

What were they not getting, in the review’s analysis? 
They are not getting diagnosis; they are not being permit- 
ted to dispense hearing aids everywhere; and they are not 
getting a prohibition on testing by hearing aid dealers. | 
would just like to remind you that this was the review’s 
analysis of what the profession was getting or not getting 
from its recommendations. As we go through these I think 
you will see that most professions are getting some things 
and not getting other things. This reflects the balance that 
was struck. 

Then the final subtitle on this page, “Changes in Bills,” 
we added to set out in very summary form any major 
differences between the bills you have before you and the 
review recommendations. So you see here that there is ne 
change in what they are getting, although in fact this issue 
of grandfathering of dispensing audiologists is, from the 
viewpoint of this legislation, really a non-issue. What are 
they not getting? Because of the way the title protections 
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‘ave been redrafted, they are not getting the benefit of title 
orotection outside the provision of health care services. 
It is 3:10. I am sort of in your hands and in the hands of 
the Chair, but it might be worth while to go through these 
individually to give you a chance to ask any questions. 
Judging from the questions you have had so far, it might 
ve useful to focus on getting and not getting and changes 
in the bills. Would that be useful? 

Turning next to speech-language pathology, which is 
not alphabetical, but as you know, it is clustered in one bill 
with audiology. 

1510 

Mr J. Wilson: Could I ask a question on audiology? 


| The Chair: Sure. Perhaps we will do it that way. At 
the end of each one we will just see if there is a question 
and then move on. 


_ Mr J. Wilson: They can prescribe hearing aids. What 
is the act of “dispensing”? 


_ Ms Bohnen: Dispensing a hearing aid is what a hear- 
ing aid dispenser does when he or she sells to a customer 
the actual hearing aid. 


_ MrJ. Wilson: That is what I thought. 


__ Ms Bohnen: It may also include testing the person’s 
hearing so that the appropriate hearing aid can be dispensed. 


Mr J. Wilson: If I understand them correctly, we are 
(getting letters from constituents complaining that they do not 
‘want to be forced to get their hearing aids just from doctors. 
They want to be able to get them from other practitioners. 


Ms Bohnen: I am aware of several different types of 
letters you may be getting on this issue. Some letters may 
be saying, “We’re concerned about only being able to go 
‘to an audiologist.” I have not heard too many people say— 


Mr J. Wilson: Sorry; I had it backwards. 


Ms Bohnen: Under these bills you will be permitted to 
‘go to an audiologist or a physician for a prescription. The 
‘prescription may be a very generic one. If you need a 
hearing aid—this would likely be the case for most physi- 
-cians—you would take the generic prescription to a hear- 
ing aid dispenser who has the equipment and the 
knowledge of how to test your hearing so that he or she 
‘can then dispense to you the appropriate hearing aid, 
whereas if you went to an audiologist, the audiologist 
would be able to test your hearing fully and I am sure 
‘would issue you a much more detailed prescription than a 
physician would. 

I said grandfathering of dispensing audiologists was a 
‘non-issue. It is an issue in terms of conflicts of interest. In 
‘general, in Ontario legislation and regulations we try to 
prevent setting up a situation where practitioners who pre- 
‘scribe an item can then sell you that very item, because 
‘there is an inherent conflict of interest there. This legisla- 
‘tion, because it does not control dispensing of hearing aids 
\anyway, does not really address who can dispense. The 
‘Ministry of Health has another program, the assistive de- 
‘vices program, which has policies and rules in place to 
t prevent conflicts of interest between prescribers and dis- 
' pensers. But in this legislation, you will not see any rules 
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about conflicts of interest in dispensing and prescribing in 
these bills. 

Turning to speech-language pathology, again a cur- 
rently unregulated profession, what are they getting in the 
review’s analysis? They are getting self-regulation. In the 
review’s analysis, what are they not getting? They are not 
getting the right to perform the diagnostic controlled act. 

Changes in bills: The only change is what we saw 
earlier with the audiologists, the change to the wording of 
the title protection. Other than that, these bills are the same 
for them as the review recommended. 

Subheading V, “Other Issues:” For your assistance, I 
believe they will be proposing to you that the title “speech 
therapist” should be restricted to speech-language pathol- 
ogists, as well as the title “speech-language pathologist.” I 
do not know how useful all the rest of the material in this 
book will be, but you may find these sheets useful as you 
hear interest groups and consumers. 


Mr Cordiano: If they are not getting the title “speech 
therapist,” if the committee should decide to grant them 
that wish, what impact would that have in terms of the way 
the legislation flows now? 


Ms Bohnen: If it were the will of the committee and 
the will of the government to make that amendment, there 
would simply be an amendment to the Audiology and 
Speech-Language Pathology Act adding the title “speech 
therapist,” and then all the other boiler-plate language, ab- 
breviations, translation, etc, would be added by way of an 
amendment. That is how it would be done. 


Mr Cordiano: Would it be appropriate at this time to 
determine whether that is an appropriate thing to do? 

The Chair: No. At this point in time we are being 
briefed by the ministry. Over the course of the hearings we 
will have an opportunity to hear from the groups that have 
an interest in the pieces of legislation, and through those 
discussions and debate. The time for tabling amendments 
from the different caucuses, as you know, comes— 


Mr Cordiano: No, I was not referring to that. I was 
wondering whether I should pursue the question of what 
the ministry’s intention would be on each of these items, 
what direction it is going to be willing to move in. That is 
what I wanted to establish at this point. 


The Chair: You can certainly ask the question of the 
people who are here, but I believe that would be a more 
appropriate question for the minister. 

Mr Cordiano: Okay, that is fine. I am not sure we see 
that in the draft amendments. 

Ms Bohnen: No, you do not. 


The Chair: Just to clarify, for Mr Cordiano and other 
members, what you see before you is— 

Mr Cordiano: The basic ministry position. 

The Chair: —what is in the legislation as it exists. Just 
to clarify this, what has been identified as another issue are 
those things which are not presently included in the legis- 
lation. Is that correct, Ms Bohnen? 

Ms Bohnen: Yes. These are other issues identified by 
the groups, not by the Ministry of Health. It was just our 


S-256 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


6 AUGUST 1991 





way of alerting you to what you will be hearing from them 
when they come in. 

Mr Cordiano: Okay, that is fine. We can raise that as 
an issue. 

The Chair: We can have that discussion at the appro- 
priate time. é 

Ms Bohnen: The next one is “Chiropody and Podia- 
try.” Since there were questions this morning about chirop- 
odists and podiatrists, Ontario currently has a Chiropody 
Act, which registers both chiropodists and podiatrists. In 
practice, podiatrists provide limited bone surgery, as I 
mentioned, on the toes and on the forefoot. There is case 
law that they do so illegally because they are not author- 
ized to do so by the Chiropody Act and it infringes on the 
scope of practice of medicine. You may recall that one of 
the parts of the review’s mandate was to work out a certain 
number of interprofessional issues, which needed some 
resolution. Here we had a situation where we knew we had 
these podiatrists doing surgery that the courts were saying 
was illegal. 

What should be done? The review consulted with the 
government of the day, of course, and the chiropodists and 
podiatrists. This analysis sets out the compromise that was 
achieved in full consultation with these groups whereby 
podiatrists would essentially be phased out of Ontario, but 
those podiatrists who are currently in practice and who 
were registered prior to the cutoff date that was selected 
would be permitted to perform legally the bone surgery 
which they have been performing illegally to date. The 
benefit to these podiatrists is clearly lawful. Their illegal 
practice is made lawful and they are recognized as legiti- 
mate providers of this service, but there are not going to be 
any more of them. 

Remember that Ontario and Canada do not educate any 
podiatrists. We do not have any schools of podiatric medi- 
cine. These are people who are going down to the US, 
essentially, for education. The cutoff date was chosen to 
protect those Ontario residents who are currently in the 
schools of podiatric medicine in the US. We did not want 
these Ontario kids being educated to do something they 
were not going to be able to be registered for. 

I suppose you could say the chiropodists are benefiting 
by the phase-out of podiatry. Chiropody all the more 
clearly will be the preferred way of providing foot care 
services in Ontario, but chiropodists will not be permitted 
to provide bone surgery. 

The podiatrists will eventually be a dwindling group on 
the Ontario health care scene. The other thing they are not 
getting in the review’s analysis is permission to use the 
title “doctor,” which some of them have been using. They 
are not permitted to do so under the Chiropody Act. 

1520 

Mr Beer: One often sees “doctor of podiatry.” Does 
that mean they cannot say that either? 

Ms Bohnen: Their governing board does not think 
they should say that, but I think the main focus has been 
on policing use just of that short title, “doctor.” 

Mr Hope: I am just looking at “Scope of Practice” and 
“disability of the human foot.” Do you mean to tell me a 


nurse, if there were a disease or disability with an elderly 
person’s foot, could not work on the foot? 


Ms Bohnen: A nurse can assess a foot and provide 
nursing services and activities that are authorized con- 
trolled acts of nursing on the foot. 


Mr Hope: But they could not grab the foot and start 
massaging it or doing anything to the foot? 

Ms Bohnen: Massaging is not a controlled act. By all 
means, a nurse may massage. 


Mr Hope: This is where a lot of the misinformation is 
happening, and some of the concerns that have been raised 
with me. England is pumping these people out right and 
left right now, I guess. 


Ms Bohnen: Chiropodists? 


Mr Hope: Yes. I have even had some come in my 
constituency office trying to get their certificates, and I 
have no control over that. But one of their arguments was 
that nursing staff are dealing with the disabled, walking in 
and grabbing an individual and starting to work on it. 
When you look at this, and I read “disability of the human 
foot,” what does disability mean? I cannot move it, so it is 


disabled. 


Ms Bohnen: But remember that the only things that 
are really being controlled are the controlled acts. When 
we get to these sheets about nursing, you will see that 
nurses have quite a long list of authorized controlled acts, 
but I certainly am aware of some turf disagreements, to use 
that phrase, between nursing and chiropody, as to which 
practitioner is the more appropriate provider of foot care 
services. That does go on, and I guess will go on. 


The Chair: Perhaps you could give an example to Mr 
Hope about a procedure and care of the foot that anyone 
could do. 


Mr Hope: No, that is fine. I understand what you said. 
You do not need to give me an example. 


Ms Bohnen: Just one other issue: I think you will be 
hearing from chiropodists who feel they should be author- 
ized to perform the diagnosis controlled act. 

Turning next to “Chiropractic,” chiropractors are cer- 
tainly regulated, as you know, under the Drugless Practi- 
tioners Act. In the review’s analysis, what chiropractors 
were getting was a limited form of diagnosis and lawful 
authority to use the title “doctor of chiropractic” and the 
short title “doctor.” Many chiropractors certainly use the 
title “doctor” in Ontario today, but in fact they are not 
authorized by law to do so. There was a time within rela- 
tively recent history when the College of Physicians and 
Surgeons tried to prevent chiropractors from using that 
title, but this legislation will legally authorize them to use 
the title “doctor.” 

What are they not getting? The review said they are not 
getting the authority vis-a-vis laboratory tests. In fact, this 
legislation does not deal with laboratory tests at all; that is 
dealt with under the Laboratory and Specimen Collection 
Centre Licensing Act. Chiropractors, like some other pro- 
fessionals, would have liked this legislation to authorize 
them to order lab tests, but it just does not deal with that 
whole issue. 
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_ Finally, the review said their scope of practice does not 
include in it a general reference to the treatment of ill 
health. 
_ “Changes in Bills:” One of the amendments which was 
distributed by the minister this morning would authorize 
chiropractors to manipulate the tailbone through the rec- 
‘tum. That was an additional controlled act they felt was 
appropriate for their profession, and no other provider 
group seemed to think it was a very contentious matter, so 
it seemed an appropriate way, to propose an amendment. 
“Other issues:” That just signals the diagnosis issue we 
have heard some talk about. They are concerned about the 
ability to diagnose joint problems that have no connection 
\to the spine or the nervous system. 


__ Mr Beer: Do the terms “dysfunction” and “disorder” 
jhave a legal definition whereby one knows the difference 
between either of those two terms and a disease? 


~ Ms Bohnen: They are not defined terms in this legisla- 
tion. There are many taxonomies of health conditions used 
by various health professionals which do categorize vari- 
‘ous entities as either diseases, disorders or dysfunctions, or 
which seek to define them, but the review did not propose 
recommendations that would have defined them. 


Mr Beer: Under “Other Issues,” could we just say “not 
getting diagnosis of joints of extremities”? Is there a rea- 
‘son you have put in “diagnosis of dysfunctions or disor- 
ders of joints of extremities”? A number of people have 
asked, I am sure, many of us, “What is a ‘disorder,’ a 
“dysfunction’?” I want to be clear, because those terms are 
cused frequently. 


Ms Bohnen: The distinction is very significant to the 
\diagnostic controlled act, which we will come to. As well, 
T think you should know that in the case of chiropractic, 
‘they are only permitted by the bill to diagnose dysfunc- 
‘tions or disorders, not diseases, but their ability to diag- 
nose diseases has not been raised as an issue, to my 
knowledge. 

Turning to “Dental Hygiene,” Dental hygienists are 
regulated under the Health Disciplines Act by the Royal 
College of Dental Surgeons, but no dental hygienists sit as 
voting members of the council, nor do they have a scope 
of practice set out in the act, but the regulations, under the 
Health Disciplines Act, permit dental hygienists to perform 
‘the functions you see listed here under the supervision or 
‘direction of a dentist. What dental hygienists are getting 
first and foremost is their own college, which they sit on. 
‘They will be regulating themselves; they are not going to 
‘be regulated by dentists any more. 

There are also reduced supervision requirements. It 
‘might suffice to say that the amount of independence and 
I autonomy a dental hygienist should have is something that 
I think you will be hearing about from at least one provider 
group. In the review’s analysis, they are getting their own 
governing body and somewhat reduced supervision re- 
“quirements. However, they are not getting independent— 
‘that means independent of a dentist—periodontal scaling 
‘and root planing. 













| 





The bills have not changed very much, but there has 
been a semantic clarification of the reduced supervision 
requirements. Other than that, there is no change. 
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Mr White: There are a couple of similar situations 
where a group is given a mandate to practise only under 
another profession. I believe people who are referred to as 
psychometrists can only practise under the supervision of a 
psychologist. Here is the same thing, the dental hygienist, 
yet that stands distinct from the issues in the criteria for 
self-regulation, where supposedly there is independent 
practice and risk of public harm because these people can 
practise independently. 


Ms Bohnen: Dental hygienists do have an independent 
and autonomous scope of practice, by which I mean that 
under the bill there are functions they can perform com- 
pletely independently of a dentist. The controlled acts, 
however, limit those things which are sufficiently hazard- 
ous to control them to begin with, and those acts are trig- 
gered by the order of a dentist. 

To make this very concrete, a dental hygienist can only 
perform periodontal scaling and root planing when an 
order has been made by a dentist. However, they can as- 
sess the health of a mouth, participate in public health 
screening programs, provide teaching about dental hy- 
giene, apply topical fluorides, do a number of things with- 
out the necessity of an order or direct supervision by a 
dentist. 

The pattern of practice in Ontario has been, by and 
large, that dental hygienists only work in dentists’ offices. 
However, one of the opportunities this legislation will be 
opening the door to is more effective use of dental hygien- 
ists in public health programs to provide more dental ser- 
vices more economically. 


Mr White: Essentially, in some ways, the issue of in- 
dependence of practice is a precedent, something which 
may occur in the future, given this act. 


Ms Bohnen: Yes, I think that is correct. The actual 
degree of independence of many of these practitioners is 
something that may evolve over time. 

Dental technologists: The review recommended that 
they continue to be regulated; that was certainly a benefit. 
By the way, I do not think dental technologists are as 
familiar to most consumers as many of the other groups 
are. They are the people who work in dental laboratories, 
designing and fabricating things like crowns, bridges, orth- 
odontic devices and so forth. They do not have any direct 
patient contact. They fabricate these appliances on the pre- 
scription or order of a dentist and then sell the item to the 
dentist, who then dispenses it to the patient. That is what 
they do. 

Under this legislation, they will continue to be a regu- 
lated profession. They have a change in title from “dental 
technician” to “dental technologist.” That change from 
“technician” to “technologist” is viewed by most groups 
that have had that kind of terminology as preferable. 
“Technologist” has better connotations, from their viewpoint, 
than “technician.” But what they were not getting, according 
to the review’s recommendations, was the controlled act or 
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licensed act concerning the preparation or manufacture and 
design of these dental appliances. They have had a number 
of things to say about that, as have a number of dental 
groups. 

Dentistry: The main thing the review felt they were 
getting from this legislation was statutory recognition of 
the role they play in treating disorders of what we call the 
“oral-facial complex.” That is perhaps a more extensive 
term than the terminology used in the Health Disciplines 
Act, which refers to “human tooth, jaw or adjacent struc- 
ture or tissue.” What they are not getting out of this legis- 
lation or, one could say, what they are losing in this 
legislation, is complete control over dental hygienists and 
the prohibition on denture therapists or denturists from 
dispensing partial dentures. Right now in Ontario, a den- 
ture therapist may only lawfully dispense complete den- 
tures, and the bills propose that denture therapists be 
permitted to dispense partials as well. Dentists have been 
opposed to that change. 


Mrs Cunningham: I am just looking for information 
here. I am curious to know what would have made the 
ministry allow the partials. I say that with the question in 
mind that the one instance I had around that issue was a 
woman who came to me who had been diagnosed with a 
cancer and who at the same time had been given a partial 
denture that was not appropriate. It had been looked into 
because of complications. I am wondering if there were 
certain circumstances or what would have influenced the 
ministry, given her particular case, to allow that to happen. 
It is the only instance I have got. What is the background 
for the inclusion? 


Mr Burrows: There was a similar issue back in the 
1970s when denturists were first allowed to be recognized 
as a self-governing profession. We heard many of the same 
arguments then about total dentures as I think we have had 
with respect to partial dentures. We have heard nothing in 
the way of substantial evidence from any party, whether it 
be dentistry or some other profession, other than anecdotal 
information. 

For example, when we have heard from dentists’ repre- 
sentatives saying, “Here’s some anecdotal information that 
there’s harm out there,” we have asked for comparative 
data. It is no secret that in every profession there are good 
performers and bad performers. We have asked them for 
comparative information in the same kind of experience 
with respect to dentistry, and that has not been forthcom- 
ing. It is one thing to produce a piece of anecdotal infor- 
mation about something that was botched by a nurse, a 
pharmacist, an optometrist, whatever, and it is quite some- 
thing else to produce evidence about a substantial trend or 
data that would objectively prove there is a health hazard 
here of significance that goes beyond individual compe- 
tence. To this date, we have heard nothing convincing 
along those lines. 


Ms Haeck: I had the opportunity to meet with a con- 
stituent recently who had a concern about a dentist and the 
fitting of a plate. He actually was very anxious to be able 
to visit his local denture therapist to get the impressions as 
well as to have the plates fabricated by the denture thera- 


he is called a herbalist—who had said she should eat cer- 


sion would still be in the hands of the dentist whereas the 
dispensing of the plate by the denture therapist would be 
allowed. Is that how it still reads? 

Ms Bohnen: I would not say so. Something as specific 
and non-invasive as taking an impression is not a con- 
trolled act. What the denturists will be authorized to do is 
dispense partial removable as well as complete removable 
dentures, and all of the ancillary activities that are not 
otherwise controlled acts go along with that, so they would 
be able to take their own impressions for that. 


Mr Beer: Could you elaborate on what would appear 
to be a request on the part of dentists to be exempt from 
quality assurance? Coming at that from one angle, it 
sounds rather bizarre. | 

Ms Bohnen: Unfortunately, I cannot. This part of the 
analysis was performed by the review somewhat before 
my time on it, so I would not even want to speculate. I did 
not want to change it as it was their work. : 


Mr Beer: All right. That helps. We can put that to the 
Ontario Dental Association when it is here. 


Ms Bohnen: Just one other issue I think dentists will 
be speaking to is that one of the controlled acts is ordering 
or applying forms of energy that are hazardous. Those | 
forms of energy will be prescribed by regulation under the 
RHPA. Dentistry would like to see that authority to order 
or apply such forms of energy in the Dentistry Act rather 
than dealt with by regulations under the RHPA. They will 
speak to that. | 

With regard to denturism, we have already spoken to| 
the main very significant changes. They will be permitted 
to dispense partial dentures without the order or supervi-' 
sion of a dentist. They also are very pleased with the 
change of their title from “denture therapist” to “denturist.” 
There is really no change in the bills of any significance. 


1540 

Dietetics: Dietitians are currently not regulated, so’ 
what are they getting? Statutory self-regulation. They are) 
not getting any controlled or licensed acts, nor is nutri- 
tional counselling, for example, being restricted to dieti- 
tians. I think a couple of issues you may expect to hear! 
from dietitians are that perhaps—I am not positive but they! 
may be advocating that the title “nutritionist” as well as! 
“dietitian” be restricted to their members. They may also 
be proposing that parenteral nutrition, which is for people 
who have health conditions making it impossible for them 
to eat and digest in the usual way—I am not sure how! 
nutritional substances are provided. However they are pro- 
vided, I think they are advocating that prescribing the 
composition of these nutritional supplements be restricted 
to dietitians. That was not the review’s recommendation. _ 

Mr Beer: Under this, there is the case—it has been 
going for a bit—where a young girl died and the parents 
were charged, but there was somebody—I forget whether 
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tain kinds of leaves or something. There was a comment 
made during the case that they could accuse the parents 
but should something not have happened to this other 
individual who was making, I guess, a diagnosis and 
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prescribing a certain form of treatment. In terms of dietet- 
ics, what would this do to somebody who was recom- 
mending to a family that they should follow some set of 
procedures with the nutrition of their child? Because of the 
13 controlled acts, does this provide that there would be a 
way of legally moving against someone—I do not mean 
necessarily in this case—who was doing that kind of 
thing? 

Ms Bohnen: Nutritional counselling or dietary advice 
is not restricted in any way. If it is coupled with a diagno- 
sis, then presumably it would be possible to prosecute the 
individual for performing that controlled act, which, I 
guess, is the first time we have seen the other side of the 
issue. So far we have seen the issue from the viewpoint of 
‘not impeding practitioners. You have raised it really from 
‘the other viewpoint: How can the public be protected from 
reckless or poorly informed practitioners? But on its own, 
‘not coupled with one of the other controlled acts, which, 
apart from diagnosis, are all pretty invasive, there is noth- 
ing in the bill that would prevent the person from doing so. 


Mr Beer: This would just bring us back to, when we 
get to the important meaning of “diagnosis” and “assess- 
ment,” if you could not demonstrate that somehow there 
has been a diagnosis, then presumably there are still a 
number of things that people generally out there can rec- 
ommend and I suppose, if parents are not thinking enough 
and follow it, this is not going to control everything. 


Ms Bohnen: That is right. It is not going to control 
everything. 

Mr Hope: Just a couple of quick questions. What is 
this going to do with dietitians about these pop-up shops 
‘that are around on this losing-weight category? Is it going 
to restrict the amount of pop-up shops we have dealing 
with diets? 

Ms Bohnen: No, it will help the public to recognize 
who is a registered dietitian and a member of the college 
with prescribed qualifications, quality assurance require- 
ments and so forth. It will help the public recognize that 
person from someone who does not have those qualifica- 
‘tions, but it will not stop what you refer to as pop-up 
shops. 

__ Mr Hope: Yes. Well, they are popping up all over the 
place. 
_ Interjection: It is not a form of food. 


_ Mr Hope: No. The other is that I sometimes wonder 
why they would not be together, nutrition and dieting. Di- 
eting is not stopping eating; dieting is eating the proper 
foods which are nutrients to your body. Why are they not 
‘together? 

Ms Bohnen: In the case of the parenteral nutrition, it is 
‘my understanding that the review, first of all, believed that 
‘these are people who are under the care of a physician and 
‘who are receiving all kinds of very sophisticated health 
care and that the identification of the correct supplement is 
sufficiently controlled in that way. Second, it is my under- 
standing that these nutritional compounds are basically 
_pre-formulated items which you pull off a shelf. It is not 
like cooking up a formula from scratch; it is more like a 
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cake mix than baking something from scratch. So there 
was really no need. The public did not need to be protected 
in this way. 

Mr Hope: Say, for instance, that I go and get my cho- 
lesterol checked and I find out my cholesterol level is 
gone—which is quite common around here, I guess, with 
the food—and I need to talk to somebody to control my 
cholesterol level. Do I go see a dietitian or a nutritionist? 
Because this is where the diagnosis part comes into play. 
You know, I am diagnosing myself as high cholesterol, or I 
get it checked and I have a high cholesterol— 


Ms Bohnen: It would be difficult for you to diagnose 
yourself with high cholesterol because, remember, only 
physicians and a few other groups not relevant to this dis- 
cussion can order the lab tests to determine that you have 
high cholesterol anyway. If you want to find out if you 
have high cholesterol through a blood test, you are going 
to have to go to your physician. Let’s say your physician 
has told you you have this. I would not call it a diagnosis, 
but I would say if he or she tells you, “You have high 
cholesterol,” either the physician will provide you with the 
nutritional counselling or will suggest to you that you go to 
someone else for it. Now, you may want to know, “Should 
I go to a dietitian or a non-dietitian nutritional counsellor?” 
You will have to decide that for yourself. But hopefully 
with the kind of public education that was talked about a 
little bit this morning—the public is going to have to be 
educated so that you can make a wise choice between 
these two practitioners. 


Mr Hope: That is what I am looking for, protection of 
the public, and this is why I raise these questions. How 
many people really take the time, being pushed in and out 
of a doctor’s office, to ask those questions? That is why it 
is important. We talk about two categories. We are still 
going to have two categories out there. Which one is the 
credible one for the general public? That is why I raised 
the question. 


Ms Bohnen: Certainly the member of the regulated 
profession will have certain additional credibility, one 
would presume. But you can imagine that if there was a 
proposal to prohibit people other than the dietitians from 
providing nutritional counselling, you would end up, in 
rural parts of Ontario in particular, with nobody to go to 
for nutritional counselling. 

Mrs Cunningham: I think one of the key questions, 
unfortunately or fortunately, would be, who pays? How 
would you respond to that? 

Ms Bohnen: In a variety of settings members of these 
professions are paid because they are in salaried positions 
in hospital clinics. Apart from that, for those in private 
practice some kinds of extended health insurance cover 
some kinds of practitioners and not others. After that, it is 
however consumers decide to spend their own dollars. 

Massage therapy: pretty short here. What are they get- 
ting? Continued self-regulation. They are currently regu- 
lated under the Drugless Practitioners Act. There are no 
controlled acts restricting massage to this profession, nor 
are they being authorized to perform spinal manipulation, 
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such as is performed by chiropractors and physicians and 
physios, and there are no significant changes in the bills. 


1550 

Medical laboratory technology: They are not currently 
regulated in terms of having their own college. However, 
the Laboratory and Specimen Collection Centre Licensing 
Act does in fact regulate to some extent who is employed 
in licensed laboratories as technologists, technicians and so 
on. But for the first time they will have their own college 
and will be self-regulating. However, they are not getting 
the performance of laboratory tests as a controlled act. 
That will not be a controlled act. 

There are some changes in the bills which are outlined 
on page 2 of that summary, and one of those included the 
example the minister gave this morning. They have to be 
able to collect blood. That is what they do when you go for 
a blood test. In all probability the blood is being drawn by 
a lab technologist or someone who is supervised by a lab 
technologist. As well, there are some non-contentious 
amendments to their scope of practice. 

Medicine: The analysis for medicine which appears on 
page 3 differentiates between the physicians of the College 
of Physicians and Surgeons, or the CPSO, and the Ontario 
Medical Association, because here those two organizations 
have had very different responses to the proposals. 

Fundamentally, and I guess most important, the Col- 
lege of Physicians and Surgeons has been opposed to the 
new regulatory model. The college believes that the public 
would be better served if the exclusive scope of practice of 
medicine were preserved. The OMA has not taken that 
position and does not have any difficulty with the new 
regulatory model. 

As you might expect, they have quite different re- 
sponses to some of the proposals. For example, the college 
would like to see provisions which would make it easier to 
discipline physicians, and the OMA, needless to say, likes 
provisions which safeguard members’ procedural rights. 
To some extent their mandates are just in direct conflict 
and that accounts for the different positions they have 
taken on some issues. 

Just by the way, the regulatory authority over osteo- 
paths is being transferred to the College of Physicians and 
Surgeons. Currently osteopaths are, theoretically anyway, 
regulated by their own governing body under the Drugless 
Practitioners Act. In fact, we have a very small number of 
practising osteopaths, all of whom are getting on in years 
and, judging from information made available to us from 
OHIP, are not in very active practice, many of them. The 
review concluded that while osteopathy could continue to 
be a regulated profession, it was not feasible to regulate 
them as a separate distinct profession and therefore they 
should be on a special register administered by the College 
of Physicians and Surgeons. 

There are some changes in the bills. For example, the 
bill recognizes that physicians do not in fact supervise 
pharmacies, that physicians do not in fact fit and dispense 
dental prostheses. Conceptually, the way the health care 
system has traditionally operated is in imagining that phy- 
sicians do everything, that every other provider group just 
does a little bit but physicians do everything. For the first 
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time, I think this legislation recognizes that physicians do 
not do everything. 

Finally, in terms of other issues, I think you will be 
hearing from the College of Physicians and Surgeons that 
it feels some additional provisions should be added to the 
procedural code dealing with continuing confidence. Also, 
later on there will be some recommendations tabled deal- 
ing with sexual abuse of patients. 


Mr White: Just one small question—really slightly 
outside of the scope of this afternoon’s endeavour—on the 
recommendations of the task force on the sexual abuse of 
patients, which came up fairly recently: My understanding 
is that a large number of those physician-patient relation- 
ships were of a supportive, counselling nature. I am won- 
dering, with the release of that task force, whether that 
information could spur any kind of change in terms of 
regulation, the tremendous issue around harm, obviously. I 
gather that is controversial. You can set it aside for now. 


Ms Bohnen: Right. The report you have referred to 
was a preliminary report, and after it was released there 
was much feedback provided to the task force. It is my 
understanding that the task force and the college are sched- 
uled somewhat towards the end of these hearings, and I 
think you will hear proposals for additional amendments to 
the bills. The minister has already proposed in the package 
that was distributed today a couple of amendments that 
respond to some concerns, such as permitting a complain- 
ant to remain in the room during a hearing that is other- 
wise closed to the public. 


The Chair: Any further questions? Please continue. 


Ms Bohnen: Midwifery is, as you know, obtaining’ 
recognition, legislative authority that midwives are appro- 
priate health care providers for Ontario, as well as statu- 
tory self-regulation. Most of the other groups that are not) 
currently self-regulating have nevertheless been recog- 
nized as players in Ontario’s official health care system. 
That has not been the case for midwives. So they are get- 
ting statutory recognition as well as self-regulation. 

The recommendations the review made in terms of 
their scope of practice and controlled acts arose largely 
from the recommendations of the Task Force on the Imple-' 
mentation of Midwifery in Ontario. The small changes to 
the bill that you see here I think are items that resulted 
from consideration of the issues since that task force made 
its report, and these have benefited from the deliberations 
of the interim regulatory council on midwifery, which has 
been in operation I guess going on two years now. I do not 
believe that these are contentious changes to their bill. 

Moving on to nursing, there are a number of nursing 
organizations which have different views on this legisla- 
tion. In the review’s analysis, what nursing was getting 
from the bill was, first of all, for the first time, at least a 
descriptive definition of the scope of practice of nursing. 
Even though we have had legislation in Ontario that regu- 
lates nursing for I guess the better part of the century, we 
have never had a statutory description of what it is that, 
nurses do. . 

Second, the title “nurse” is being protected for the first 
time. Although the titles “registered nurse” and “registered 
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iursing assistant” are currently protected, the bare title 
nurse” has not been protected in Ontario. 
Nurses have a fairly long list of controlled acts, although 
‘most of those acts are triggered by the order of another practi- 
jioner, a point I will come back to in a minute. 

They are also getting a title change from “registered 
jursing assistant” to “registered practical nurse.” 
_ What are they not getting? The registered nursing as- 
sistant, to become registered practical nurses, are not get- 
ing a separate college. They will continue to be clustered 
vith registered nurses under the College of Nurses. 
_ Nurses are not being authorized to perform diagnosis, 
aor is the practice of midwifery being restricted to nurses, 
which is something at least certain nursing organizations 
wanted. 
Changes in the bills: One of the key changes will be 
the ability given to the College of Nurses to, by regulation, 
‘orescribe which controlled acts may be ordered by a nurse. 
\Usually, the order must be made by a practitioner who 
functions at a higher level. For example, a dentist makes 
an order that may be carried out by a dental hygienist. 
Much of the time, it is a physician who makes an order 
which may be carried out by a nurse, but this legislation 
will enable the College of Nurses to specify what kinds of 
controlled acts may in fact be authorized by a nurse and 
then carried out by a nurse. 
' Some other issues which you see flagged are not very 
‘complicated. Some groups feel that the exception for the 
titles “dental nursing” and “Christian Science nurse” 
should be eliminated. 


1600 
Mr Hope: This is where some of the problems dealing 
pith emergency rooms come up with the controlled acts. 
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Ms Bohnen: Let’s come back to what it means, then, 
to have to have an order, because I think what some 
groups, such as some nursing groups, are saying is: “Look, 
we have to be able to respond to such and such situation. 
We can’t hang around waiting for a physician to examine a 
patient and make an order.” 


Mr Hope: Before you go on, are you talking about 
Standing orders in emergency rooms or what? 
Ms Bohnen: That was one of the things I was going 
speak to you about. 
Mr Hope: Okay. When you said orders, I just wanted 
to find out. 


__ Ms Bohnen: We know that the way emergency rooms, 
‘intensive care units, the way hospitals in general operate, 
is that there are many standing orders or routines so that 
the nurse knows that in such and such situation she has the 
authority to perform a particular procedure so the nurse 
does not have to wait for the patient to be examined by a 
physician and for a patient-specific order to be made. 

_ The same thing applies, by the way, for dental hygien- 
‘ists, who know that, given a certain fact situation, she may 
go on to scale the patient’s teeth. She does not always have 
to wait for the dentist to examine the patient first. Does 
‘that respond to the concern you were raising? 
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Mr Hope: They talk about a heart attack patient com- 
ing in and using their normal skills and applying stuff right 
away and attending to the patient, to care for the patient. 
Then under the controlled acts, and hearing what you just 
told me and reading the controlled acts, I think it is a 
matter of public understanding of what is taking place 
here. There is not a circle of communication. The commu- 
nication seems to be bouncing one way and not back the 
other way. 


Ms Bohnen: I think you will be hearing from several 
nursing groups. I think the College of Nurses and the Reg- 
istered Nurses’ Association of Ontario understand the 
nurses will continue to practise more or less as they prac- 
tise now. They do not wait for a physician order before 
they provide care within their expertise. I have no doubt 
that you are hearing from other groups who are saying 
otherwise, but I can tell that these bills do not require a 
patient-specific order in every case. What they require, 
though, are some guidelines, and remember, these may 
either be standing orders, patient-specific orders or regula- 
tions made by the College of Nurses, which say that, “In 
such-and-such situation, this is how you are supposed to 
carry on.” Remember as well that there is an exception 
from the controlled acts anyway for first aid and emer- 
gency care. . 

Mr Hope: Okay, similarly, using a child with asthma 
and a heart attack patient coming in, when they looked 
under the health professions regulations, they said they are 
not able to do anything because they have not had an order 
from a doctor. Looking at rural Ontario, we do not have 
doctors sitting right in the hospitals 24 hours a day. We are 
lucky if we can get them in there eight hours a day. They 
depend on the beeper or depend on phone services or 
something like this in order to get these orders, and this is 
where a lot of concerns from rural areas come from. They 
went through all this schooling, have had their degree and 
20 years of service or whatever, and they are feeling that 
their ability to move and ability to service the public are 
being taken away with this regulation. 

That is why I keep referring back to these pieces of 
paper that are in front of me. What is written here, what 
you are telling me and what they are telling me—I was in 
the middle of about 150 nurses, so it was not a friendly 
place to be at, especially being on the government side. 
But I listen to the concerns they have, and this is where I 
am trying to make sure that the understanding—and this is 
why I brought up earlier about the transition period. 

I understand standing orders. Are we losing sight of the 
standing orders that are currently— 

Ms Bohnen: No, we are not. 

Mr Hope: Or are the standing orders always going to 
be a part of it? They could still continue to practise what 
they have always been doing, treating the patient as soon 
as he is diagnosed. “Doc, here I am diagnosed, assessed as 
a heart attack patient,” and bang, you can treat him. 

Ms Bohnen: Absolutely. They can carry on. 

Mr Hope: Okay. 

Ms Bohnen: Occupational therapy: Again, they are 
getting statutory self-regulation but not any controlled act. 
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Not much change in the bills other than what I have men- 
tioned before about title protection. Another issue for them 
is the ability to diagnose, which they are not getting in 
these bills. 

The next profession, ophthalmic dispensing: What are 
they getting? First of all, a change in title from “ophthal- 
mic dispenser” to “optician.” Eye care is a complicated 
area because many members of the public, and some of us, 
have trouble distinguishing between ophthalmologists, op- 
tometrists and opticians. Opticians are the people who fit 
and dispense glasses and contact lenses. Optometrists are 
the people who assess vision and also dispense eye glasses 
and contact lenses. Ophthalmologists are physicians who 
have specialized in eyes. So we have eye doctors, optome- 
trists and opticians. They will continue to be regulated and 
they will have a controlled act dealing with dispensing of 
eye glasses, contact lenses and so forth. 

There is no significant change in the bill. The main 
issue I think you will be hearing about comes from the fact 
that the bills and the review do not define all of the ele- 
ments of dispensing eye glasses. There is, in contention, 
the issue of whether an optician should have to perform all 
or nearly all of the various functions that go into dispens- 
ing eye glasses or whether some of those functions can be 
performed by people who are not registered opticians, pro- 
vided the final product is okayed by an optician. I think 
you will be hearing from an industry group as well as from 
the opticians about this issue. 

Optometrists are currently regulated under the Health 
Disciplines Act. In the review’s analysis, what they were 
getting was essentially the status quo, including the author- 
ity to make a limited form of diagnosis. In fact, I think 
what you will be hearing from them is that they are quite 
dissatisfied with their scope of practice as recommended 
by the review and with the limitations on their ability to 
diagnose. In addition, they would like to see specific au- 
thority to order and prescribe forms of energy and to per- 
form allergy tests and procedures in the cornea. But these 
are, to them, less important issues than the issue of the 
breadth of their scope of practice and the breadth of their 
ability to diagnose. 

Ms Haeck: I have also, as many of us have, met with 
various specialties in my constituency and I have met 
with some optometrists in my riding. What they portrayed 
for me as a scenario was that if I went to them and needed 
to be assessed for glasses, but during that, they have a 
whole range of devices to check for glaucoma and other 
things, they in fact could not tell me that particular fact, 
that I might need to be treated for glaucoma. They would 
have to send me to an ophthalmologist in order to have 
that diagnosis delivered to me. 

Looking at this, you are under the controlled acts in a 
very specific fashion. I would judge that possibly that is 
not totally so, but I would like you to expand on that. 


Ms Bohnen: Optometrists play a very important role 
in screening people for eye diseases like glaucoma for 
which medical treatment is necessary. Currently in On- 
tario, under the Health Disciplines Act, optometrists can- 
not use drugs for therapeutic purposes, they cannot do eye 


surgery and so forth. So what they do is provide this very 
valuable screening and then refer the patient to a physi- 
cian, because you have to be treated by a physician fo 
glaucoma and other eye diseases. That will not change 
under these bills, but what the review concluded was tha’ 
an assessment and screening function, optometrists be- 
lieve, is a diagnostic function and the optometrists would 
like the statute to recognize that they do diagnose glau- 
coma. The review said: “No, you don’t diagnose glau 
coma. You recognize the signs of glaucoma and refer the 
patient to a physician, which is the only place the patient 
can get the necessary treatment.” 


1610 


Ms Haeck: What the two optometrists sitting across 
the desk from me indicated was that they could not tell the 
patient that he had glaucoma. They would have to say: 
“You have a problem but I can’t tell you what it is. I am 
going to have to send you to an ophthalmologist.” Some- 
where six months hence, you have this appointment with 
the ophthalmologist, and you are living under this clouc 
for six months, not knowing what particular problem you 
may have and obviously not receiving treatment. 


Ms Bohnen: One of the elements of the controlled 
of diagnosis, which we will come to shortly, does refer t 

it being a statement of a very conclusive nature: “Look, | 
have measured the pressure in your eye”—that is how they 
do it; it is a device that measures eye pressure—“and the 
pressure is up. That is a sign of glaucoma. You need to gc 
to a physician.” If the wait is six months, the patient has z 
problem, not because he has to wait on tenterhooks wait: 
ing for the diagnosis, but because he is going to have to gc 
untreated for six months. He cannot get treatment from ar 
optometrist for glaucoma. | 
I think it comes down to the difficult issue that we hav 
been talking about already today: What is the extent of this 
controlled act and how in practice, using some —— 
| 





sense here, is it really going to play out? 


Mr Beer: Just to underline what Ms Haeck has pu 
forward in her questions, because I think we have al 
had visits over the last few weeks from optometrists) 
and we will want to talk to them about this when they 
come: There really is a concern around this assessment: 
diagnostic. There clearly is also a problem in the rela; 
tionship with ophthalmologists and to what extent the 
ophthalmologists are dictating the optometrists’ scope 0} 
practice. I just would want at this point, for the record 
to put that out, because I think as a committee we are 
going to have to get some better sense of just how thos¢ 
two groups are going to be able to work and live ir 
some harmony with this. | 

This is why I come back to communicating what i! 
meant by being able to assess, because the glaucoma ex’ 
ample is the one that we were all provided with. I suppos¢ 
my reaction to that is, what would you expect in a reason’ 
able situation? An optometrist would say, “Look, I thinl 
what you’ve got here is glaucoma, for which you need t¢ 
go and see a certain kind of person.” But there seem to bé 
problems—and it may be more than just optometrists— 
around, “Have I made an assessment or have I made 
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jliagnosis?” I appreciate there is perhaps some meaning for 
hat, but this is one that we have all, I suspect, received 
irom the optometrists. We are going to have to get a 
wlearer sense on that, because clearly as a group, they feel 
they have lost something in this. I understand you are say- 
ng no, they have not, but that is what they are telling us. 
Ms Bohnen: I know. 

Medical radiation technology: They are currently regu- 
‘ated under the Radiological Technicians Act, so they too are 
4etting a title change from “technician” to “technologist.” 
The Chair: I do not think we have that in the book. 
Pharmacy is next. 


Mr Bohnen: Oh, I am sorry. I do not know how I did 
that. I flipped ahead. I am sorry. 


The Chair: It is further along. 


Ms Bohnen: We will flip back to pharmacy, okay? 
Pharmacists of course are regulated under the Health 
Disciplines Act. There is a change to their scope of prac- 
lice. It emphasizes the counselling component of phar- 
macy. The review recommended that existing restrictions 
om the ownership of shares in corporations that operate a 
»harmacy be removed. That was changed in the bills intro- 
duced by the previous government and this government, 
and so those restrictions on the ownership of shares have 
een restored. Other than that, there is no significant 
change. 

_ Physiotherapy, currently regulated under the Drugless 
Practitioners Act: Under the regulations under that act 
which regulate physiotherapists, with a few exceptions, 
dhysiotherapists are not permitted to treat patients except 
pa a prescription from a physician, so they do not have 
orimary contact with patients; you always have to go to a 
»hysician first. That restriction has been eliminated from 
he bill, so that henceforth patients would be able to go 
ectly to a physiotherapist. They would not have to go to 
‘physician first. They are not getting authority, in the bill, 
0 perform diagnosis. 

There is a title issue here. The title recommended for 
orotection by the review was “physiotherapist.” The 
orofession would like to see the title “physical therapist” 
orotected as well, and I believe they may be advocating 
some additional invasive procedures. Included in the 
oackage of amendments the minister brought with her 



















cheal suctioning, which is something physiotherapists 
currently do. 


Ms Haeck: Is the performing of that particular act, 
‘racheal suctioning, something that initially may have been 
ordered by a physician and is just a continuation of that, or 
's this something they are able to assess on their own? 


__ Ms Bohnen: Our advice was that this was something 
hey were able to assess on their own. I think it is pro- 
vided both in hospitals and in community settings with 
lisabled people. With the proposal you saw they would 
do it on their own. There would not necessarily have 
deen a physician’s order to begin with, although we are 
valking about sick people here or people who were once 
3 so there will have been a physician involved in any 
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Psychology: Psychologists are currently regulated 
under the Psychologists Registration Act. Again, like nurs- 
ing, it is an act that only provides the benefit of title pro- 
tection to members of the profession. No service is 
currently restricted to psychologists in Ontario. 

Under the bills, they would be specifically author- 
ized to use the title “doctor.” They have been authorized 
to perform the controlled act of diagnosis within the 
psychological arena, but they have not been given an 
authorized act to perform psychological testing, for ex- 
ample. The performance of psychological testing is 
widely done by psychometrists. A diagnosis based on 
the outcome of that testing would be restricted to psy- 
chologists, however. 

As I understand it, the main issue for psychologists is 
the scope of the title protection for members of that profes- 
sion, including protection of the words “psychology,” 
“psychological” as well as “psychologist.” 

Medical radiation technologist, which I had skipped 
to before: I do not think there is anything of too conten- 
tious a nature here. In the amendments the minister 
brought with her today, she has proposed that their 
scope of practice be amended to permit the minister to 
add the diagnostic use of other forms of energy. For 
example, the review did not recommend that regulation 
of ultrasound practitioners be included in this package. 
If at some point in the future it is decided that ultrasound 
operators or some other kind of technologist who utilizes 
the form of energy should be regulated, it might be that 
they could be clustered with these radiation technologists. 

Finally, the respiratory therapists, who are not currently 
regulated, are getting their own college. There is no change 
to the bills from what was recommended for them by the 
Health Professions Legislation Review. Now we have fin- 
ished with this. 


The Chair: If I may interrupt, the time is now 20 
minutes past 4. The next sections you are getting into, 
which deal with the issues you have identified under sec- 
tion L, could take some time. If it is the wish of the com- 
mittee, we can decide how late we want to go today and 
then schedule tomorrow. The way our schedule is look- 
ing, we can have our lunch break from 11:30 till 1:30 and 
then have the ministry continue the presentation from 
1:30 till 2:30, when the public is going to be able to 
continue presentations. 


Mr Beer: I think these are really important and I am 
already 20 minutes late for something else. If it is possible to 
do this at a time that would be more acceptable for everyone, 
I think we really do want to get our teeth into this section. It 
may not be the time that is suggested, but I would certainly 
appreciate another time this week if we could. 

Ms Bohnen: | apologize for running so late with my 
material. 

Mr Beer: No, not at all; it has been very helpful. I just 


think dealing with these at the end of the day—if we can 
have it when we are fresh— 


The Chair: There will be opportunities over the course 
of the next few weeks when we find adjustments in the 
schedule, or if we want to invite the ministry to get into 
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some of these issues following discussions with the 
deputants, if there have been cancellations, when we can 
try to set aside some time for those discussions. That is 
something the whips might want to discuss. We can at- 
tempt to do that. 


Shall we adjourn for today, reconvene tomorrow at 10 
o’clock and ask the ministry to continue from 1:30 to 2:30, 
starting at section L? Is that agreed? Any discussion? No? 
We stand adjourned until 10 o’clock tomorrow morning. 
Thank you all. 


The committee adjourned at 1623. 
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The committee met at 1003 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEE 
ET LES PROJETS DE LOI QUI L’ACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 
‘Health Professions Act, 1991, and its companion legisla- 
‘tion, Bills 44-64. 

_ Reprise de l’étude du projet de loi 43, Loi concernant 
la réglementation des professions de la santé et les projets 


de loi, 44 a 64, qui l’accompagnent. 
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The Chair: Good morning. I would like to welcome 
everyone to the standing committee on social develop- 
ment. We are examining a packet of bills known as the 
Regulated Health Professions Act. There is someone here 
from each of the caucuses, so we have a quorum and we 
will begin. 





ONTARIO NURSES’ ASSOCIATION 


The Chair: Good morning. The rules of the commit- 
tee are that you have been granted 20 minutes for your 
presentation. We would ask that you leave some time for 
questions from the committee members. We welcome you 
and ask you to begin your presentation now. 


_ Ms Davidson: Good morning, Mrs Caplan and mem- 
bers of the standing committee on social development. My 
name is Eileen Davidson, and I am the president of the 
Ontario Nurses’ Association. With me today are Heather 
Dolan, our chief operating officer; Lesley Bell, assistant 
director of government relations; Arlene Babad, our nurs- 
ing practice officer; and Carol Helmstadter, our research 
officer. 


, Iam pleased to be here to address the concerns that the 
practising staff nurses in this province have concerning 
these three pieces of legislation: the Regulated Health Pro- 
fessions Act, the Nursing Act and the Midwifery Act. 

First, I would like to acknowledge and thank the vari- 
ous Health ministers and their staff for the opportunities 
‘that have been provided for nurses and all other profes- 
sions to have input into this very lengthy process. 

__ As I am sure you know, the Ontario Nurses’ Associa- 
‘tion is a trade union and represents 55,000 staff nurses who 
form the backbone of this province’s health care system. 
These nurses work in hospitals, nursing homes, homes for the 
‘aged, community health and in private industry. 
_ At the outset, I must say that as nurses we were disap- 
pointed with the proposed legislation, as we had hoped and 
‘expected that the role of nurses would be expanded. In- 
stead, we believe this legislation neglects to recognize the 
| nurse as an autonomous member of the health care team. 
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The legislation puts the practising nurse in a com- 
pletely untenable position and will result in even more 
nurses leaving the profession. We support fully the intent 
of this legislation to protect the public from unqualified, 
incompetent and unfit health care providers. However, in 
order to do that, the legislation must also enable nurses to 
practise safely and efficiently. 

In our written brief we have discussed in detail our 
concerns, but for this presentation I have narrowed our 
focus to the four main issues of concern to staff nurses. 

Number one, and of prime importance, is that we do 
not believe that licensing and controlling certain hazardous 
acts will protect the public. On the contrary, we believe 
this is not in the best interest of the public. Instead, we 
recommend that all professions which are to be regulated 
should be licensed according to their scope of practice. 
Without licensing, we believe that there will be a prolifera- 
tion of health care workers, care will be further fragmented 
and the public, instead of being protected, will be left in 
the hands of a confusing array of both qualified and un- 
qualified health care workers. 

Nursing is being taken away from nurses and delegated 
to others based on the budget, not on proper patient assess- 
ment or care. The government’s effort to introduce compe- 
tition into the health care field is an understandable effort 
to reduce costs, but do we want to see competition intro- 
duced at the expense of losing quality care? The public has 
come to expect the best, not the cheapest, and the ONA 
believes this is a reasonable expectation and we will con- 
tinue to try to meet it. 

Currently in Canada, six provinces have adopted an 
exclusive licensing mechanism for the practice of nursing. 
That means that nurses have a right to practise within a 
defined scope of practice. 

I refer you to our written submission, specifically ref- 
erence 1, where it states: “It has been suggested that in 
provinces where the legislation provides only a registra- 
tion mechanism, and not an exclusive right to practise 
nursing, the public is not sufficiently protected.” The 
present system and the proposed legislation protects the 
title but does not protect nurses with the exclusive right to 
practise nursing. In our opinion, it therefore permits un- 
qualified nurses to practise and is inadequate to protect 
the public from unsafe and unethical care. 

We agree with the statement from J. J. Morris’s book 
Canadian Nurses and the Law. Mr Morris says, “It is es- 
sential that the College of Nurses have the right to license 
those who practise nursing within the defined scope of 
practice and that these licensees have the exclusive right to 
practise within that defined scope.” His complete article is 
attached to our written submission, reference 1. 

The second issue I would like to address is the critical 
need to include within the scope of nursing practice 
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regitered nurses who are administrators, researchers and 
educators. The teaching of nurses, the decision of nurse 
administrators and the orders which they give to their em- 
ployee nurses directly impact on nursing care, often to the 
detriment of the patient. For example, it is not uncommon 
to work seriously short-staffed, which is potentially dan- 
gerous to the members of the public who are our patients. 

In the past, the College of Nurses of Ontario has lost 
appeals to the courts because the courts found that the 
present Health Disciplines Act only applies to practitioners 
who give direct, hands-on care. That is us, the staff nurses. 
Under the proposed legislation we can see nothing that 
would change this situation. 
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The ONA believes it is crucial that nurse educators, 
administrators and researchers become accountable to their 
governing body in order to protect the public. It is worth 
noting that the Canadian Nurses Association has already 
recognized this need by establishing its own standards for 
these nurses, and this position has the support of the Col- 
lege of Nurses of Ontario. 

The third issue is the imperative need for the proposed 
legislation to formally recognize that many regulated pro- 
fessions will have dual accountability, as a professional 
and an employee. For staff nurses, this dual accountability 
means they are responsible to both the College of Nurses 
and their employer. 

The Ontario Nurses’ Association has much insight into 
this unique problem, as we are the only regulated profes- 
sion right now in this unenviable position of dual account- 
ability. As Florence Nightingale wrote, “Nurses must work 
under conditions where it is possible for them to deliver 
good care or they will become totally demoralized.” 

In our experience, with the basic conflicts between 
these two roles, if they are not worked out, nurses will 
continue to be frustrated in their efforts to deliver profes- 
sional nursing care. This jeopardy situation reduces nurses 
to feeling compromised and insecure, and this is probably 
the single most important reason why qualified nurses 
leave nursing. 

The fourth issue I wish to address is the proposed es- 
tablishment of an independent college of midwives. It is 
our position that midwives should be nurses first, that mid- 
wifery should be regulated under and by the existing Col- 
lege of Nurses. While we support the right of women to 
choose how childbirth is conducted, the management of 
labour and normal delivery is a specialty of nursing, just as 
obstetrics is a specialty of medicine. 

In closing, I would like to urge the committee members 
to review in depth the concerns of the Ontario staff nurses. 
We believe that all professions should be licensed with a 
defined scope of practice; that registered nurses who are 
administrators, educators and researchers should be in- 
cluded in the scope of practice and become accountable in 
order to protect the public; and that midwives should be 
nurses first. We believe our suggestions would ensure that 
both the public and the profession to be regulated would 
not only be treated fairly, but also the public would gain 
maximum protection. 


Due to the late receipt of the government amendments, 
we reserve the right to forward a further written submis- 
sion indicating any modifications to our current position. 
We would be pleased to answer any questions. 


The Chair: For the record, I would like to point out 
that written submissions are welcome at any time throug 
the course of these hearings, and all groups should feel 
welcome to communicate in writing with the committee. 


Mr Owens: Ms Davidson, with respect to your com- 
ments on the necessity to have a scope of practice, with the 
specialization of medicine how do you see the role of th 
nurse being compromised? I sense that is what you are 
alluding to, that certain things that nurses have been doin 
up to this point they will no longer be able to do, or that in 
a situation where a practitioner, such as a respiratory thera- 
pist, is not available, or a physician, that the nurse, know- 
ing the patient requires some medication or some form of 
treatment, will be torn between giving the treatment o1 
trying to find that type of specialist. Is that what I am 
hearing and is that your interpretation of the bill? Is that 
what it will do to your profession? 


Ms Bell: I will take a stab at that. I think you have 
brought in a number of things in your question. I will try te 
answer as best I can. 

There are comments that nurses now function without 
written orders, and the legislation is not going to change 
that. Our comment would be that they are in fact function: 
ing quasi-illegally in that instance now. Our hope of the 
legislation was that it was going to pretty well define wha 
our role was and give us the independence to practice 
within that defined scope. 

Our problem with not having a defined scope of prac: 
tice means we have to look for orders. We have heard al 
kinds of comments that there are standing orders that are 
applicable, or policies and procedures within the institutior 
that give us coverage. Those are only as good as the papel 
they are written on, and if they are not duly signed by ar 
authorized attending physician, then we have basically 
stepped outside our role and gone ahead and in fact prac’ 
tised without proper coverage. Our concern is that this 
may not change how all nurses function tomorrow, but i 
really puts us still in jeopardy, and that was the issue we 
were trying to alleviate with new legislation. 


Ms Davidson: I would like to expand, too, on ‘the 
quasi-illegal. This is really my baby. You have no idea hov 
many times a nurse practises because the patient expects it 
the public expects it, the administration expects it and the 
doctors expect it. You go ahead and you do it because it 
the right thing to do at the time and then you wait for the 
doctor to write the order to cover you. What if that docto) 
decides he is not going to write that order? Now we are uy 

against a $25,000 fine. Once, only once, will I do what 
think is right and that will be it. 


Ms Babad: The other comment regarding a define 
scope of practice and only allowing the appropriate healtl 
care provider to perform that is the concern when yol 
have, for instance, many unregulated health facilitie 
where people who are not qualified are doing certain activ 
ities. We are clearly familiar with the rest homes and th 
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oroblems there. By restricting the practice of nursing to 
\qualified nurses, it helps resolve that problem. 


, Mr Beer: Could you elaborate a bit on your concerns 
with respect to midwifery? As you are aware, this is a 
subject that over the last—certainly since I was first 
elected in 1987, I have had a number of people in talking 
bout that issue, the need for an independent college and in 
oarticular the arguments around the European and the Brit- 
ish approach to it. 

I would like to get a better sense of—I realize there is 
more in here as well—fundamentally why there should not 
‘be a college and why one, in your judgement, ought to be a 
nurse before being able to be a midwife, when in other 
jurisdictions there is certainly an historical tradition of 


people performing that role. 


| Ms Babad: There is a number of reasons we have 
taken that position. Certainly one is that we believe the 
essence of that type of practice starts out from a broad 
generalist base. It is fine while midwifery is only dealing 
with the norm, but you do not always know what is going 
to occur, and something abnormal could be occurring 
which a person who does not have that broad generalist 
knowledge first could miss. In other words, you are as- 
suming that nothing is going to be wrong, and there is no 
way one can assume that in the world we live in. So many 
practitioners, if they do not have that broad generalist 
knowledge, could miss other things that do not necessarily 
‘touch on the aspect of birth. 

_ The other reason, of course, is that in many remote 
areas it would be of benefit if the person was also a nurse 
and qualified as a nurse-midwife to deal not only with 
midwifery issues but those other nursing issues. If the per- 
‘son is going to be regulated under two colleges, because 
they need a nurse and a midwife, we can certainly see 
confusion resulting. We have addressed other concerns as 
well in our submission. 


Ms Davidson: Presently, among the staff nurses we 
have several nurses who work in labour and delivery who 
‘are midwives from other countries and have been educated 
‘elsewhere and are practising as nurses now. All of us who 
have had any experience in labour and delivery have 
worked with nurse-midwives who are practicing as nurses 
with this extra education. It is really nice to have them 
around when you need them. 
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Mr Beer: Can I ask one quick follow-up? Has your 
‘association or have you had any kind of relationship with 
‘the new interim council that exists or discussions about its 
‘program or how it is operating? 

Ms Davidson: Yes. We have had ongoing representa- 
tion on the interim regulatory council. Our representative 
is Ina Casey. She is a labour and delivery nurse and has 
been representing us right from the beginning. 


Mr Hope: During your presentation, and I may have 
‘misunderstood you, you said something like, “Standing 
orders are not as good as the paper they are written on.” 


Ms Bell: That was my response to a question, yes. - 













Mr Hope: I raise this question because I know in 
emergency rooms and other areas in the institutional set- 
tings, you have standing orders. When you commented 
that they are not as good as the paper they are written on, 
then I am starting to have questions. Why are they not? 


Ms Bell: Standing orders have to be authorized by a 
physician once the physician becomes in attendance. The 
problem arises that if a physician questions what your de- 
cision was in an emergency room situation, the fact that 
you decided this patient was suffering from X and insti- 
tuted protocol X to match it, and he determines that some- 
thing went wrong and maybe he does not agree it was 
right, then you have actually worked without an order 
there. 

In every hospital, certainly in my history of practice, 
standing orders come into vogue and out of vogue. For a 
long time, we had standing orders for every patient that 
was admitted to a specific floor, with a specific diagnosis, 
for surgery the next day. The problem was that then there 
were questions by the public: “How can you do all this 
when the doctor hasn’t seen me and I’ve determined that 
there is something else wrong with me in the interim?” 
Then it is left to the nurse to say: “Okay, we won’t institute 
any of these orders. We’ll wait until the physician comes 
n.” The physician comes in and says: “Why weren’t these 
orders carried out? You know this.” So all of a sudden, the 
hospital will decide: “We’re not using standing orders any 
more. We’re going to go to the situation where every order 
has to be written.” Then you get to the problem, “We’ll 
take verbal orders,” and it just goes back and forth. 

Our concern is that the nurse is left holding the bag 
99% of the time if there is a dispute with regard to how 
those standing orders were implemented. 

Mr J. Wilson: As I scan through your brief, you have 
a lot of concerns about almost every section. Is there any- 
thing you like in this proposed legislation? 

Ms Bell: Sure. We like the fact that it is being looked 
at. 


Ms Davidson: We like the fact that we have had 
input. 

Mr J. Wilson: Have you had much success with the 
ministry with your concerns over the years? This legisla- 
tion has been going on for a decade. 


Ms Dolan: The best example of that is that we were 
here with pay equity and we are now in the courts with pay 
equity to prove what we said before a similar committee 
about pay equity. So if we have to go the court route again, 
we will be in court again. I do not know what we have to 
do to prove to people that nurses who are working at the 
bedside are seriously concerned about this legislation. 


Ms Bell: Our concerns are certainly different from the 
other nursing groups that you will probably have present to 
you. There have been references made that both the col- 
lege and the Registered Nurses’ Association of Ontario are 
very supportive and understand the legislation. They under- 
stand the way it has been presented to them and how it 
applies to them. Our concern is that as practising nurses, it 
applies differently to us. We are the ones who are there who 
are left in jeopardy. We are the ones the Health Disciplines 
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Board comes down on and so on and so forth. Our con- 
cerns have not been addressed adequately, and that is why 
you see a brief of this size. 


Ms Babad: In addition, this piece of legislation was 
modelled after the Health Disciplines Act. As practising 
nurses we are very familiar with the problems that have 
occurred because of that piece of legislation, so we would 
have liked to see some changes made to this beyond that. 


Ms Bell: I just want to throw in with regard to this. 
For example, you have heard from other. groups or you 
will be hearing from other groups that there is a question 
as to the accountability of educators, researchers and ad- 
ministrators. You will be told that they are accountable 
under the legislation. They are accountable for incapacity 
and professional misconduct. Our problem is that they are 
the ones who assign our workload. We are the ones who 
have to carry out what they tell us to do, whether it is 
short-staffed or whatever. Because the only standards that 
the college has established are practice standards, it is only 
the practising nurses who are held accountable to those 
standards. So while those nurses are so-called accountable, 
they are not accountable in the way we need them to be, 
where their determination of our workload or of how our 
patient assignment is and of how we practise is going to 
make our position an area where we are the ones who are 
challenged and not them. 


Ms Babad: This really even goes beyond that. We 
have disputes with the administrators about their medica- 
tion administration policies, about their methods of chart- 
ing, which the nurses are doing but the administrators are 


deciding how they will do it. If the nurses are concerned . 


that it does not meet the patients’ needs, there we have a 
real conflict. Certainly we have cited some of these in our 
brief. 


Ms Davidson: One of the statements we have made 
before is that there is a shortage of nurses in this province. 
There is not a shortage of nurses, but there is a shortage of 
staff nurses who are willing to work under the circum- 
stances we are being forced to work under. Those of us 
who stay, why do we stay? Because we want to nurse, we 
want to look after our patients, we care about our patients 
and the public, and so we stay. But when you work in an 
uncompromised situation where the famous floating word 
_ in every institution in this province is “cope,” it is very 
difficult and you start looking for something else. If there 
was room for one more real estate salesman in Parry 
Sound, I would be gone. 


The Chair: Thank you very much for your presentation. 
I know the committee will give it serious consideration. 


COLLEGE OF NURSES OF ONTARIO 


The Chair: The next presentation is from the College 
of Nurses of Ontario. Come to the presentation table and 
identify yourselves. 


Mrs Mandy: We are pleased to have this opportunity 
to present to the standing committee. My name is Pat 
Mandy. I am the president of the College of Nurses of 
Ontario. On my right is Linda Vanginhoven, RNA, of the 
executive committee. To my left is Margaret Risk, execu- 


_members to a maximum of six consecutive years’ service 


tive director of the College of Nurses, and Darwin Moore, 
vice-president of the College of Nurses. 

I believe you have copies of our submission that were 
distributed today. In our submission we confirm our sup- 
port for some of the issues and identify those areas where 
we continue to have some concerns. I would like to note 
that we do intend to make a second written submission 
relating to the draft amendments that were tabled by the} 
minister yesterday. We need time to study these amend-} 
ments in order to make an appropriate response. | 

The College of Nurses of Ontario is the regulatory! 
body for nursing. The College of Nurses supports the pol- 
icy intent and direction of the proposed legislation. Given} 
the comprehensive consultation process, we have had the! 
opportunity to suggest many changes and see them ince 
porated into this legislation. Therefore, our submission is 
brief. 

We support the intent of the legislation to increase the 
emphasis on the identification of deficiencies in and pro-| 
motion of quality care by practitioners through a quality) 
assurance program. This is a positive enhancement to 
process that at present focuses solely on responding to 
individual complaints. | 

The review team is to be commended on its review of 
various models of credentialing and the development of a) 
unique scope of practice and controlled acts model. We 
welcome the opportunity to work with government and 
other regulatory bodies to implement the model and evalu- 
ate its effectiveness. 

There are several areas in the proposed legislation for 
which we wish to acknowledge support. These include the 
advisory council, the openness and privacy provisions, the 
French-language services and mandatory reporting. 

There are some areas about which we wish to express oul 
concern and which, in our view, require some alteration. 

We support the minister’s proposal in the draft amend- 
ment to section 5.1 limiting the elected and public council 











on council. We recommend that the same limitation be 
applied to the appointment of members of the advisory 
council and the Health Professions Board. 

1030 
The section on minister’s powers attempts to reflect 4 
balance of independence for the governing body and its 
accountability to the minister. The review team had recom- 
mended that the minister may request councils to under: 
take activities. In the bill, the word “request” has beer 
replaced by “require.” We believe that “request” reflects 
more accurately the collaborative nature of self-regulatior 
and is more appropriate to reflect the partnership betweer 
regulatory bodies and government. 

The fitness-to-practise committee can impose terms 
conditions and limitations on a member’s certificate of 
competence. A breach of such conditions would be 
deemed professional misconduct and could result in bring! 
ing a member before a discipline committee. We woulc 
like to see an additional subsection in the legislation tha! 
would provide authority to the fitness-to-practise commit 
tee to deal with a member in breach of conditions or limi; 
tations. This would be congruent with the intent of the 
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vegislation to address health conditions differently than is- 
sues of competence and conduct. 

We stated that we would support the intent of the legisla- 
ion to increase the emphasis on the identification of deficien- 
cies and promotion of quality care by practitioners through a 
jquality assurance process. As the legislation moves forward, 
vhere are a number of issues which will need to be clarified 
pither through legislation or complementary government pol- 
uicy. One fundamental concern we have with the legislation is 
the implication that regulatory bodies can assure quality. Reg- 
jalatory bodies can assess quality, they can strive for quality 
‘improvement, but legislation which implies assurance of 
iguality care can create expectations that cannot be met. We 
‘recommend that the terminology in the legislation be 
changed to “quality improvement.” 

‘+ In reviewing the draft legislation, the College of 
Nurses, with other regulatory bodies, has identified a num- 
ber of legal and procedural concerns. The concerns have 
‘been discussed with the legal counsel at the Ministry of 
‘Health. Since the status of these concerns is not clear at 
this time, a summary is included to this submission, in 
appendix 1. Last week, the Minister of Health shared draft 
amendments that were tabled with you yesterday. After we 
‘study these proposals, as I said, we will be making a fur- 
‘ther written submission to the committee before your 
‘clause-by-clause review. 

The proposed legislation does not provide for a re- 
quirement that the employer verify that the employee is 
tegistered. The Health Disciplines Act currently provides 
for this. We believe a statement of this nature should be 
‘included in the new legislation. 

We wish to comment on two aspects of the Nursing 
‘Act: structure and title restrictions. The scope of practice 
‘and controlled acts will be discussed generally, with spe- 
cific reference to nursing. Throughout the legislation re- 
view process we have supported the philosophical thrust of 
increased public accountability and openness and the in- 
crease in public representation on council. The proposed 
increase of membership to just under 50%, however, af- 
fects the principle of peer review and may be perceived as 
idilution of self-regulation. We have some practical con- 
cers about the structure of the council and the statutory 
“committees with public representation of just under 50%. 
The College of Nurses is unique in that it represents two 
categories of practitioners, registered nurses and registered 
nursing assistants. We have a very large registrant body, of 
approximately 145,000, and we have a very large council, 
with 33 members currently. 

In the event that the higher percentage of public mem- 
bership is maintained, the College of Nurses has proposed 
_a structure, which is in appendix 2. This has already been 
| shared with the Ministry of Health. In this structure, public 
membership is a little over 46% of the college council. 
| This reduced ratio is necessary in order to have sufficient 
, and appropriate representation of RNs and RPNs on statu- 
| tory committees. 

With regard to restricted titles, we recommend that 
-“tegistered” be included in the title “practical nurse” wher- 
ever it appears in the legislation. It informs the public and 
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other health care practitioners of the credentials of the 
practitioner. 

An exemption has been made to allow a person to hold 
himself or herself out as a Christian Science nurse, a dental 
nurse or a graduate nurse. We have accepted the exemption 
for Christian Science nurse. We disagree, however, with 
the exemption for dental nurse. “Dental nurse” suggests to 
the public an individual who is a nurse with a speciality in 
dentistry. We understand that this title is no longer in use in 
Ontario. We therefore recommend that this exemption be 
removed. 

We recommend that the title “graduate nurse” be pro- 
tected. We have been exploring the viability of creating a 
roster of those individuals currently practising safely as 
graduate nurses in the province. The inclusion of these 
graduates on such a roster would allow them to continue 
working and still provide some monitoring to enhance 
public safety. 

The College of Nurses supports the scope of practice 
statement for nursing but wishes to note the importance of 
health promotion as a significant practice component even 
though the words are not explicitly identified in the state- 
ment. We are in agreement with legislation that focuses on 
the practice of the professions. We recognize, however, 
that RNs and RPNs are accountable to the College of 
Nurses for nursing behaviour regardless of the capacity in 
which they are employed. We also acknowledge that there 
is a perception of immunity for members working in re- 
search, education and the administration dimensions of 
nursing. We have a responsibility to clarify the legislative 
intent to members and to inform the public of expectations 
for all RNs and RPNs regardless of their positions or their 
employment settings. 

There are four controlled acts that are of specific con- 
cern to the College of Nurses. We suggest that all con- 
trolled acts be very clearly defined. The first controlled act, 
“communicating a conclusion,” which replaces “diagno- 
sis,” has been discussed extensively and we join many 
other groups in expressing concern. We understand that the 
intent of this controlled act is to limit the determination of 
a medical diagnosis to qualified practitioners. The College 
of Nurses supports a controlled act that explicitly limits 
medical diagnosis to qualified medical practitioners. 

The amendment to the controlled act 5, “administering 
a substance,” which changed “on the order of a qualified 
person” to “on the order of a member of the College of 
Physicians and Surgeons of Ontario” will create problems 
for RNs and RPNs working with other health care profes- 
sions that are authorized to prescribe; for example, dentists 
or midwives. We have not yet had the opportunity to dis- 
cuss the rationale for this change with the ministry and we 
need to consult with nurse practitioners working at ad- 
vanced levels to ascertain how this might impact on the 
service they provide. We will comment on this in our sec- 
ond submission. 

The lack of definition of forms of energy is confusing. 
Nursing currently applies some forms of energy, such as 
bone growth stimulation and phototherapy. If these forms 
of energy are considered prescribed, then it is important 
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that nursing have the application component of this con- 
trolled act within its scope of practice. 

The College of Nurses has supported the inclusion of 
midwifery in legislation. Throughout the review process 
we have met numerous times with the Ontario Midwives 
Association and more recently with representatives of the 
Interim Regulatory Council on Midwifery. We recognize 
that in the implementation of midwifery services in On- 
tario there will be a learning and adjustment period as roles 
and role relationships evolve. This controlled act is an ex- 
ample of overlapping scopes of practice of nursing and 
midwifery. The “managing labour’ component of this con- 
trolled act is not authorized for nursing in the proposed 
legislation but is currently practised by many RNs and 
RPNs and is part of the basic education program. We be- 
lieve it is important to include managing labour as an au- 
thorized act for nursing, as it is essential for the safe care 
of the mother and foetus. 

The success of the controlled acts model will depend 
on an informed public. Freedom of choice and flexibility 
for the health care consumer and education of the public 
will require greater collaboration between professions with 
regard to multidisciplinary practice. The controlled acts 
model requires an opportunity to be tested and evaluated 
and that there be opportunity for revision of the act based 
on evaluation and consultation with the public, the profes- 
sions and the governing bodies. We look forward to work- 
ing with the government and other governing bodies in 
implementing the Regulated Health Professions Act and 
would be pleased to answer any questions. 
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Mr White: Following from this issue, which I know 
you recognize as being an issue of some debate in your 
community, is the issue of medical diagnosis. You suggest 
that you are supporting an explicitly limited medical diag- 
nosis for medical practitioners. I am wondering how com- 
municating information, which implicitly happens in the 
hands-on practice you represent, might be hampered by 
that clause or how you would relate to that. 


Mrs Mandy: Are you asking why we want it changed 
to “medical diagnosis”? Nurses have many independent 
functions which they perform and the wording in the legis- 
lation as it is would put limitations on that. The wording 
now is that nurses cannot communicate a disease, a disor- 
der or a dysfunction, and there are many times when 
_ nurses do discuss those things with patients, so that is why 
we want that limited to medical disease. 

Mr White: So you would see that as continually con- 
fining what it is that you can do. 

Mrs Mandy: What we can communicate. 

Mr J. Wilson: I have a general question to you, 
_ Madam Chair. There are a number of legal procedural con- 
cerns in appendix 1. Will counsel undertake to get back to 
us on that, or will the ministry be acting through the col- 
lege? 

The Chair: Procedures for the committee are that if 
you have questions of the ministry, you can ask directly 
and they can respond in writing, or we will have another 
opportunity this afternoon. There will be an hour from 


time to time and you can pose questions then, but if you 
pose your questions in writing, ministry staff are here, and 
normal procedure in the absence of either the minister or 
parliamentary assistant is to have the response in writing. 


Mr J. Wilson: Perhaps I could ask the witnesses what 
kind of progress you are making with the ministry in clear-| 
ing up some of these matters—the wording of bills. : 


Ms Risk: Legal counsel from a number of the col-| 
leges have been with working with legal counsel at the’ 
ministry and have made significant progress in looking at a| 
number of these, a number of which were tabled by the! 
minister to you people yesterday. Our difficulty is that we 
just received them the middle of last week and we have not; 
had an opportunity to match them up against the com- 
ments we have already made. Some of them will have} 
been resolved and some of them perhaps will not be. 


Mr J. Wilson: Will you be doing a second submission 
to update us on that? | 


Ms Risk: We will be doing a second submission.| 
Some of our concerns are almost a matter of form and are 
not particularly substantive and some are a little more 
substantive. 


Mr J. Wilson: I appreciate that. 


Mr Beer: Your organization and the association that 
appeared just before you clearly have different approaches 
to this legislation. As we look at some of the points that 
were raised previously, I know you were here, and I am 
sure you have talked with people from the Ontario Nurses’ 
Association about that. But what is the nature of the dis- 
agreement here, because I think as committee members it 
is important that we understand in terms of the college, the; 
Nurses’ Association and the third association, which is| 
gone out of my head for the moment. 


Mrs Mandy: There are actually four nurses’ organiza- 
tions in Ontario. The College of Nurses of Ontario is the! 
regulatory body for nursing. The Ontario Nurses’ Associa-| 
tion, which just presented, is the union for registered 
nurses in Ontario. The Registered Nurses’ Association of 
Ontario is the professional body for RNs, and the Ontario 
Association for Registered Nursing Assistants is the pro: 
fessional body for RNAs. 


Mr Beer: Okay. Am I correct that your association 
and the registered nurses’ association have said that in 
principle you support the legislation, that you have some 
questions, but that basically you have supported that? I 
guess what I was really after is, in terms of the major 
concerms that were expressed by the ONA, do you agree 
that those are concerns but simply feel that the legislation 
deals with them adequately, or do you not feel that those; 
are as critical as the ONA put to us? I am trying to get 
some guidance because I want to get a sense of— 

Mrs Mandy: I believe that we approach them from 
our own perspective. As the College of Nurses of Ontario, 
protection of the public is our mandate. The Ontario 
Nurses’ Association is the union, and represents the RNS 
interests. | 


Ms Risk: I think that probably the scope of practice i 
the area that is most fundamental in our differences. It is a 
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‘new model and it has been, I think, a difficult one for all of 
lus to grapple with during the process. It is a much more 
jopen model and actually we would disagree that it is re- 
‘stricting; it is rather just the opposite. It provides much 
more independent decision-making for nurses. So the 
broad scope of practice is something that we have certainly 
‘supported as something that supports consumer choice in a 
system that is much more multidisciplinarian and has 
\many more grey areas between professions than there used 
ito be. The controlled acts: I think we have supported the 
ymodel in taking a try at it. We all have some concerns 
about whether we will have difficulties with enforcement, 
but it really is a very unique approach that has sparked 
\interest right across Canada and the States. We think that 
|we probably can make it work. It is not just our organiza- 
\tions that actually disagree. We all are trying to look at a 
‘new model and how it is going to work. 

The Chair: Thank you very much for your presenta- 
‘tion. The committee will look forward to receiving your 
‘written brief and any other further communication you 
shave as the hearings go forward. 
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VICTORIAN ORDER OF NURSES 


_ The Chair: The next presentation is from the Victor- 
jan Order of Nurses. Introduce yourself for the committee, 
please. You have 20 minutes for your presentation and | 
would ask that you leave time for questions if possible. 


Ms Suttie: Yes, I will. Actually, our remarks are going 
to be very brief. I am Jane Suttie, the associate provincial 
‘director of VON Ontario, and this is Judith Layzell, the 
‘director of quality assurance for VON in the province. We 
‘did not hear any of the presentation that took place before 
“us, so we will probably be unable to comment on that. 
Basically what we would like to do this morning is just 
_make a couple of what we feel are important remarks in 
telation to Bill 178. We will be presenting a formal paper 
_by the end of the month, which is the deadline that was 
given, but due to holidays and so on we were unable to 
gather all the people together we needed to do a formal 
presentation. So please bear with us. 

When we reviewed the paper, one of the things that 
came to mind under the heading of advisory council was 
the fact that we would like to see some consumer represen- 
tation on that council, and also that the organization of 
VON would be prepared to act in a consultant capacity to 


_the advisory council should it be implemented. In essence _ 


_we support the process but we would like to see a more 
blended group of people; for example, government repre- 
sentation, some professionals and consumers so that you 
_will get a broad representation there, and participation. 
Under the prohibitions there are a few comments we 
would like to make. It is our understanding that the con- 
cept of limiting controlled acts is applicable to acts consid- 
ered to be potentially harmful to the public. We feel that 
this paper hopefully is for the protection of the public. I 
know that as an organization we are very interested in the 
protection of the public and would like to see this really 
reinforced under the legislation. However, we feel that it 
" appears somewhat hierarchical and perhaps unnecessarily 
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so because of the actual existence of the scope of practice 
for people in the various professions. 

We are not sure that the recognition of the team ap- 
proach has been given due consideration as well. When we 
speak from the community perspective, there are a lot of 
various professionals who go in to take care of the pa- 
tients, and hopefully we are working as a team and not just 
as individuals in that community setting. 

Section 26 gave us some difficulty. Again, we will 
have to clarify this at a later date when we have the appro- 


priate people to have the input, but the act has implications 


for relationships between physicians and midwives, partic- 
ularly when the client-directed care is exercised. If we look 
back at the long-term care reforms, one of the things that 
was being advocated was perhaps an increase in client-di- 
rected care. I think we should keep that in consideration 
when we are looking at the act in itself. The issues will 
have an impact on the VON. For example, can nurses act 
on the order of the midwife? Can nurses assist with the 
delivery after the care in the home? These issues, we felt, 
were not really clear in this particular act and we would 
like to have it looked at a little bit more closely. 

Section 30: The title of “doctor” is a degree earned by 
many health care professionals, and we feel that any pro- 
fessional who earns a doctorate should have the right to 
use it. For example, a basic degree in psychology does not 
grant the title “doctor” such as optometrists and dentists, 
etc, have. This is really applicable to nursing. A lot of 
nurses—not a great many, proportionately speaking—do 
go on to get a doctorate in nursing but they are not, at this 
point, calling themselves doctor. We feel that should be 
changed and permitted. In other words, I guess what we 
are saying is that if we have a doctorate in nursing, do we 
have to go to the council to get an exemption to use that 
title we have earned? 

The references to quality assurance and continuing 
competence under section 78 appear to be inconsistent. It 
is unclear if the function of the proposed quality assurance 
committee is actually quality assurance or monitoring of 
competency. We would like to have some clarification of 
that. It is the VON’s position that quality assurance should 
be the responsibility of the funders of the system. Let me 
enhance that statement a little bit, because I guess what we 
are seeing in the community are a lot of agencies that are 
providing community health care. However, we feel that if 
some quality assurance criteria were in the legislation, then 
all agencies or providers that would be responsible for 
providing that care would have to meet those criteria. 

One interesting thing that came to mind with section 
91: When you talk of premises in relation to the provision 
of health care in the home, we feel this needs some clarifi- 
cation because we are in kind of a unique position. We feel 
the client’s right to privacy must be respected, and due to 
the increasing utilization of charts in the home, the client’s 
permission to access his or her chart is essential. That is 
where the chart will be in the future. It is, in some agencies 
now, and we are taking that route as a provider agency as 
well. It will not be at the employer’s office; it will be at the 
patient’s home. So the document will be there, and to ac- 
cess it we feel we should have the patient’s permission. 
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We feel that the legislation falls a wee bit short of 
covering all the health and social service workers in the 
community. For example, we hear a lot of discussion about 
whether it is a multicompetent worker or whether it is a 
home health aide or homemaker. For these paraprofession- 
als we think their methods need to be defined to ensure 
there are good relationships between the professionals and 
the paraprofessionals. It is our prediction from reading the 
various trends in government and the community in gen- 
eral that there will be a significant increase of the parapro- 
fessionals in the future and we must ensure that the 
protection of the public is recognized in these areas. 

One final comment is that the reality of the 1990s is the 
control of health care costs. Diversification of staffing to 
include the less costly categories of staff, such as the ones 
mentioned a few minutes ago—home health aides—would 
be helpful. However, we recommend that the government 
establish some sorts of funding formulae or criteria to rec- 
ognize the utilization of these paraprofessionals. This is 
over and above the fact that we should have some legisla- 
tion covering the home health aide or multicompetent 
worker, whatever the individual ends up being called. Edu- 
cational standards which can be appropriately monitored 
are equally important. 

These are just really a thumbnail sketch of our com- 
ments and, as mentioned, we will be doing a full report by 
the end of the month. Not being a clinician, if there are any 
clinical questions, I may have some difficulties with those, 
but I will try my best to answer them. 


Mr Johnson: The Victorian Order of Nurses has a 
reputation and a history of being the nurses of choice in 
supplying nursing care to people in their homes. As we try 
to cut costs in the province, we know there has been some 
conflict recently with regard to for-profit enterprises that 
are in competition with the Victorian Order of Nurses, and 
that is maybe a side issue. 

The thrust of the legislation is to reduce unnecessary 
restrictions on who can do what and to create opportunities 
for more efficient use of human resources. Can you com- 
ment and give some indication on what these opportunities 
might be in the delivery of health services in the home? 


Ms Suttie: You are talking of the paraprofessionals? 


Mr Johnson: I did not want to get into conflicts be- 
tween paraprofessionals with regard to who can do what. 
This legislation, although there has been some comment, 
maybe is not as comprehensive as I like to believe it is. It 
is supposed to reduce these unnecessary restrictions. I was 
just wondering if you could comment. It is supposed to 
create opportunities. I was wondering if you could give me 
some indication of what you think these opportunities 
might be. 


Ms Suttie: I have no doubt that it does create opportu- 
nities as far as the act is concerned. Primarily what we are 
saying is that it needs some clarification in some specific 
areas. In general, we think that the prime thing as far as 
any legislation is concerned, particularly in this type of 
legislation, is protection of the public and that any provid- 
ers or regulating bodies or what not will have to look at 
this as a primary focus for their work. 


As far as opportunities go, I think there are many, al- 
though I am really not in a position to say what they would 
be. I do not know if Judith would like to comment on that. 

Restrictions are necessary to a point, and I guess when 
we are talking about the introduction of—staff diversifica- 
tion is one of the things we are looking very seriously at in’ 
our organization to ensure that we are providing safe, ef-| 
fective, quality, cost-effective care to the patients in the 
community. In order to do this, we also must realize that 
some of the people we may be introducing into the organi- 
zation as staff members are covered under some sort of 
legislation. In other provinces, for example, the category 
of home health aide is currently utilized and covered. In 
Ontario we are unable to diversify our staff to meet that| 
need in that category of staff because we have no legisla-| 
tion to cover it, and basically this is where we are coming! 
from. 

I do not see that as a restriction. I think it is an opportu-| 
nity, once the legislation is changed. Am I answering your 
question? 

Mr Johnson: Yes. We are all interested in the protec- 
tion of the public. Would you agree that this legislation is a 
step in the direction of better protection? 


Ms Suttie: Yes, I do. We very much support it in that 
respect. 
1100 

Mr J. Wilson: You mentioned something about rec- 
ognition of the team approach, and I assume you are refer- 
ring to the scope of practice there. Is it not sufficiently 
general to capture everyone on the team? I am just not 
quite sure what you meant by that. 

Second, quality assurance in the setting of criteria: It is! 
my understanding from reading this—although you are ab- 
solutely right, it is very vague in what it means, and we. 
have not had the discussions with the ministry you have) 
probably had and certainly other nursing groups have had 
about what that will mean. What is your understanding of 
“quality assurance criteria will be set by the advisory) 
council,” and are you invited to participate in that? . 

Ms Suttie: Judith may want to add a comment or two} 
on quality assurance. Obviously, the regulating bodies will| 
be monitoring the competence and so on of any practising} 
professional in the province. However, when we look at 
the various groups that are currently providing health and 
social services in Ontario, there is very little to establish, 
criteria to say I can perhaps go tomorrow and start a busi- 
ness and provide health care in the community. There are a 
lot of mom-and-pop operations which are doing very good, 
jobs, but there should be some criteria established that if 
you want to provide these services, then you have to meet, 
these criteria. : 

Your professionals, on the other hand, will be moni- 
tored by the regulatory bodies. So it is an added step of 
quality assurance in one way, I guess, although I feel it is 
necessary, or we feel it is necessary, to ensure that all of 
those who provide those services in the community or; 
elsewhere do have some criteria they must meet in order to) 


1 


set up business. So that is where we are coming from. 
Mr J. Wilson: And the scope of practice? 
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Ms Suttie: Again, this is more of a clinical issue and I 
am not all that well versed on it, but we were looking at it 
in the context of a variety of professionals going into the 
home to provide the service. We act under the orders of a 
doctor, obviously, but the team approach is critical. If the 
physiotherapist is given an order from the doctor and we 
are assisting the physiotherapy, it is within our scope of 
‘practice to do some of the activities that are related to the 
work that the physiotherapy would ask us to do. So it is 
indirectly an order from the doctor, but it is not direct. In 
the team approach, it could be a doctor giving an order to a 
physiotherapist and nurses and so on and so forth who 
‘would be going into the home to do that. 


; Mr J. Wilson: Have you had legal problems in that 
‘area in the past? 

‘Ms Suttie: Not to my knowledge, no. 

_ The Chair: You are welcome, as all groups or indi- 
viduals are, to communicate with the committee in writing 
iand present briefs. Please feel free to do that, and thank 
you for your presentation today. 


pn eine 


Ms Suttie: Thank you for the opportunity, and we are, 
_as I said, preparing an appropriate brief. 


BOARD OF DIRECTORS OF PHYSIOTHERAPY 
OF ONTARIO 
The Chair: The next presentation is from the Board 
of Directors of Physiotherapy. Please introduce yourselves. 
“You have 20 minutes for your presentation and we would 
_ask that you leave some time for questions from members 
jat the end of your formal presentation. 


Dr Avison: Thank you. I am Dr William Avison and 
‘this is Ms Gillian Firth. We are both members of the Board 
of Directors of Physiotherapy of Ontario. We have distrib- 
‘uted our brief, and it does have an executive summary, so 


: 


‘we would like to speak to some of the issues there and 
1 leave the rest for you to pursue at your leisure. 

The Board of Directors of Physiotherapy of Ontario is 
‘the regulatory board for physiotherapists and physical ther- 
_apists in the province. The board is appointed under the 
‘Drugless Practitioners Act and the board administers and 
‘treats through the practice of physical therapy, sets practice 
‘guidelines, receives complaints from the public regarding 
physiotherapists and undertakes disciplinary action when 
‘necessary. At present there are approximately 4,400 regis- 
‘tered physical therapists in the province practising in vari- 
'Ous settings, both in institutions and in the community. The 
‘registrants are 90% female. The board’s makeup is a five- 
‘member board of physiotherapists and one public, who is 
‘myself. 

In general, the board is very supportive of the new 
legislation and has actively participated in the discussions 
| and processes which have brought the act to this juncture. 
| We believe that the original Drugless Practitioners Act has 
| become outdated and we believe it presently limits the 
| board’s ability to fulfil its mandate to protect the public 
‘interest. We think that this new act will give us many 
' advantages in this area and we welcome its objectives. 

We are especially happy with some of the aspects that 
will protect the public from unqualified, unfit or incompe- 
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tent health care providers and that will encourage the pro- 
vision of high-quality care, especially in terms of provid- 
ing guidelines for quality assurance and continuing 
competency. It will also give the public, we believe, free- 
dom of choice within a range of safe health care options, 
and it will allow for the evolution of the roles of individual 
professions in order to deliver a more effective health care 
system. 

The other point we would like to stress here is that we 
feel strongly that a major advantage of this new act is that 
it will give greater public participation in the various col- 
leges and regulatory bodies. 

Having said that, we have two concerns we would like 
to raise here. The first concerns subsection 15(1) of the 
Physiotherapy Act. That passage reads, “No person other 
than a member shall use the title ‘physiotherapist,’ a varia- 
tion or abbreviation or an equivalent in another language 
in the course of providing or offering to provide, in On- 
tario, health care to individuals.” 

As this is written, the term “physical therapist” would 
not be restricted. We believe strongly it is essential that 
both the terms “physiotherapist” and “physical therapist” 
should be restricted in order to protect the public. Indeed, 
elsewhere in the Physiotherapy Act, in clause 6(1)(c), the 
term “physical therapy” is also used, and this is an issue 
that we would like to draw to the attention of the commit- 
tee concerning a possible amendment here. 

The title “physical therapist” has been restricted in On- 
tario since amendments to the Drugless Practitioners Act 
in 1983. The protection was afforded in recognition of the 
changing nomenclature in the profession in North Amer- 
ica. You will see in our submission that most university 
programs in Canada use the term “physical therapy.” We 
also present some information in schedule B of the brief 
illustrating that the status of physiotherapists and physical 
therapists are used interchangeably. 

It is our view that if this is not protected, the public 
itself may become very confused. Indeed, we have been 
talking with people from the Consumers’ Association of 
Canada who expressed to us the fact that any distinction 
between physical therapist and physiotherapist will be ex- 
tremely confusing for the public. For these reasons, the 
board requests that the committee include “physical thera- 
pist” as a protected title in the Physiotherapy Act. 

The second point we wish to raise here concerns sub- 
section 26(2) of the Regulated Health Professions Act con- 
cerning the issue of communicating to the individual or his 
or her personal representative a conclusion identifying a 
disease or disorder or dysfunction. This is the clause con- 
cerning diagnosis and assessment. 

Like many professionals in the health care system, the 
board is extremely concerned about the impact of this de- 
cision, which appears to include not only diagnosis but 
also the conclusions of an assessment. 

Physiotherapists routinely communicate to their clients 
the findings of their assessments of physical disorders or 
dysfunctions. It is necessary to the patient so that the pa- 
tient can understand his or her condition, and it is also 
important if the physiotherapist is going to get informed 
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consent to engage in further treatment. It is important that 
this be communicated. 

We believe that the current clause is not in the best 
interest of the public. We feel it is only natural for the 
client to discuss the findings of his or her assessment with 
the individual who performed it, in this case a physical 
therapist, and we feel that this situation is contrary to the 
stated objectives of the legislation to give the public free- 
dom of choice. We think it is important to balance the 
public’s right to protection against practitioners who may 
communicate conclusions which are outside their scope or 
expertise, but we believe that it is important that physical 
therapists have the right to practise autonomously and to 
communicate their assessments to patients. 

There are other issues we have raised and other points 
we have mentioned to reinforce our concerns about these 
two issues, but I think in general we would like to state 
that we are enthusiastic about the legislation and, except 
for these two issues, we heartily endorse it. 

1110 

Mr J. Wilson: In your discussions with the ministry, 
and I assume with the review committee prior to that, why 
will they not give you protection for the title “physical 
therapist’? 

Ms Firth: Their reasoning seems to be that they want 
to limit the titles that are restricted as much as possible, 
and the one they feel is most used in Ontario is “physio- 
therapist.” We disagree. 


Mr J. Wilson: Second, you said it is common practice 
for physiotherapists to communicate a diagnosis. 

Ms Firth: It is more an assessment and the physical 
dysfunction. I do not know if you have had physiotherapy 
yourself, but people here who have can probably relate to 
this. You get referred to a physiotherapist or physical ther- 
apist with a diagnosis, say, of back pain. The physical 
therapist then has to look at that back pain and decide if it 
is muscular, ligamentous, joints or what it is and then dis- 
cuss this with the patient before carrying on into the treat- 
ment. It is going to limit the amount of education we can 
give a patient and the amount of explanation we can give 
regarding treatment. 


Mr J. Wilson: Have you put forward a suggested 
amendment? 


Dr Avison: Yes, we have. 


Ms Firth: We would like to be able to communicate 
within the scope of our practice, and the scope statement is 
in the body of the brief. 


Mr Beer: I would just like to follow up on that and try 
to understand, because I think this issue around diagnosis 
and assessment is one that is going to come up with a 
number of groups. Could you give us an example of some- 
thing you feel you could do today but that under this legis- 
lation you could not or ought not to do. 

Ms Firth: Yes. As I was saying to Mr Wilson, it is 
really a question of how we communicate the findings of 
our assessment to the patient, having done the assessment. 
The patient will come, maybe with a disease, with a diag- 
nosis already. They may come with a diagnosis of multiple 
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sclerosis or a stroke or rheumatoid arthritis. The physio- 
therapist will then look at that person and decide that the 
pain may be coming from a certain joint and how to treat 
that pain, or the muscular dysfunction or whatever. Then | 
we have to discuss that with the patient in order to estab- 
lish a treatment plan. It is that discussion that we feel we 
will not be able to do with this legislation. 


Mr Beer: You would not be able to discuss your as- | 
sessment if you were dealing with me and say, “Look, we | 
know people think it’s something to do with the muscles, 
but we see a problem with the spine,” or some such thing. | 


Ms Firth: Yes. It is likely that it would be muscle 
weakness or a Soft tissue injury, something like that, which | 
we would have to zero in on and explain to you. We would | 
have to educate you as to the sorts of things you can do at | 
home or the exercise routine you can do. 


Mr Beer: Have you had a legal opinion from your | 
people on the way this would be worded, or is worded? 


Ms Firth: Yes. It says “communicating to the individ- 
ual...a disease, disorder or dysfunction,” which one would | 





assume includes physical dysfunction. 


Ms Haeck: I would like to follow up on that. Person- 
ally, I have not had a need to use the services of a physio at 
this point, but I guess my question centres around the 
whole process of how I would get a physiotherapist’s ser- 
vices. I assume, and I hope you will correct me, that if I 
needed your service I would basically be referred by a 
doctor and that would hold true now as well as later. 


Ms Firth: No, there has been a change in this pro- 
posed legislation. 


Ms Haeck: If I have tennis elbow, I can choose to go 
directly to you. 

Ms Firth: That is correct. Presently you cannot. With | 
the present legislation you have to be referred by a physician. 


Ms Haeck: You are concerned that if I came to you| 
with tennis elbow, what I deemed to be tennis elbow, then 
after your assessment of that your assessment would have, 
to be communicated by a doctor and that you could not, 
under your scope of practice, tell me that I have tennis 
elbow and then outline a series of exercises or treatments 
that might be possible. 


Ms Firth: That is correct, and also, if you came on a 
referral from a physician the same would apply, even if | 
you came with the diagnosis of back pain. We would not | 
be able to tell you where that pain was coming from. 

Ms Haeck: Okay. Thank you for making that absag 
lutely clear for me. 

Mr Callahan: I just want you to enlarge on the 
“harm” clause, why you feel that to be the case. 

Ms Firth: We feel that having it in there may leave’ 
some professions that are not regulated, such as social 
workers, psychotherapists and clergymen, open to being} 
prosecuted under that clause. 

Mr Callahan: For what? In terms of exceeding their 
parameters? | 

Ms Firth: In terms that they would be limited by the 
controlled act. Therefore, they also would not be able to 
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‘communicate their assessments to the people they are 
treating. | 

Mr Callahan: My colleague asked you whether you 
had a legal opinion on the question of communicating to 
the individual, etc. Would you be prepared to share that 
with us? 

Ms Firth: I think it is basically what I explained pre- 
viously, that we would be limited in our current practice. 


Mr Callahan: Is that what the legal opinion says? Do 
not let me pressure you for it. It is your legal opinion; I do 
- not want— 

Dr Avison: That is what our legal counsel has advised, 
his interpretation of what the legislation would mean. 

Ms Firth: We believe it was not the intent of the leg- 
islation to limit what we do, but we believe the wording 
that has been chosen will do that. 


Mr Callahan: Does your legal counsel suggest some 
more appropriate wording as an alternative? 


Dr Avison: No, not at this point. 


Mr Owens: Just to digress for a moment, Mr Avison, 
you have a PhD and there have been some issues raised 
with respect to the use of the title “doctor” within the 
medical profession or the allied health professions. Do you 
see that this legislation would inhibit you and your use of 
that title, and what do you propose to the committee in 
terms of amendments? ' 


' Dr Avison: Let me speak as an individual and not as a 
member of the Board of Directors of Physiotherapy on 
this, because this is not an issue that has come up at the 
board. My PhD is in sociology. I am a medical sociologist, 
but I think there is a problem. I suspect the problem is that 
in the legislation, as it is proposed, there is a selection of 
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which individuals may use the term “doctor.” A psycholo- 
gist may. A PhD in nursing obviously may not, from what 
we see in the legislation. A PhD in speech pathology does 
not appear to be able to. I think it is a somewhat arbitrary 
aspect of the act and, personally speaking, I am not certain 
how easy it would be to enforce. I think I can speak for 
colleagues of mine who also have PhDs; they probably do 
not accept this aspect of the act as being useful or particu- 
larly important, but I think the major issue is how that 
aspect of it can be enforced. It seems very difficult. 


The Chair: Thank you very much for your presenta- 
tion. If you have any additional information, documenta- 
tion, briefs or legal opinions you would like to share with 
the committee, please feel free to table them with us at any 
time. 


Dr Avison: Thank you. 


The Chair: For the information of committee mem- 
bers, the clerk has received documents from ministry offi- 
cials that were the basis of some of the information 
received yesterday. There is one copy. If it is acceptable to 
everyone, it will remain in the clerk’s office all of this 
week, where any of the research staff from the caucuses 
can have access to it. At the end of that week we will turn 
it over to the research under Bob and Alison, and it will 
then be available through them, if that is acceptable to 
everyone. Agreed? 

Second, I remind everyone that we will be reconvening 
at 1:30 for a presentation from ministry officials for ap- 
proximately one hour. Thank you all for attending this’ 
morning; meeting adjourned. 


The committee recessed at 1120. 
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AFTERNOON SITTING 


The committee resumed at 1336. 


MINISTRY OF HEALTH 


The Chair: Because of a change in scheduling, the 
ministry presentation can continue until approximately 
2:40. That leaves some time for discussion and questions. 
If it is the will of the committee, the procedure will be 
similar to yesterday’s. The 2:40 presentation, the Pentecos- 
tal Assemblies of Canada, western Ontario division, has 
been cancelled. 

Welcome back. I think we had completed section K 
and we were going to begin section L. All members have a 
copy I believe. Please begin, Ms Bohnen. 


Ms Bohnen: I am going to start by talking about the 
issue of diagnosis. First of all, before we come to the 
documents in the folder, I would like to give you some 
background on how diagnosis or an aspect of diagnosis 
came to be included in the controlled acts. The review 
started the selection of controlled acts for the legislation by 
asking all the participant provider groups to list those ac- 
tivities their members perform which in their view were 
the most dangerous. 

Every profession made a list of the things they consid- 
ered to be dangerous, and diagnosis appeared on the list of 
a number of groups including, and probably most particu- 
larly, that of the medical profession. They felt that diagno- 
sis was potentially very dangerous. 

The review then embarked on an exploration of the 
risks associated with diagnosis and what approach the bills 
might take to try and contain those risks, because when 
most practitioners think of diagnosis, they think of the 
information-gathering process, the application of diagnos- 
tic tests and procedures; then they think of the cognitive 
process whereby they subject the information they have 
collected to a thought process, organize it, apply informa- 
tion they have learned, apply their judgement to it and then 
transform it into an entity which is then communicated to 
the patient. 

The review believes that the part of the process 
whereby information is gathered, such as the performance 
of diagnostic tests, some of which may be hazardous—all 
of that activity would probably be covered by other con- 
trolled acts that focus on the performance of particular 
activities; or other legislation covered that anyway. For 
example, X-ray is covered by legislation, lab testing is 
covered by legislation, invasive physical examinations are 
covered by the controlled acts. 

The cognitive part of it was quite tricky. How would 
you go about controlling what anybody thinks? Would you 
really want to try to control what anybody thinks? I think 
the answer to that is no. You would not want to do it and if 
you did want to do it, you could not do it. 

Interjections. 

Ms Bohnen: I walked into that. In any event, the re- 
view concluded that it was impossible and inadvisable and 
silly to contemplate controlling the thought process in any 
way. This led them to the actual communication of the 


product of all of this effort, which is telling the patient 
what is wrong with him. When you get right down to it, 
that is what this is about, telling the patient what is wrong 
with him. 

Why is that hazardous? Because if you get it wrong, 
patients might agree to the wrong course of treatment. 
They might make life decisions that are very inappropriate 
given what is really wrong with them. You have to be) 
careful what you tell people when you tell them what is | 
wrong with them. I think there was consensus among the 
participants; most of them said yes. The province, the gov- | 
ernment was appropriately concerned about the telling of | 
people what is wrong with them, but when it came down! 
to figuring out how to control it, that is where all these | 
difficult issues arose. | 

First of all, some groups at one extreme of the contin=. 
uum, I think, would say you do not really have to control. 
this at all. It is a free country, an adult does not have to go 
to a physician at any time in his or her life. Most people 
choose to do so, and you are free to go to any provider you 
want. People should bear full responsibility for all the di-| 
agnosis they get or do not get. But that seemed to be a 
pretty extreme position, not one that most participants or 
very many governments would agree with. 

On the other hand, at the other extreme of the contin- 
uum, you could say that we are never going to let anybody | 
except a physician tell a patient what is wrong with him, 
no matter what that communication might consist of. That | 
would really mean you could never go to a non-physician 
unless you had first gone to a physician, and the physician 
had said: “Okay, go to the physiotherapist, to a chiroprac-| 
tor, to whomever.” 

It would really reinforce the physician as the supreme 
gatekeeper for all services, both regulated and unregulated, 
and that did not seem to be a very sensible or enforceable 
position either. That is not what people want; it is not what} 
is necessary. The cost associated with it would be rather 
astronomical. 

So that left the review with the task of trying to differ-| 
entiate between those situations or communications where | 
you really should only go to certain practitioners to find out 
what is wrong with you and those where many other practi- 
tioners are quite competent to make this communication. 

The words which the review proposed to achieve this| 
were somewhat different from what finally appeared in the | 
bills. The proposal that appeared in Striking a New Bal-! 
ance simply gave diagnosis as the controlled act; but then 
it gave a particular meaning to diagnosis. The words were. 
““ diagnosis’ means the communication to a patient, or his 
or her representative, of a conclusion as to the cause or) 
identification of a disease, disorder or dysfunction.” I 
guess the key words were “the cause or identification of a 
disease, disorder or dysfunction.” | 

The review, in contradistinction to that word “diagno-| 
sis,” used the word “assessment” to mean something) 
which all regulated providers could engage in. That was. 
something different from diagnosis, and they included that 
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word “assessment” in the scope-of-practice statements of 
‘most of the regulated professions and they gave that word 
“assessment” a particular definition. 

For example, in the Denturism Act that was proposed 
by the review, the scope of practice included the assess- 
ment of partially or fully edentulous arches. An assessment 
‘was defined by the review as the evaluation of a patient’s 
‘physical or mental state in order to determine whether a 
treatment within the health professional scope of practice 
is appropriate to the patient’s condition, and if so, in what 
manner it ought to be applied or administered. It includes 
the communication of evaluation to the patient and his or 
her representative. 

By including this definition of assessment and the 
word “assessment” in these individual health profession 
acts, the review intended to signal that even if they could 
not perform the controlled act of diagnosis, they could 
“nevertheless perform an assessment and communicate the 
results of the assessment to their patients. 

_ This report was tabled in the Legislature and the legis- 
lative counsel was instructed to draft bills based on this 
recommendation. The then Minister of Health and ministry 
“staff continued to hear representations from interested 
groups as to the impact they thought this would have on 
their practices. 

The legislative counsel in particular really tried to 
transform what we viewed as the essence of this into lan- 
guage that would be clearer and would actually have some 
legal effect, because just sticking a definition of assess- 
ment, for example, in the individual health profession acts 
was not an effective way of authorizing these individual 
health professions to assess their patients. You cannot just 
stick a definition in another statute and expect it to contra- 
‘dict a provision which says you cannot diagnose. You can- 
‘not read bills that way. 

_ We came up with the provisions you see in section 26 
of the Regulated Health Professions Act. Because we were 
‘responsive to criticism that the definition given to diagno- 
sis was a pretty artificial one, we did not even use the word 
“diagnosis” any more. Instead, we came up with the con- 
\trolled act that you see in subsection 26(2). 

- Consideration was given to saying something such as 
you see here, and coupling with it a provision that might 
have said, “Despite this, you can do an assessment”; but 
“we were pretty convinced that it was more appropriate to 
try to define what you could not do so precisely that it 
would be abundantly clear to all and sundry that they 
could do everything else. 

__ That is one of the main reasons for this rather lengthy 
formulation of the controlled act. We really thought that if 
it was very precise, people would take comfort from it. We 
know now, of course, that many groups have not taken 
comfort from it, and I think, before we talk a little bit 
about the reasons why they are not taking comfort from it, 
it might help to flip to the first document in that tab, which 
is called Diagnosis: Three Perspectives. It reflects some 
_work that a ministry intern, working at the professional 
_ relations branch, did on different approaches that different 
| practitioners take to diagnosis. 
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Nearly all physicians practising today, and most regu- 
lated health professionals, see diagnosis as the process 
whereby they collect and analyse information to discover 
the cause of someone’s symptoms. That is the traditional 
western way of diagnosing patients, and that is what physi- 
cians and most regulated health professionals mean when 
they give someone a diagnosis. But it is not the only un- 
derstanding that people have of diagnosis. 

The second way of thinking of diagnosis is labelled 
here as systemic. It is based on the view that there is no 
single cause for most illnesses or most sets of symptoms. 
Instead, diseases result from the interaction of individuals 
to their environment. It is multifaceted; there are social 
causes and environmental causes. 

Practitioners who adopt this understanding of diagnosis 
have a much broader view of what it means, but they still 
often use the word “diagnosis,” and I think the fact that 
they are using the word “diagnosis” to mean something dif- 
ferent from what most health professionals mean when they 
use the word accounts for some of what we are hearing. 

Perhaps a clear example of that is what we have heard 
from social workers. Social workers use the word “diagno- 
sis” to refer to a social work diagnosis, an explanation in 
the terminology and the understanding that social workers 
have of family interaction, social interaction and so on, to 
explain why an individual is experiencing particular dis- 
tress. But it is not the same kind of diagnosis that a physi- 
cian gives when he or she says to a patient, “You are 
suffering from manic depression or schizophrenia.” It is a 
different kind of diagnosis, but all these groups are using 
the same terminology. 

There are other philosophical understandings of what 
diagnosis is all about, but for our purposes, I think it might 
be helpful to keep in mind that we are using that word 
“diagnosis” in this controlled act in the traditional, conven- 
tional, western medical way of thinking, which is to say 
that, yes, we know people exist in an environment, but the 
diagnostic process is a process of finding out the specific 
cause of a particular set of symptoms. 


1350 

The next document under that tab, as you can see, 
includes a recommended ministry response to the concerns 
the ministry heard over the past year or so about the way 
the controlled act was expressed in the bill. I think it is 
worth focusing on the fact that this set of words contains 
four very important elements, all of which would have to 
be proven to sustain a prosecution, because I think some of 
the concerns that are expressed are based on an incomplete 
understanding of all of the elements of this controlled act. 
That may be the fault of the language, which probably can 
bear some improvement, but we really remember that the 
controlled act only focuses on communications to patients 
or their representatives and does not control at all commu- 
nications among members of the health care team, so that 
nothing, for example, would stop a nurse from communi- 
cating to a physician her sense of what is wrong with this 
patient. 

Second, the communication must be in the course of 
the provision of health care services to individuals. I know 
that some teaching groups have expressed some concern 
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that when they talk to their students, they may inadver- 
tently transgress this controlled act. I think the ministry’s 
view has been that, yes, health care services is an elastic 
term, but it probably does not extend into the classroom 
when teachers are talking to their students, and it does not 
extend everywhere. 

Third, it must be reasonably foreseeable that the patient 
will rely on the conclusion that is being communicated, 
and this is an attempt really to focus on those first commu- 
nications where the news is being delivered to the patient, 
“This is what is wrong with you.” So it would have no 
effect on subsequent discussion with the patient, such as 
many health practitioners engage in to help people manage 
and understand their condition. 

Finally, it must be a conclusion, like a conclusive state- 
ment, that does identify a specific disease, disorder or dys- 
function as the cause of the patient’s symptoms. All of 
these elements must be present. 


Mr Hope: You are talking about a direct conclusion, a 
disorder or a dysfunction. An alcoholic, for instance, goes 
and sees an AA rep who diagnoses him as being an alcoholic; 
he comes right out and says he is an alcoholic. Because an 
alcoholic is now designated under the medical terms, is, what 
that worker has done then against this legislation? 


Ms Bohnen: I think the question you ask points to the 
issue of, first of all, is there going to be definition of dis- 
ease, disorder or dysfunction? There are many classifica- 
tion systems for health conditions, and one of the ones we 
hear a lot about is DSM3R, which is an American classifi- 
cation system for psychiatric conditions. 

The fact that a condition is listed in one of these books 
as a disease or disorder or dysfunction, and somebody 
applies that label to a person in answer to a question or in a 
conversation, does not transform it into a conclusive state- 
ment telling the person that the cause of his symptoms is 
such and such, that he suffers from this or that. There is a 
distinction between the two. But to try to answer your 
specific question, when somebody who is an AA rep tells 
the person that—I would not say that the AA rep, for start- 
ers, is providing health care services. 


Mr Hope: But take away the health care services and 
look at the picture of an individual, one-on-one conversa- 
tion. I am doing an analysis of the state of your mind right 
now, or whatever the state of your affairs is, and I am 
doing an assessment on an individual. I am putting all the 
pieces together and then I am coming up with a conclu- 
sion, saying: “You are an alcoholic. You need help, and we 
are going to put you in one of the fine institutions we have 
here in Ontario.” 


Mr White: There are a good many people who are 
health professionals, who are addiction counsellors, who 
_ would come up with that kind of conclusion, who are em- 

ployed by the Ministry of Health. Would they be precluded 
from doing that? 


Ms Bohnen: They are not precluded from providing 
assessments, and you cannot wave away the health care 
services context to this. In your question you started with 
that, leaving that aside. You cannot leave it aside. What we 
are trying to say is that all of the elements of the section 
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work together. But I do not think that you want or the 
ministry wants or the government wants a system whereby 
addiction counsellors and all of these other people who are 
employed by the Ministry of Health and other institutions 
counsel people with alcoholism and other illnesses. That is 
not what this is intended to stop, and the challenge has 
been to try to come up with the exact concoction of words 
so that assessment and counselling activities continue without 
interference and without people fearing that they are going to 
be prosecuted for what they say, without at the same time 
unleashing unqualified diagnosticians on people. 


Mr J. Wilson: Would it not be possible to put the 
definition of diagnosis and assessment that you are using 
in either the definitions section of Bill 43 or one of the 
acts? 


Ms Bohnen: Sure. I do not know that you just want it 
as a definition. If the committee advised and if the govern- | 
ment felt that a solution was to say something like, a. 
spite this controlled act an assessment is possible” o 
“diagnosis only means this” or “an assessment means 
that,” yes, by all means that is possible. | 


Mr J. Wilson: It might not be a bad idea. You have 
given us different versions of definitions of the word “di- | 
agnosis” and it would help a reader of the acts to know and 
I think it would help a court to know what the ministry or 
the government had in mind as a diagnosis. Or is there an 
accepted norm? 


Ms Bohnen: In terms of what is the disease, what is 
the disorder, what is a dysfunction? The bills do not define 
those terms and I think it would be very difficult to define 
them. What you would expect if this were in court would 
be that expert evidence would be adduced by the relevant 
health experts as to what the condition was, so that would 
be taken care of best in that fashion. The other thing that is | 
worth bringing out is that there are a series of statutory 
exceptions to this controlled act already contained in the'| 
bill and they are set out in section 28, so you should be | 
aware of those. For example, treating by prayer or spiritual | 
means, that is a religious healing exception, that can take | 
place without fear of transgressing that controlled act— 
clause 28(d) treatment within a person’s own household. 

In addition, there are delegations. As you heard the| 
minister clarify, it will be very clear from the bill that any 
controlled act can be delegated. In many practice settings 
where people who are not physicians are providing diag- 
noses to patients today, it is because this function has been | 
delegated to them. They are, at least nominally, being su- 
pervised by a physician, or a psychometrist is being, at 
least nominally, supervised by a psychologist. So there is a 
certain chain of command to ensure that there is quality as- 
surance in the diagnoses that are being given out to people. 


Mr J. Wilson: So what you are saying is it would be, 
difficult to actually define the term “diagnosis” without 
also having to define dysfunction and disorder. 


Ms Bohnen: No, I am not saying that. I do not think it 
is necessary to define disease, disorder, dysfunction and I} 
think it would be very, very difficult to do so usefully. I) 
think when it is an issue, expert evidence should be 
brought to the court that defines it. 














_/'7 AUGUST 1991 





would eliminate the innocent person. 





Mr J. Wilson: What about diagnosis and assessment? 
Ms Bohnen: The approach we have taken so far to try 


\ 


to define diagnosis is we have tried to be more and more 


precise. But the more precise we have been, it seems the 


' more uncomfortable people have become. So I think the 


approach may be not to try to be more precise but perhaps 
‘to consider being more general and, as well, to consider 
giving some clarification about assessment and what that 
‘means. Those are the things the minister alluded to that we 
have been struggling to try to come up with. 


1400 


Mr Callahan: It is a fairly horrendous fine for a 
‘breach of subsection 26(1). It is not more than $25,000 or 
imprisonment for a term of not more than six months or 
both. Has any thought been given in subsection 26(1) to 
taking that out of the vein of being what would be a strict 
liability offence to put in the words, “No person knowingly 
shall perform a controlled act”? I think it is interesting 
because this is going to be a lawyer’s dream. Each of these 
cases is going to be decided. I mean my colleague over 
here has presented one which I thought was pretty good. 
There are probably a million of them out there that you 
have not thought of, and I cannot honestly believe that any 
government could ever think of all of them. 

That being the case, if the person is innocently doing 
something, we really do not want him to be subject to up 
to a $25,000 fine or six months’ imprisonment or both. So 
if you put in the words “No person knowingly shall per- 
form,” it might make it a little more difficult for whoever 
is prosecuting to have to prove knowledge, but at least it 


i 
‘ 








| 
| 
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The other thing too is it seems to me that the harm 


clause becomes of some importance in light of what is 
being said about 26, because if you have a harm clause in 


‘there, then you have got a different criterion to apply to 
‘those people who do it but reach that harm clause. So you 


have got, as it were, two guidelines to prevent the public 
from being dealt with in a way that this bill is trying to 


safeguard them against. 
Has any thought been given to putting the words “No 


person knowingly shall perform”? 


Ms Bohnen: Yes. 
Mr Callahan: Or wilfully, maybe? 


Ms Bohnen: It was our view, as I recall when this 
‘drafting was going on, that constitutionally the word was 
limplicit because with the application of the charter, a de- 
fence of due diligence and reasonable mistake in fact 
‘would exist anyway. 

Mr Callahan: That is the middle guilty mind; that is 
‘not the big guilty mind. That is somewhere between strict 
liability and mens rea as it is understood under the Crimi- 
‘nal Code. That was held in cases about careless driving 
because it carries a jail term with it, or any crime or any 
/quasi-crime that carries a jail term with it. But what I am 
Suggesting is taking it a step further, beyond the due dili- 
“gence defence to one of true mens rea. What you are really 
looking for are people who are bad people, who are going 
‘to try to get around this act. You do not want people, I do 
not think anyway, to sit down and be advising someone or 





| 
| 
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doing good work for the community or for people and 
have to worry about whether they need a Philadelphia law- 
yer sitting next to them as to whether or not they have 
gone over the limit. I do not think that can happen, if you 
have “knowingly” in there. Rather than just making it that 
middle mens rea, you make it an absolute mens rea. Then in 
fact you are catching the people who want to skirt the act. If 
they are not people who want to skirt the act, then why not 
give greater latitude to those people and not perhaps have to 
have them be treated for stress because they are worried 
about whether they are breaching 26(2) 1, 2, 3, 4. 

That is my contribution, Madam Chairman. I will be 
leaving at the end of the week. 


Mr Beer: The example we heard this morning from 
the physiotherapists—not being a lawyer, I have been 
wrestling with this. I keep trying to find concrete examples 
of the concern they raised and I guess also the one that Ms 
Haeck raised around the tennis elbow. Now something 
says to me, common sense dictates that if a physiotherapist 
said to me, “Charles, you’ve got tennis elbow,” that cannot 
be a big problem as an assessment. Clearly this would be 
something that physiotherapists would know, that indeed a 
lot of us know. I suppose it even goes back to Mr Hope’s 
point about the number of people who might be able to tell 
one of us whether we were an alcoholic being a judgement 
call. 

I guess what those groups are struggling with is that 
under the current situation they can go ahead and do that 
kind of thing, but now their sense is, or they are being 
advised: “You might be liable. Somebody could take you 
to court.” 

I think what Mr Callahan has mentioned is that maybe 
there is a way of wording that which re-emphasizes some 
of the concepts in the charter, but how do you deal with the 
kind of comment that the physiotherapists have made, 
where they seem to have some kind of legal judgement, 
not that you are necessarily going to be caught on this but 
that you might be? It is that certain area of the nebulous 
that has them all frightened. Is it that we really cannot 
legally deal with that, other than to say we think the words 
that are there would protect them, or do you feel there is a 
very Clear protection for them and their concern is simply 
not valid? 


Ms Bohnen: I would say a couple of things. The sug- 
gestion that words such as “knowingly” or “wilfully” be 
added, which will be considered, would not be a response 
to what you heard from the physios, because they quite 
consciously and knowingly are making statements. They 
wish to have the law made very clear that those statements 
are acceptable statements. 

In the tennis elbow example that was cited, it may be 
that they find particular difficulty, as do a number of other 
groups, with the word “dysfunction” which is in the con- 
trolled act, because they want comfort that they can assess. 
How can they be given this comfort? I guess governments 
and others can say, “Don’t worry, don’t worry,” but that 
does not seem to be working. They are worried. So there 
can be amendments that make that clearer. 
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I have mentioned the word “dysfunction” because a num- 
ber of groups, and I think on occasion physiotherapists, have 
said they find particular difficulty with “dysfunction” be- 
cause that is the word which most accurately describes the 
result of an assessment. If you were focusing on that con- 
cern, you might say, “Maybe that word ‘dysfunction’ could 
go out there and it could be made clear that communicat- 
ing assessments of dysfunctions is something that’s okay.” 


Mr Beer: In that context, you made a comment earlier 
that instead of trying to define “diagnosis” more specific- 
ally, perhaps the key here is to look at how we define 
“assessment.” At least that is what I thought you were 
leading to, that if there is some kind of amendment here 
that might be more helpful, it would be in looking at that 
term and having people more comfortable. As a layperson, 
you could almost use the terms “assessing” and “diagnos- 
ing” interchangeably, but I recognize that medically they 
have different meanings. 

Is that a direction you could go, using Mr Wilson’s 
point, go back to the earlier definitions that were used in 
the review and see if there is something that could be said 
around assessment that would not take away from the 13 
controlled acts and what you were clearly trying to protect 
against, but would add a meaningful comfort level to those 
who seem to be wrestling with, “What is it I can really 
communicate after I have assessed somebody?” 


Ms Bohnen: You also heard from the College of 
Nurses of Ontario this morning that it would be comfort- 
able with something that incorporated the term “medical 
diagnosis.” They understand that of course nurses assess 
their patients and come up with nursing plans as a result of 
those assessments, and they do not want to do medical 
diagnosis. 

It may be that a combination of words that explains 
what “assessment” means and therefore what can be done, 
coupled with perhaps a more comforting definition of “diag- 
nosis,” would improve things for many groups. 


Mr Beer: Is that something that, realistically, you 
within the ministry are actively looking at? 

Ms Bohnen: Within the ministry we are actively look- 
ing at whatever options, frankly, are proposed by interest 
groups. You heard the minister say she really wants to hear 
from the committee, especially after consumer groups 
have a chance to speak, because they have spoken the least 
about this issue. What do consumers feel about it? 
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Mr Burrows: I would like to add to that. When one 
considers the number of bills here and the number of 
clauses and the number of real issues other than profes- 
sion-specific issues, there are not very many. But the min- 
ister yesterday made it quite clear that this has been a real 
problem. Linda technically has explained how it has 
evolved. I think it is safe to say we are not convinced that 
the wording is perfect. In fact, it appears obvious from the 
number of different points of view on this that the likeli- 
hood of something changing here is strong. 

Hopefully, the presenters who come forward during the 
next few weeks will bring forward not only criticisms but 
some suggestions as to how these issues may be resolved. 


Some of the options you have mentioned we definitely 
have considered: just saying “medical diagnosis,” for ex- 
ample, and leaving it up to the courts; dropping a word 
here or there—“dysfunction” seems to be particularly | 
problematic. There is a range of other options we have | 
either thought of ourselves or had brought forward, but | 
certainly we are not in a position to make any conclusive | 
recommendations yet on what any change might be until | 
we have heard, and hopefully someone will come up with | 
a balance that is even closer to perfection than this refined | 
version we have. I know from discussions with the minis- | 
ter, and you heard her say yesterday, that she is hoping | 
sincerely that some very positive input will be received in 
this process on this particular issue. : 

Mr White: I would like to explore this issue of diag- 
nosis and assessment as well. The explication you gave in| 
terms of the history of the phrase “diagnosis,” the origin in | 
terms of western thought—one can follow that through 
literally thousands of years. It is a very troublesome issue. | 
It is troublesome to many of the professional groups in- 
volved; it is troublesome in terms of defining or limiting 
what is something one profession can do that another can- 
not ever. The grey areas are particularly large. 

You mentioned, for example, the systemic approach, 
which seems in the last generation perhaps, the last 20 or 
30 years, to have evolved very strongly, but within the 
systemic approach you are really not talking about diagno- 
sis aS being a separate function but rather as being part of 
an ongoing process where a diagnosis or assessment, 
whichever you want to use to refer to it, is continually 
refined. A function like diagnosis is not end product—it is 
not something you go to a particular professional for—but | 
rather it is part of a treatment process that is really quite 
inseparable. | 

As that is the case, as we are looking at more and 
more team approaches, more systemic approaches, the 
issue of what a diagnosis is and defining it and eliminat- | 
ing it in a certain way becomes, I would suggest, some- 
what problematical. 

You mentioned the assessment diagnosis of various) 
psychiatric disorders. In my past experience, I could quite} 
easily define a client I saw as having suffered from child-| 
hood sexual abuse, or having a range of behaviours and| 
identify that. I could quite easily see, for example, some- 
thing as simple as a reactive depression: You are out of| 
work; you have a reactive depression. These are not very 
difficult nor really very medical issues. I guess the diffi- 
culty I have is that in some ways we have a systemic and a, 
very specific, limited derivation occurring at the same) 
time. I think that creates a confusion. Unless we were to also, 
in defining diagnosis, specifically limit it to what might be: 
organic or physiological within a specific realm, it becomes 
very problematical for that whole range of professionals. | 

Ms Bohnen: One suggestion which has been made is 
that this should be limited to diagnosis of physical condi- 
tions. But before recommending that I am sure you would| 
want to hear from the Ontario Psychological Association,| 
the Ontario Medical Association and a number of other) 
groups whose particular expertise lies in the area of men-| 
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tal illness, because there are differences of opinion as to 
what level of practitioner ought to be making diagnostic 
\statements about psychological and psychiatric conditions. 
\There is no easy answer to the issue you raise. Different 
groups have different views on the matter. 


Ms Haeck: Just a quick question. It follows up on 


‘some of the things that have been discussed this afternoon. 
The nurses put forward a comment this morning about the 
holistic treatment of the patient. More and more there has 
been this move to not just deal with someone as the or- 
_ ganic disease lying in the bed, but to look at the complete 


patient and have the history of the family and all the con- 
tributing factors as to what has brought about this disease, 
disorder, dysfunction and why that person may find him- 


’ self in hospital. 


We are all grappling with this can of worms: the ques- 


_ tion of diagnosis and how this impacts on these groups, of 
whether we are talking strictly ina hospital setting, and the © 
whole definition of what health care is. I am. looking to 
"you as someone who has worked at this for four years and 
‘who has obviously heard these various questions many 


times and how you have come to grips with it. Each time I 


feel I have a handle on it, the target moves. Each group is 
presenting an interesting perspective and one to which I do 


not necessarily have an easy answer. From the ministry 


point of view, would you feel more comfortable if the 
courts defined health care? 


Ms Bohnen: I do not have a difficulty with the lack of 


a definition of health care or health care service. It seemed 


fairly obvious to me that health care included all of the 
scopes of practice of the regulated professions and then 
some, and that if it ever became an issue a court would not 


have much difficulty figuring out what it meant in a con- 
crete fact situation. On the other hand, it probably would 


not be very difficult to draft an inclusive definition in the 
bill that provided some guidance as to what health care 
services meant. That would not really be very difficult to 
do. 


We are glad to hear you say that just when you think 


_ you have a handle on it, the target moves, because that is 


what it has been like for us. I guess our hope and the 
minister’s hope is that through the course of these hear- 
ings, as you hear from groups and you ask groups if they 
have a proposal that would remedy the situation at least as 
far as they are concerned and hopefully as far as other 
folks are concerned too, that out of that the best approach 


will emerge. It may be one that will still leave some anxi- 


ety, but some public education and experience with the 
system will allay that. 


Remember, diagnosis is something within the scope of . 


practice of medicine now. The College of Physicians and 
Surgeons, in enforcing its licence to practice, has on occa- 
sion prosecuted non-physician practitioners who have been 
diagnosing their patients. We have not suddenly invented a 
new social issue here. It has been one that we have been 
coping with, applying common sense and experience to all 
these years, and we have just been having some difficulty 
coming up with words that will apply that SSReaENCE to 
this new regulatory model. 


Mr Hope: You made a comment earlier saying that I 
cannot come up with a conclusion of an individual or a 
patient, cannot diagnose, but if I see all the symptoms and 
I see what is going on and I recommend that you go see a 
doctor and then the doctor turns around and says, “Okay, 
you’ve got to go back and see him. This is what your 
problem is,” the communication between—whether it be 
the nurse, which seems to be the major issue in rural On- 
tario dealing with smaller hospitals. A nurse assesses an 
individual. You said the ability to communicate with a 
doctor is there, between medical and medical. If I pick up 
a phone and say, “Doc, this is what is going on with this 
individual. All signs are that his arm is hanging there, and 
naturally it is not attached, so it must be broken,” the doc- 
tor says, “Okay, we’ll fix it.” That dialogue can happen is 
what you are telling me. 

1420 
Ms Bohnen: Oh, absolutely. 


Mr Hope: I can go to the person and say, “Okay, your 
arm is hanging there,” but I cannot tell him the arm is 
broken. I am just trying to put this all in perspective. 


Ms Bohnen: Telling somebody that he has a broken 
arm is not telling him he has a disease or a disorder. 


Mr Hope: A disorder of a joint. 
Mrs Cunningham: It depends on where it is broken. 


Mr Hope: I am sorry. I may be nitpicking at this, but I 
have just got to get a better understanding, because what 
we are trying to say is that instead of going to the doctor 
and the doctor then moving it into this field of health 
services that are out there, so that the OHIP ticket just does 
not keep ringing on us, we are now saying you can go visit 
these people but you cannot make— 

Ms Bohnen: Look, let’s be very clear about this. First 
of all, if you have a broken arm, you have to have your 
fracture set. The only person you can go to to have your 
fracture set is a physician. If you are going to a nurse or a 
dentist or whomever for something that only a physician 
can provide the service for, then I think you are in trouble 
to start. | 

If your problem is that there are nurses who have to 
function with more autonomy in the rural areas, because 
we do not have as many physicians on site in rural areas as 
we do in urban areas, our health care system has accom- 
modated that from the beginning of time and is going to 
continue to accommodate that. We have telephones. We 
have consultations. We have standing orders. We have 
myriad devices in place to make sure that people get the 
attention they need, hopefully as quickly as they need it. 

I do not believe that these words that you as the gov- 
ernment have to struggle with to define what cannot be 
done by certain practitioners are going to put a stop to that. 
But as the government, what you have to do is come up 
with the appropriate words so that you do not have every 
Tom, Dick and Harry, or Jill or Jane, telling people what is 
wrong with them when they do not have the foggiest no- 
tion what is wrong with them, unless of course as the 
government you decide that is the appropriate way to go. 


S-284 


Mr Hope: “Foggiest notion” as being specialized in 
that area. Is that what you are talking about? 

Ms Bohnen: No, “foggiest notion” as knowledgeable 
about what causes people’s symptoms. 


Mr Hope: I heard a comment over there which I will 
ignore, but for so many years we have left this open gate. 
We have not cleaned the legislation up. Now we are at a 
point where we are trying to clean it up because some 
people have had more freedom to move around the health 
care system. Now we are closing it up a bit and we are 
putting rules in place. 


Ms Bohnen: No, no. We are doing the opposite, Mr 
Hope. 

Mr Hope: Well, not what we are hearing out of here, 
we are not. 


Ms Bohnen: I guess it depends on whom you are lis- 
tening to. You are going to hear from groups, like the 
College of Physicians and Surgeons, that are going to tell 
you this legislation is going to make Ontario the North 
American haven for quacks—at least that is what they 
have been saying for the past few years—because this is so 
deregulating the provision of health care that every quack 
is going to come here to practise. Then you are hearing 
from other groups which say, “We’re not going to be able 
to do anything under this legislation because of this diag- 
nosis controlled act.” 

It seems to me, when you hear both of these extremes, 
the truth is probably somewhere in the middle. As you 
heard the minister say, she acknowledges that there is 
probably going to have to be some fine-tuning to this pro- 
vision. I think what what you are here for is to listen to a 
lot of community groups, including consumers, to help 
you figure out what kind of amendment would do the 
trick. 


The Chair: Without a further question, would you 
like to proceed with the presentation. 


Mr Burrows: Before Linda proceeds, I would like to 
apologize for the coughing. As a pharmacist, my assess- 
ment is that it is due to allergies. 


The Chair: Do you need a medical diagnosis? 


Ms Bohnen: I would like to quickly turn to the harm 
clause, which is tab M, because there have been some 
questions about that and some interest in it. 

The harm clause that you see on the page before you is 
the version that appeared in Striking a New Balance. It in 
fact was the second draft of a harm clause. Unfortunately, I 
do not have the text of that with me. It is in the red book 
we gave to the clerk. I do not think you need to look at it, 
in any event, but suffice it to say that the original version 
of this clause was considered by groups like the College of 
Physicians and Surgeons as not being tough enough to 
deter unregulated practitioners. That college was of the 
view that the controlled acts were not of themselves suffi- 
cient to deter unqualified practitioners and to protect the 
public from harm from insufficiently qualified practition- 
ers, So we had to have a kind of safety net clause, and that 
was the harm clause. As a result of the representations 
from the College of Physicians and Surgeons and some 
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groups that the first version was not tough enough, this 
version that you see before you was drafted. 

After Striking a New Balance was widely circulated, 
groups such as the Coalition of Unregulated Practitioners, 
social workers and other unregulated groups—primarily 
those functioning in the counselling and mental health 
sphere—became very concerned that this clause would so 
chill their activities and put them in such fear of prosecu- 
tion that they would be unable to function. You will proba- 
bly remember that in response to their concerns, the 
previous government tabled the bill without this clause, 
but said it was the government’s intention to reinstate it 
after there was further consultation about what it would 
say. The present government has concluded that the clause 
is unnecessary. 

The most recent public discussion of the clause makes 
me think that certainly the Coalition of Unregulated Practi- 
tioners and other groups that support the coalition’s posi- 
tion feel that it would be impossible to draft a clause that 
would not have undue effects on their ability to practise. 
They have no confidence at all that it is possible to draft 
one that would protect the public without making it impos- 
sible for them to practice. 

I suspect that you will be hearing from the College of 
Physicians and Surgeons and perhaps some other groups 
that they would like to have the clause reinstated, and a 
very tough clause indeed. 

It certainly does appear that there is not much common 
ground between those two extremes of the continuum on | 
what the content of a clause would be, in any event, but as 
you heard from the minister yesterday, she is yet to be 
persuaded that it is necessary. 


Mr Beer: Is it fair to say then in relation to the harm 
clause, if we go back to the 13 controlled acts, when we 
look at that in section 26, and this sort of is the link with | 
what we just went through with diagnosis and assessment, 
the problem is really around paragraph 26(2)1, the 
communicating? 


Ms Bohnen: Yes. 


Mr Beer: The others, it seems to me, are clear. When 
you read them, one has a sense of what they are about. In 
the reviews in Alan Schwartz’s report, why did they feel 
there was a need for a harm clause? I just cannot remem- 
ber. Did he look at some of the problems that have come 
up? Were those addressed before his working group but he 
still came to the conclusion that there was a need for some- 
thing, or in a sense have we moved on and are dealing with 
different issues? 
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Ms Bohnen: There is some commentary in here that I 
think answers your question. He said: | 

“In commenting on the review’s licence acts model, a. 
number of participants expressed concern that licensing a 
series of acts identified as posing significant risk might of 
itself be insufficient to protect the public from harm. There 
are several reasons for this. The list, however carefully 
written, might inadvertently omit hazardous activity. The 
legislation might not keep pace with the development of haz- 
ardous new technologies that do not fit into one of the listed 
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| categories. Harm might be done by unscrupulous, unregu- 
lated practitioners providing care that avoids transgressing 
| any particular licensed act. This section is aimed at pre- 
| venting harm resulting from treatment or advice provided 
| by persons who are not members of regulated health pro- 
pice or who, if they are, exceed their scope of practice 


or licensed acts.” 

The rest of it is not too relevant. 

This section has been revised substantially from the June 
! 1988 proposal in response to participants’ concerns. The 
' word “significant,” which modified “harm” in that proposal, 
has been deleted, as has the “exception for a person exercis- 
_ing reasonable knowledge, skill and care.” An inclusive defi- 
nition of “harm”, as set out in paragraph 3. 

The metaphor that was used by the college of physi- 
cians was that the controlled acts were like fence posts but 
' there was not any wire or string connecting them. The 
harm clause was proposed as that wire on the fence. To be 
fair, I think there was also a strong desire to persuade the 
college of physicians that the new licensed act model was 
enforceable and was in the public interest and the hope 
_ was that this harm clause would persuade them to support 
the model. That really did not happen. 

Alan Schwartz will be here, I am sure, later on. You 
may want to ask him yourself his views about this matter. 


Mr Burrows: If I can just add to what Linda said too, 

over the change of governments we found ourselves in the 
position of going out for consultation on this very issue. 
The feedback we received—which, by the way, is public 
knowledge and again is in the Ministry of Health library— 
was that there was no consensus. There seemed to be a 
very strong criticism of (a) the need and (b) the existing 
wording, which led the government to its conclusion not to 
‘reinsert the clause. I am sure you are going to hear this. 
‘Those individuals or groups that still feel strongly about 
this, I am sure, are going to make you aware of their 
' concerns one way or the other. 


Mr Callahan: Just to carry that forward, this is really 
way out, and I do not mean to offend anybody by it, but 
let’s say you had a herbalist. We have just seen a very 
newsworthy tragic event. Let’s say someone tried to bring 
} that under treating a person by spiritual means. Let’s say 
they believed that treatment by herbs was something better 
than normal treatment. Without a harm clause in there, 

‘ someone could legitimately avoid breaching section 26 by 
trying to bring himself within that. 


Ms Bohnen: I would not combine exceptions to the 
controlled act with the harm clause discussion, because the 
herbalist, for example, might provide advice without even 
_ purporting to provide a diagnosis. You would not necessar- 
_ ily be into looking for exceptions to controlled acts. 
| If you are asking, absent a harm clause, could a herbal- 
{ ist who does not perform any one of the controlled acts be 
"prosecuted under this legislation, without a harm clause, 
_ the answer is no, he could not. 
_ Mr Callahan: That is what I am concerned about. If 
you do not have that harm clause in there, precisely the 
things, I guess, the medical profession was concerned 
| about would be a possibility. 
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Ms Bohnen: Remember, first of all, that the herbalist, 
or whoever else, is functioning in today’s environment 
where the regulation is based on policing the scope of 
practice of medicine and, as far as we know, herbalists are 
not being prosecuted for that. So we do not seem to be 
changing much of an ongoing situation. 

I think the issue might be viewed in terms of when 
adults choose to obtain advice from a variety of practition- 
ers, be they herbalists, physicians, registered dietitians or 
whatever, that they make those choices for themselves. 
Even if accepting the advice causes them harm, under 
these bills, as long as no controlled act is performed, the 
government accepts that risk of harm as being consistent 
with a model based on freedom of choice, Bia bite education 
and personal responsibility. 


Mr Callahan: Are you saying that if someone com- 
municated to an individual or her personal representative a 
conclusion identifying a disorder, and was carrying out a 
controlled act in that regard rather than, let’s say, taking a 
known medication or blood, I guess, that person would 
escape any responsibility? 

Ms Bohnen: No. I am saying if they contravened that 
controlled act they would be prosecuted for that, if they 
provided no diagnosis and no explanation whatsoever as to 
what the cause of the person’s symptoms were but simply 
gave out advice not coupled with the diagnostic statement 
at all. I thought that is what you were asking me. 


Mr Callahan: No. 


Ms Bohnen: Okay, I am sorry. It does not matter what 
their advice is. If they perform this controlled act, they 
could be prosecuted. 


The Chair: Linda, you have just made a statement 
that they could be prosecuted. Under this legislation, how 
would a prosecution commence? 


Ms Bohnen: All right. Remember, the scheme of this 
legislation, like the Health Disciplines Act, first of all 
places the responsibility for enforcement on the colleges. 
Police do not lay charges; crown attorneys do not lay 
charges or prosecute under the existing legislation. It is a 
college responsibility. In fact, the experience we have with 
the Health Disciplines Act and other statutes demonstrates 
that for the most part they only act on the basis of the 
complaint, and the complaint is generally made when 
harm has been done or there is a real likelihood of harm 
being done. You might recall, from one of the papers you 
saw yesterday, that really how the system works today is 
that the colleges only go after and prosecute on a com- 
plaint basis instances of likelihood or real harm that hap- 
pen to violate one of their exclusive scopes of practice. 

We are not talking about this becoming a provincial 
offence, being prosecuted with the frequency of the High- 
way Traffic Act. That is not how it works. We do not have 
health police like the OPP patrolling these things and we 
do not want them, I do not think. 


The Chair: It is almost 2:40 and we are ready for our 
next delegation. I have two comments, one from Mr Beer 
and one from Mr Owens. 
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Mr Beer: On these two issues, this has been very 
helpful both in clarifying some things and perhaps obscur- 
ing some elements as well, which is not your fault. Is it 
understood that you might want to come back with our two 
witnesses again later on? 


The Chair: If that is the wish of the committee. 


Mr Owens: This is exactly what my comment was to 
be directed to. Because of the issues around diagnosis and 
harm, we probably do want to have a more full discussion, 
before we get too far into the proceedings, so maybe early 
next week, if our schedule allows us to do that. 


The Chair: I suggest that as we find there are changes 
in the schedule and cancellations—I know both Ms 
Bohnen and Mr Burrows will be here. We can call on them 
as we have space available and will make the space avail- 
able through direction to the clerk to allow for this to fill 
the time available. Is that the wish of the committee? 


Mr Owens: The other thing we may consider doing is 
taking some time before or after the hearings; perhaps be- 
fore would be better, say meeting at 9 o’clock for an hour, 
an hour and a half before we have hearings. 


The Chair: The suggestion from the clerk is that we 
can wait until Monday to make that decision. We will have 
a better idea of what the schedule looks like at that time. I 
also point out to the committee that although the minister 
is going to be away, Mr Schwartz is coming in on the 
September 16. After having heard from everybody, we 
would and could have additional time then, some signifi- 
cant time, perhaps a day or two if you wish, to discuss 
these issues again. I just point out that is an option that 
available and perhaps we could discuss this Monday. 
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Ms Bohnen: I just remembered there were also some 
tabs dealing with title protection and a couple of other 
issues that I did not get to. I am sorry about that, but 
whenever it is convenient for you we could review those. 


The Chair: We will attempt to schedule in time. We 
will know by Monday what is available over the next week 
in order to continue the ministry presentation, which we 
will note today is not yet complete. We have also noted the 
desire of members to have further discussion on the issues 
we discussed today. I am sure there will be other issues 
that will emerge from this as time goes by. 


Mrs Cunningham: I have a question with regard to 
process. It has differed from committee to committee that I 
have sat on over the years. I am wondering whom the 
government will have with regard to clarifications and ex- 
pertise on an ongoing basis. I ask the question with this in 
view: Many times we have witnesses come before us who 
are unclear or who go away with the wrong perception. 
Sometimes we can interject, but often we just cannot. I 
think it is wrong to have them leave like that. There were 
two this morning I could use as examples, but I choose not 
to at this time. They were left with the wrong impression. 
Sometimes we are able to clarify and sometimes we are 
not. Who will be the expert here? Madam Chairman, as the 
former minister you are very much aware that there were 
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always people from the ministry to answer our questions 
and witnesses’ on an ongoing basis. 


The Chair: I discussed this matter with the clerk. The 
information I have is committee protocol. It requires either 
the minister or the parliamentary assistant to carry the legisla- 
tion through committee. In the absence of that, in normal 
committee protocol, either the committee members can ad- 
dress questions informally to ministry staff who are here and 
ask for responses in writing, hopefully the same day or at the 
earliest opportunity, or when the minister is here ask for clari- | 
fications at that time, or when we have the discussion follow- 
ing the hearings or with Mr Schwartz, and so forth, we can 
have those clarifications put on the record. 


Mrs Cunningham: Are Mr Burrows and Ms Bohnen 
going to be here on an ongoing basis? Is that the plan? 


The Chair: It is my understanding that both Mr Bur- 
rows and Ms Bohnen will be with the committee for all the 
hearings. Is that correct? 


Ms Bohnen: Yes, but it is also my understanding from | 
yourself, Madam Chairman, and from the clerk that we 
will be here but that we are not in a position to speak 
during hearings. 

Mrs Cunningham: Unless we ask. 


The Chair: The protocol of the committee is that 
when groups and witnesses are appearing, the questioning 
is between the committee members and the witnesses. If 
there is a request for clarification, that is done informally 
with the ministry. They submit that in writing to the com- 
mittee or at another time, unless the minister or parliamen- 
tary assistant are here in which case they are the ones you 
direct the question to. That is committee procedure as it | 
has been explained to me by the clerk. 


Mr Owens: My understanding is that there Sabie be 
a parliamentary assistant on board within the next day or 
so who will be available for questions. 


Mr Callahan: Who is it? 


Mrs Cunningham: I am sure we will have all his 
time and his expertise. A question goes to the parliamen- | 
tary assistant, and if that person cannot answer it, then it is | 
referred to staff. That has certainly been my experience. 


i 








The Chair: That is normal procedure as well. If the | 
parliamentary assistant is carrying the legislation, he or she 
can ask the staff to give an explanation. 


Mr Owens: That person should be here tomorrow; if 
not, by next Monday at the very latest. 


Mrs Cunningham: I suggest it would be better, given 
the presentations so far. Good for you, Steve, because you | 
just might get stuck if it does not happen. 


PROFESSIONAL ADVISORY COUNCIL OF THE 
SPEECH FOUNDATION OF ONTARIO 

The Chair: We have a deputation waiting. I would | 

like to call the Professional Advisory Council of the | 

Speech Foundation of Ontario. Please introduce yourself. | 

Welcome to the social development committee. You have | 

40 minutes for your presentation. I ask that you try to leave | 


some time for questions from the committee, if you wish. 
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_ Mr Girolametto: Sure. I am going to be really brief. 
In fact, I would rather have my hair cut with a chainsaw 
than be here today with this weather outside. At home I 
shave two contractors let loose in the house, a heating con- 
tractor and a building contractor, and half of me wants to 
be there to supervise and the other half is very grateful for 
the chance to be here to speak with you. 

_ My name is Luigi Girolametto. I am a speech-language 
pathologist at the Hospital for Sick Children and assistant 
_ professor at the University of Toronto in the graduate de- 
\partment of speech pathology. I am making this presenta- 
tion on behalf of the Professional Advisory Council of the 
Speech Foundation of Ontario. That title and address are 
_on the cover page of your handout, which is pink. 

__ When I saw the advertisement in the Globe and Mail 
inviting presentations to the standing committee, I phoned 
Lynn Mellor. When I got the appointment, I immediately 
_panicked. Lynn gave me political science 101 over the 
phone really fast. I did not know what to expect, so I 
prepared a presentation and hope I will be brief and that 
‘the concerns I have chosen to present today will be ac- 
_ cepted by the committee. 

1 know a lot of work has gone into this bill. By and 
large it is a very favourable bill. It has certainly gone 
_ through successive governments, and we have a chance at 
this point to make it an outstanding bill. 

_ I will just quickly go through the handouts with you so 
that you know what is in your package, and then I will 
start from the beginning. Page 2 has a brief description of 
‘the goals of the Speech Foundation of Ontario and the 
aims of the professional advisory council. I will look at 
_ those with you in just a moment. It is a bit of information 
about the group. Page 3 is a summary of the two recom- 
_mendations I want to suggest today. Pages 4 and 5 are the 
concerns I want to present to you, so I will go over those in 
“quite some detail. Finally there is a lot of information in 
the appendix that I will be referring to. There are some 
sample doctorate degrees I will refer to later. There is a 
sample appointment letter to parents at the Hospital for 
' Sick Children whose children are receiving a developmen- 
tal evaluation. There is a members’ list for the professional 
_ advisory council, of which I am the chair, and a members’ 
list of the board of directors of the Speech Foundation of 
Ontario. Finally, there is a position statement of the Speech 
‘Foundation of Ontario, and that is all happy reading for 
_ you some time when you cannot sleep, I guess. 

_ To go back to the beginning, the Speech Foundation of 
_ Ontario has as its objectives to promote a wide variety of 
clinical programs to deal with speech and language disor- 
ders. Also, it supports treatment, research and the training 
_of speech-language pathologists at the master’s level. It 
_ also promotes and advances public awareness. 

| The aim of the professional advisory council is to ad- 
_ vise the board of directors, none of whom are speech-lan- 
| guage pathologists, about research issues, training issues 
and service issues to children with speech and language 
| disorders. 

On page 3, the two recommendations I am going to 
| make today are summarized for you. The first deals with 
controlled acts. I gather you have heard quite an awful lot 
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about controlled acts today. Linda Bohnen, who just spoke, 
brought this up as well. As it reads now, all communica- 
tions with regard to speech-language assessment and 
speech and language disorders would have to be made 


_ through a doctor or a psychologist. We would ask commit- 


tee members to review this clause to allow speech-lan- 
guage pathologists to communicate the results of a speech 
and language assessment directly to the patient; that is, to 
make a speech and language diagnostic statement to the 
patient himself or herself. 

The second recommendation deals with section 30, the 
restriction of the title “doctor.” As it reads now, a speech- 
language pathologist with a PhD would not be allowed to 
use the title “doctor” in the provision of health care, 
whereas a psychologist with the same degree status would 
be allowed to use the title “doctor.” We ask the committee 
members to recommend expansion of the title “doctor” to 
those health care professions offering doctorate programs. 
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I will quickly go over some information about con- 
trolled acts. In general practice today, speech-language pa- 
thologists routinely present conclusions to the patient, or to 
the patient’s family in the case of children and stroke vic- 
tims, and counsel them regarding the results of the assess- 
ment. This is routinely part of the assessment process. 
Speech-language pathologists are highly trained to assess, 
diagnose and treat a very specific group of speech and 
language disorders and dysfunctions, as set out in their 
scope of practice. They are also trained to recognize when 
it is appropriate to refer the patient to a physician for an 
assessment. 

The problem we see with this section as it stands now 
is that the physician or psychologist does not perform the 
assessment and is not present during the assessment. Thus 
that person who communiciates the result of the assess- 
ment does not know the tests used, the behaviours the 
child or patient presented and how the patient presented in 
general. That person is not specifically trained in the as- 
sessment of all communication disorders. 

As an example, 60% of the referrals that come to the 
Hospital for Sick Children by physicians are for articula- 
tion disorders. Of those, only about 20% are articulation 
disorders. In fact the rest are speech and language disor- 
ders with a primary language component. So doctors by 
and large are not that aware of the range of speech and 
language disorders that children can have. 

These persons are not involved in the design of treat- 
ment programs based on assessment results, cannot make 
prognostic statements on behalf of patients and may not be 
involved in the long-term treatment of the patient’s com- 
munication disorder. Therefore, as the diagnosis evolves— 
this happens very frequently, that a child with a language 
disorder evolves into a child with an articulation disorder 
once the language clears up—a further visit to a doctor 
would be required to clarify the diagnosis or update the 
diagnosis. 

The gist of all this is that for the patient it means an 
unnecessary number of visits. First there is the assessment 
by the speech-language pathologist, a visit to a physician 
or a psychologist for the conclusion, then back to the 
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speech-language pathologist for further treatment. Pages 2 
and 3 of the appendix, which is the position statement, 
further clarify this, and I will just let you read that on your 
own. You might just want to note that pages 2 and 3 do in 
fact clarify this further. 

There is a lot of confusion, I think, that could be gener- 
ated to the patients. Specifically, there is some concern that 
complete information will not be shared with the patient or 
the patient’s family from those most knowledgeable and 
qualified in the area of communication disorders. That can 
result in confusion to the patient, particularly when, as I 
mentioned earlier, most physicians are referring for articu- 
lation disorders and do not realize that they are in fact 
referring a child with a language impairment or a language 
delay. 

Finally, there is the delay of treatment as well. Because 
of the issue of having to go to the physician or psycholo- 
gist for communication of a diagnosis and back again, 
there is a potential delay of treatment. For the health care 
system, this all adds up to extra dollars. 

We would therefore ask that committee members re- 
view this clause and allow speech-language pathologists to 
communicate the results of an assessment directly to the 
patient pertaining to speech and language. 

The second issue, on page 5, deals with section 30. I 
am racing through this, but probably you were able to 
follow that part and I will be happy to answer questions at 
the end of the presentation. Historically, speech-language 
pathologists holding doctorates, ie, a doctor of philoso- 
phy—I have three sample degrees in the appendix for you; 
those are degrees of persons who are on the professional 
advisory council currently; there are five speech-language 
pathologists with doctorates on the professional advisory 
council at present—worked in academic and research set- 
tings. In the last 15 or 20 years, however, there has been an 
increasing trend for PhDs to be employed in health care 
settings. Their positions have combined clinical excellence 
in their specific area of speech and language pathology 
together with clinical research. The use of the title “doc- 
tor” by those who have earned this degree is common 
practice in health care settings in all the other Canadian 
provinces, in the United States, England, Australia and the 
rest of Europe. 

Problems that arise from restricting the title “doctor” 
deal, first of all, with an issue of inequity. Psychologists 
with the same degree status, that is, doctor of philosophy, 
will be allowed by this act to use the title “doctor,” and I 
ask, what makes the speech-language pathologist with that 
same degree status so different? Second, I think there is a 
potential for confusion to the patient in the sense that a 
patient who visits a psychologist can call that psychologist 
“doctor,” yet when that patient subsequently visits a 
speech-language pathologist, he or she reverts to Mr, Ms 
or Mrs. 

As an example, if you will flip to the appendix, there is 
a sample appointment letter. This is an appointment letter 
that is sent out by the developmental evaluation unit. If 
you look at Tuesday, May 28—by the way, this is a patient 
I saw in May—at 10 o’clock, that patient had a psychology 
assessment with Dr Marcovitch, psychologist. She has a 
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PhD and the patient’s family was able to call Sharon 
Marcovitch “doctor.” On Wednesday at 9:30 there was a 
speech and language assessment with me in the speech- 
language pathology department. If this act goes through, 
the parents of that patient would be required to call me Mr, 
yet I would have the same degree qualifications up on the | 
wall. I think this inequity creates confusion, and also for 
the consumer, and I think consumers have the right to 
know the degree status of the persons whose care they are 
under. I think that in knowing this, it alleviates some of th 
confusion titles can create. 

The right to confer a degree is vested in institutions of | 
higher learning. Excluding PhDs from using the title “doc- 
tor” infringes on the role of universities as well as the 
individual rights of the degree holder. Again, I emphasize | 
that this does go against standard practice in North Amer- 
ica and Europe. 

Finally we would ask the committee members to rec- 
ommend expansion of the use of the title “doctor” to those 
health care professions offering doctorate programs. This : 
involves nursing, occupational therapy, physical therapy 
and audiology as well as speech-language pathology. 

That is it. I have kept it short and I am very happy to 
answer any questions you have. 


Mr Beer: I want to address my question to the last 
point you raised around title. It is for purposes of clarifica- 
tion, but I think is important. We have been visited by a 
number of your colleagues, broadly speaking, on this | 
issue, but the point is not that everyone who is a speech 
pathologist can refer to himself or herself as “doctor,” but 
only those who have fulfilled the requirements of a doc- 
toral program at a university. 


Mr Girolametto: Exactly. 


Mr Beer: Those people are in the same boat as some- | 
body who did it in history or philosophy or whatever; they 
have a right to use that term “doctor” and should continue 
to have that right. I take from that, first of all, there is the 
principle about it. I think there was a gentleman this morn- 
ing who wondered whether, even if the province sought to | 
deny you the right to use that, in point of fact that would 
stand up in a court of law in any event. But it would seem | 
to me there is a point of principle there that we have to 
look at, and frankly I had not been aware of that particular 
part of the problem. 

I have also been told that in a hospital setting, if you 
are going around with your coat on, it would say Dr So- 
and-so and then underneath it says what you do. So in 
terms of confusing patients, it is quite clear that you are a | 
speech pathologist or whatever. | 

Then I guess the other point that has been made is that — 
there are a number of people within the greater Metropoli- | 
tan Toronto area—one example given to me, I believe, is 
the person who is the head of the Hugh MacMillan Medi- 
cal Centre, who is Dr So-and-so but whose degree is in | 
engineering, albeit, as he has gone through his career, he 
has applied the engineering to helping those with disability 
problems and so on. 

That is, as I understand it, the nature of the problem. 
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___ I think for me, and what I have said to people who 
have come in, I want to explore both with ministry staff 
and whoever else out there thinks you should not be al- 
lowed to do that what the reason or reasons are, because 
on the face of it, it is a hard one to accept when it would 
appear that other jurisdictions allow somebody who legiti- 
mately has a doctorate to call himself doctor. That is where 
I am with that one. It seems to me you have raised a 
legitimate point. On the face of it, it would seem perhaps 
‘we are moving into an area that we really do not need to 
‘move into, subject to somebody explaining to me that 
there is some compelling reason why we have to ensure 
that you cannot call yourself “doctor,” at least not in a 
hospital. 


Mr Girolametto: I think too that speech-language pa- 
thologists and audiologists will have a college which will 
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ensure that this title is used appropriately by those persons 
possessing the degree status. I think too that the legislation 
does promote some inequity. A psychologist, as I pointed 
out, will be allowed to use that title, and I think it is either 
| all or nothing with respect to health care providers. 


1500 

Mr White: Further on with what Mr Beer was men- 
tioning, it strikes me that with that exclusion as it is written 
into the bill, you could still refer to yourself as a doctor. 
Most likely you would not be called to account. You prob- 
ably would not be charged under the act. Most of those 
‘things would not happen. 

On the other hand, within the institution where you 
work, although your patients would not be confused about 


what your role would be, that institution would not recog- 
‘nize your doctorate. As you suggested, this patient would 


| 

§ 

have an appointment with Mr Luigi but it would not say 
“doctor.” The institution would not recognize it. 





Mr Girolametto: That is right. 
Mr White: Following Mr Beer’s point, if one has a 
doctorate in the area of his specialty, whether it is social 
work, speech pathology or whatever, that does not seem to 
be problematic unless one is, say, working as a speech-lan- 
guage pathologist and has a doctorate in— 


Mr Girolametto: Engineering, math, history. 


Mr White: Right. In that sense it would be mislead- 
ing, but I cannot see otherwise that it would be. 


_ Mrs Cunningham: This is one of those instances 
where I thought we had asked this question yesterday of 
the staff and had been assured that in fact his title, PhD, 
could be used and people could be referred to as positions. 
If it is appropriate, Madam Chairman, I think that should 
be reiterated. 

The Chair: We will make note of that and at the ap- 
propriate time—a comment? 
Mr Cordiano: I think there is a distinction to be 
made. It is not just the title PhD; I think it is the title 
“doctor” that we were talking about, the actual word “doc- 
tor” being used in front of someone’s name. 


The Chair: There will be an opportunity for further 
discussion of many of these issues at the appropriate time 
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during the hearings, and we heard there is likely going to 
be a PA appointed in the next little bit of time. 


Mr Cordiano: Okay, but I just wanted to make that 
distinction as far as I was concerned, that there is quite a 
distinction between what you have just said, Mrs Cunning- 
ham, and what I think the deputant is saying about the title 
“doctor,” that it is something vastly different. 

Mr Girolametto: Yes. The D in PhD stands for “doc- 
tor,” but the restriction of the use as presented by the bill 
restricts us from using that specific word. 


Mrs Cunningham: My point was that when I asked 
the question yesterday, the response I got was that the 
word “doctor” could be used. I would suggest, sitting here 
as a person who has been involved with the medical com- 
munity, that anybody who has a PhD who wants to be 
called doctor, unless some institution says otherwise—if 
that were me and I had your degree, I would not work for 
them. It is that simple. 


ONTARIO SOCIETY OF MEDICAL TECHNOLOGISTS 


The Chair: The next group appearing before the com- 
mittee is the Ontario Society of Medical Technologists. 
Would you please come forward. You have 20 minutes for 
your presentation. Please introduce yourselves to the com- 
mittee. We would ask that you try and leave some time for 
questions at the end of your presentation. 

I would ask all members to give you their attention and 
ask you to introduce yourselves and make your presentation. 


Mr Morrow: My name is Des Morrow. I am pleased 
to be here as president of the Ontario Society of Medical 
Technologists and to have the opportunity to speak today 
in support of the Regulated Health Professions Act. 

The medical laboratory technologists of Ontario have 
long pursued the goal of self-regulation and inclusion in 
the Health Disciplines Act. Over the past 10 years consid- 
erable changes have taken place in technology, the tech- 
nologists and the laboratory environment. Public 
awareness has increased and enhanced the need for legisla- 
tion to protect the public interest. 

The Ontario Society of Medical Technologists has been 
an active participant throughout the Health Professions 
Legislation Review, monitoring and commenting on the 
respective stages. This dialogue with the review team and 
later with the professional relations branch of the Ministry 
of Health has resulted in legislation which meets the need 
to provide protection for the public and which represents 
the profession appropriately. 

The OSMT represents some 8,000 medical laboratory 
technologists working in the province, who in turn consti- 
tute the third-largest group of health care professionals in 
the province. The practice of medical technology includes 
the main disciplines of clinical chemistry, clinical microbi- 
ology, haematology, immunohaematology, transfusion 
medicine, histotechnology, diagnostic cytology and the 
disciplines of virology, parasitology, immunology, cytoge- 
netics and electronic microscopy; quite a mouthful. 


Mr Beer: Is there going to be a test at the end? 


Mr Morrow: That is why I have them written down. I 
cannot remember them. 
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In clinical chemistry, technologists analyse blood spec- 
imens to measure a wide variety of constituents, ranging 
from a simple blood sugar level in a comatose diabetic to 
the complex analysis of drugs and hormones. Examples of 
this might be the identification of the causative drugs in an 
overdose patient or the investigation of the causes of infer- 
tility. This is often accomplished using highly sophisti- 
cated and computerized equipment. In haematology, the 
blood cells and plasma are studied in search of anaemias, 
leukemias and clotting disorders such as haemophilia. 
Clinical microbiology encompasses the isolation, identifi- 
cation and antibiotic susceptibility of bacterial, fungal and 
parasitic infections. In more simple terms, it perhaps might be 
the identification of a bacteria causing an infected throat and 
indicating which antibiotic would be effective in treatment. 

The importance of compatibility testing for units of 
blood to be transfused during surgery or following blood 
loss and the cytological assessment of pap smears for the 
early detection of cancer is self-evident. 

Medical laboratory technology therefore plays a vital 
role in the diagnosis, treatment and prevention of disease, 
and as such it is imperative that the consumer is protected 
from incompetence and has a say in the performance and 
future development of professional practice. Quality assur- 
ance of laboratory testing was part of our daily profes- 
sional life long before the concept was generally accepted 
and we support the professional quality assurance aspect 
of this legislation. We are pleased that the college council 
will set clear standards for entry to practice and that the act 
embodies the concept of professional equality. 

I would like to pass the floor to my colleague Sheila 
Woodcock, who has chaired the OSMT legislation steering 
committee, to comment on the history of the OSMT in- 
volvement and more specifically on Bill 53, regulating the 
profession of medical laboratory technology. 
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Mrs Woodcock: The Medical Laboratory Technology 
Act will establish a College of Medical Laboratory Technolo- 
gists of Ontario, which in turn will set standards for entry to 
and ongoing practice in medical laboratory technology. 

Even prior to the initiation of the Health Professions 
Legislation Review the OSMT had been actively pursuing 
legislation for the regulation of our profession. The Labo- 
ratory and Specimen Collection Centre Licensing Act ex- 
ists to regulate the operation of medical laboratories, but 
reference to the technologists is limited to a broad defini- 
tion of who may work as a technologist. It does, however, 
define the role of the laboratory technologist as one who 
performs tasks which require the exercise of independent 
judgement. This is distinct from the technician, who works 
under direct supervision and performs only tests which 
require limited technical skill. 

Changing technology has simplified the performance 
of some of the more frequently performed tests, such as 
blood glucose. Many diabetic patients use glucometers to 
monitor their glucose level and adjust the insulin dosage if 
required. Within the hospital setting, the use of 
glucometers has proliferated. The apparent simplicity of 
this instrumentation may lead to the misconception that 
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checks and balances used in laboratory testing are not re- 
quired. This is not the case. In fact, quality control of the 
procedure is vitally important and there have been at least 
two tragic outcomes from the inappropriate use of 
glucometers. 

An extensive study of current practices has been under- 
taken and recommendations developed for standardized im- 
plementation within the hospital under the jurisdiction of the 
laboratory. This has subsequently been endorsed by the Ca- 
nadian Council for Health Care Facilities Accreditation. 


The public needs to understand what happens in that 


‘mystical place, the laboratory, and the importance of the 


accuracy of the results produced. The Regulated Health 
Professions Act will not only create an increased aware- 
ness of the profession but also a means of investigating 
and obtaining information on individual practitioners. A 
member of the public will be able to approach the College 
of Medical Laboratory Technologists to verify the qualifi- 
cations of an individual or to lay a complaint should that 
be necessary. 

The days of the bubbling flasks, the big syringes and 
most manual techniques are long gone. The laboratory 
today is filled with sophisticated computerized equipment 
requiring the vigilant judgement of the medical technolo- 
gist. Similarly the old images of the past are replaced by 
highly skilled modern medical laboratory technologists, 
vital members of the health care team. 


The minister, in her proposed amendments tabled yes- 
terday, has recommended a change in the wording of the 
statement describing the scope of practice of medical labo- | 
ratory technology. It now reads: “The practice of medical 
laboratory technology is the performance of laboratory in- 
vestigations on the human body or on specimens and the 
evaluation of the technical sufficiency of the investigations 
and their results.” | 

Changing technology and the consequent need for 
change in the role of the technologist are reflected in the 
revision of the former wording, “on specimens taken from 
the human body.” Some tests can now be performed using 
non-invasive techniques at the patient’s bedside. 


The medical laboratory technologist should be in- 
volved in near-patient testing to avoid pitfalls encountered 
previously with the indiscriminate use of new technology. 
The change in the scope statement does not limit the role | 
of the technologist as the evolution progresses. This in turn 
should reassure the public of the appropriate skills being 
available no matter where the testing is performed. 

Another change to the scope statement qualifies and | 
clarifies the phrase “the evaluation of the technical suffi- | 
ciency” with the addition of the words “of the investiga- 
tions and their results.” 

The minister’s proposed amendments also recom- 
mended inclusion of a controlled act permitting the medi-. 
cal laboratory technologist to obtain the blood samples 
required for testing. The minister has proposed the addi- 
tion of a section 3.1 to Bill 53: “In the course of engaging | 
in the practice of medical laboratory technology a member 
is authorized, subject to restrictions on his/her certificate of 
registration, to take blood samples from veins or by skin 
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sricking.” As technologists we would recognize “skin 
' pricking” as being capillary puncturing. 

The public image of the laboratory technologist is 
yften limited to the person taking the blood sample. As a 
profession, we have striven for years to overcome or at 
east broaden this limited perception. It is important, how- 
sver, to recognize the potential hazards associated with the 
collection of blood and to put in place a mechanism for 
"quality assurance of the procedure. With the inclusion of 
this controlled act in Bill 53, the College of Medical Labo- 
satory Technologists will be responsible for setting and 
_ naintaining standards for blood collection. 

Once this legislation has received third reading and 


Technology will be appointed. This council will have the 
ask of writing the regulations to define the entry-to-prac- 
tice requirements. We understand that grandfathering will 
de a concern to some of our profession and we propose to 
work with the transitional council on this issue, but in the 
course of the hearings it is entirely possible that this issue 
may be raised by other technologists. 

We want to say that we support the minister’s proposed 
amendments to the legislation. 


















~ Mr Morrow: We will be glad to answer any questions 
we can. 

Mr Owens: It is funny you should raise the issue of 
_grandfathering. This is a concern that has been raised to me 
‘by a number of my former colleagues down the street at the 
‘Toronto General Hospital. I wonder if you could briefly ex- 
plain to the committee what is meant by grandfathering and 
_why some people find that problematic. 


Mrs Woodcock: What is meant by grandfathering is 

that when you bring i in new legislation that encompasses a 
profession there is sort of an underlying assumption that— 
the transitional council will have the task of defining what 
the entry-to-practice standards are, and there probably will 
be one standard defined. We know that standard within our 
profession would be certification by the Canadian Society 
of Laboratory Technologists, which is held by 90% of the 
practitioners in the province. There are, however, a small 
number of people who hold other qualifications, and the 
| ‘challenge facing the council will be to decide what are 
appropriate qualifications and whether or not those people 
; will be accepted with their existing qualifications or 
| whether they will be required to undertake further exami- 
‘nations, training, whatever. 
_ Asa society we had discussion on this and we will be 
in dialogue with the transitional council, but at this stage 
we feel it is not appropriate for it to be addressed, but we 
know there are concerns out there, yes. 


Mr Callahan: That is just a little bit more than 
' grandfathering. That is really retroactively possibly chang- 
| ing someone from fish to fowl. 
Mrs Woodcock: That is one interpretation, that is 
true, yes. 

Mr Callahan: You are saying it is about 5% of the 
' present profession who would be affected by that. 


Mrs Woodcock: Roughly; 5 to 10 per cent. 
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toyal assent, a transitional Council for Medical Laboratory 


Mr Callahan: These would be people who would be 
at the point where they might be close to retirement. 


Mr Morrow: These are probably people who are Brit- 
ish or American qualified and presently can work under 
some complementary legislation, the laboratory licensing 
act, which defines who can practise medical technology in 
the province. 


Mr Callahan: I speak only personally. I recognize the 
reasons for this legislation—very ambitious and also 
needed and very good—but I do have some concern about 
the fact that it is more than grandfathering. Grandfathering 
is, in Some respects, where you put a time frame on legis- 
lation to have it disappear or not take effect or to take 
effect at some later date, but it does not, as far as I know, 
ever interfere with a person’s right or ability to continue in 
the profession he has chosen. 

That does concern me. I do not know whether the rest 
of the committee would want to know, but I would cer- 
tainly want to have some idea if I were voting on this, 
which I will not be because I am only a sub, but I would 
want to know what hurdles these people might have to 
overcome to continue in the chosen field that they have. I 
do not know whether that can be done or not. 


Mrs Woodcock: We cannot answer that question until 
the transitional council defines the entry-to-practice stan- 
dards and makes the decision on what it will do with these 
people. They may very well decide to accept everybody 
who is currently practising as a technologist for registra- 
tion within the college. 


Mr Callahan: You are saying then that they have not 
given any consideration to that at this point and would not 
have something at least in mind before this legislation was 
passed. 


Mrs Woodcock: As a society we have recommended 
that the qualification held by the majority of technologists 
be recognized as the entry-to-practice standard, but we 
have no way of knowing that this will be the only qualifi- 
cation accepted. 


Mr Callahan: All right. 


Mrs Woodcock: So it is very difficult to argue this 
whole issue until later on in the process. 


The Chair: I would like to thank you for your presen- 
tation to the committee. I am sorry, we are out of time. 


1520 
ASSOCIATION OF ONTARIO MIDWIVES 


The Chair: Our next presenter is the Association of 
Ontario Midwives. 


Mr Callahan: These people get a badge for the most 
effective lobby that has ever existed in this province, and I 
want to be the first one to congratulate them. There proba- 
bly were more petitions presented in the Legislature on 
this one issue than in the history of this country. 


The Chair: Welcome to the standing committee on 
social development. You have 20 minutes for your presen- 
tation. We would ask that you leave a few minutes for 
questions. 
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Ms Kilpatrick: I think we will have lots of time. I 
saw in the agenda that I had 10 minutes, the one I saw 
earlier. 

The Chair: Are you representing the Association of 
Ontario Midwives? 


Ms Kilpatrick: Yes. Maybe my math is bad. 


The Chair: Actually the agenda looks like 10 min- 
utes, but the association should have 20 minutes. If you 
can do it in a shorter time, that will be fine. 


Ms Kilpatrick: My plans were shorter, so hopefully 
we will get through it. 

I am going to start by making some general comments 
about our association and our association’s involvement 
with this process and general comments about the legisla- 


tion. We have only a couple of specific comments to make ~ 


specifically on Bill 56, the Midwifery Act. 

Our association has participated in this legislative re- 
view since the review team was appointed in 1983. The 
lengthy consultative process has provided the opportunity 
for discussion among many professions regarding general 
health care and governance issues. We believe the resulting 
legislation will have a positive impact on the health care 
system, benefiting not only the public but the professions 
as well. 

This legislation moves us towards a more responsive 
and accountable health care system. Open public hearings 
will help to ensure accountability of the professions to the 
public, and public protection will be enhanced by the in- 
creased number of public members participating on coun- 
cils. The Health Professions Regulatory Advisory Council 
also provides for greater public input to health care policy 
decisions. 

We also fully support the concept of providing health 
care consumers with a wider range of choices of practi- 
tioners. We believe the controlled acts model which con- 
trols those acts that are potentially harmful instead of 
licensing a profession, thus giving that profession a mo- 
nopoly over all acts interpreted to be part of that profes- 
sion, offers a balance of increased consumer choice and 
public protection. This framework acknowledges the im- 
portant contributions of a variety of health care providers 
to the system. 

Our association supports the Health Professions Regu- 
latory Advisory Council also as a mechanism to keep the 
legislation and in turn the health care system responsive 
and to keep the act relevant. 

We would like to make one comment on the procedural 
code and our other comments, as I stated, will be specific 
to Bill 56, the Midwifery Act. With respect to quality as- 
surance programs in section 80 of Bill 43, confidentiality 
is addressed as it relates to the member. We believe it 
would also be appropriate to address client confidentiality 
when discussing quality assurance programs. 

Midwives will be providing primary care to their cli- 
ents during pregnancy, labour and the post-partum period, 
according to the proposed scope of practice. In addition to 
the draft amendments submitted by the Minister of Health 
to this committee, we would like to ask the committee to 
consider the following issues: 


There are three other acts which we believe should be | 
included to enable midwives to provide continuity of care | 
within the proposed scope of practice and according to the 
international definition of a midwife adopted by the In-| 
terim Regulatory Council on Midwifery. | 

The first is pre-natal blood screening. This is per- | 
formed on all women and we believe midwives should be | 
permitted to draw blood in this instance. In addition, if the | 
mother is Rh negative, a post-natal blood screening is also | 
routine. The change that would be required is that mid-| 
wives would be permitted to perform venipuncture for the | 
purpose of routine blood screening. Another method of 
obtaining a blood sample is by skin pricking or, as we just 
heard, capillary puncturing. This is currently used by some 
midwives to obtain a haemoglobin assessment by use of a} 
haemoglobinometer. 

The second is that in the course of a normal labour it may | 
be necessary to rehydrate a woman by use of intravenous) 
fluids. This is an instance where a midwife would be continu- | 
ing to provide primary care. In the interest of continuity, as} 
well as in recognition of the midwife’s role as primary care 
giver, we believe midwives should be able to insert an intra-| 
venous catheter for the purposes of rehydration. | 

The last is that with the recent draft amendment pro-} 
posed to this committee we understand the suggestion is, 
that midwives be able to prescribe as well as administer 
certain drugs as specified in regulation. We believe mid- 
wives need access to a limited list of drugs in a limited 
number of situations, and in each of these situations it is 
within the course of complete primary midwifery care and 
enhances continuity of care, as well as client safety. 

Our concern relates exclusively to post-partum care| 
when a midwife may need to leave a medication with a 
woman to take in the midwife’s absence. Rural midwives 
are particularly concerned about this, as their clients may 
not be able to fill a prescription for several hours. It is our| 
position that the inclusion of dispensing for specific medi- 
cations in specific post-partum situations allows midwives) 
to practise fully within their scope of practice and accord-| 
ing to the definition adopted by the Interim Regulatory 
Council on Midwifery. | 

That is all and I am ready to answer questions. 











Mr Johnson: Midwives are, in quotations, “a new 
profession,” but they are not really; they have been around 
for a long time. At one time they were an accepted and) 
welcome part of the community, I have no doubt. As you 
have given your brief today, you have asked for some 
things and you certainly have gone into some detail, but I 
was wondering how easily the kind of care that is advo- 
cated by midwives, client-centred and continuity of care, 
will mesh with our modern hospital routines. That is not to’ 
suggest that what midwives are doing is something ancient) 
or something that is not new, but how will it mesh with’ 
routines in the hospital? | 


Ms Kilpatrick: Currently there are midwives who do. 
not work within the hospital as a recognized part of the} 
team. But there are clients who seek midwives who still’ 
want to have their birth take place within the hospital. So I 
think the system has begun to see how midwives practise. 
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‘and what people want from midwives. Those of us who 
have worked with our clients within the system have 
begun to give it a try. Iam not quite sure whether you want 
‘to know where we fit in relation to nurses and physicians, 
if that is the specific question you are asking. 


Mr Johnson: Certainly you will have a relationship 
‘with them. 


Ms Kilpatrick: Right. 
Mr Johnson: I was wondering what kind of relation- 


‘ship you will have in working with nurses and doctors. 
What kind of relationship do you expect? 


Ms Kilpatrick: Think of the midwife as the practi- 
‘tioner providing primary care, not just client-centred or 
continuity of care. We also have submissions at this point 
in time in the review of the Public Hospitals Act that mid- 
‘wives should have admitting and discharge privileges 
‘within the hospital system. So midwives would work with 
their client going into the hospital and providing primary 
care within the hospital system. We would interact with 
“nurses, as nurses are providing the ongoing care within the 
‘hospital when the midwife is not with her client, if the 
‘labour is over, for instance, and the woman remains in 
hospital overnight. The midwife would not remain 
throughout the night, so the nursing staff would then be 
providing the ongoing care. The relationship we envision 
with physicians would be most commonly a consultative 
relationship in situations outside a midwife’s scope of 
| practice. 
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Mr J. Wilson: To play devil’s advocate, the Ontario 
‘Nurses’ Association suggested today that perhaps mid- 
wives should be qualified nurses first. Do you want to 
comment on that? 


Ms Kilpatrick: Yes, we have been commenting on 
_ that since we made our first submission to the Health Pro- 
| fessions Legislation Review. One of the arguments we 
made at that point in time is that in fact the profession of 
midwifery is a longer-established profession than the pro- 
| fession of nursing. Midwifery is an identifiable profession 
with a very defined scope of practice, much more clearly 
defined than many others possibly, and the tradition of 
nurses first and midwives second is a very recent North 
_ American phenomenon. 
In fact, when the Task Force on the Implementation of 
_ Midwifery in Ontario did its investigations worldwide, it 
found there actually were a lot of different countries with 
| well-established professions of midwifery that identified it 
as a separate profession from nursing, not a specialty of 
_ nursing, as the ONA would describe it. That essentially 
_ was our position, that it is a separate profession tradition- 
ally, and it is a very recent phenomenon that we have this 
| understanding that it is a specialty of nursing. It is primar- 
ily in North America that we have this understanding. 


| Mr J. Wilson: In a hospital setting, following on Mr 

_ Johnson’s question, how do you figure you would get 

along with nurses, who seem to have their concerns? It 

seems like a bit of a turf battle, to tell you the honest-to- 
God truth. 
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Ms Kilpatrick: I think the only way we can find out 
how we will get along is by working alongside the profes- 
sions that are in the health care system now. As Mr Johnson 
said, we are a new profession in Ontario and we will be 
establishing relationships with a number of professionals who 
have been working in the system as long as they can remem- 
ber. It will be, I think, a slow integration process. 

The task force on the implementation of midwifery 
asked hospitals and services to make presentations if they 
were interested in midwives working in their particular 
hospital. I think one of the ways will be midwives’ ser- 
vices or midwifery services being offered by institutions or 
by centres that are interested in having midwives working 
there. So the beginning of establishing relationships with 
other professionals working in the system, primarily 
nurses and physicians, will first be with those who want to 
work with midwives. Then the rest of the system will be- 
come exposed to midwives working in those particular 
services of whatever sort: an exposure kind of process and 
a working out of the roles that midwives will play. How 
that will affect the roles of the other professionals will then 
be worked out basically in the working relationships. 


Mr Owens: What types of medications would you be 
looking at prescribing? 

Ms Kilpatrick: We have talked about this on the In- 
terim Regulatory Council for Midwifery. They are just be- 
ginning to look at regulations. They would be very limited, 
mostly post-partum, possibly just analgesics for post- 
partum pain. There is an injection of an oxytocic drug that 
stops the woman from bleeding post-partum. There is an- 
other time that may be necessary: in a labour, the same 
kind of agent, an oxytocic agent, that would stimulate the 
labour. We have not made the recommendation that mid- 
wives would directly prescribe that, but post-partum you 
may need to give a woman an injection of an oxytocic 
drug to stop bleeding. 

That is administering more. The prescribing was to 
cover, I believe, working within the hospital as well, so 
that you have the power to write an order and leave an 
order behind with a nurse. 


Mr Owens: Basically, you are looking at a Tylenol 3 
or something like that. We are not talking about any type 
of narcotic agents. 


Ms Kilpatrick: Well, Tylenol 3 is considered a nar- 
cotic agent. Analgesics basically for pain relief post- 
partum are one of the main. There are very few actually. It 
is a very limited list of medications that midwives would 
need access to and would be using within a normal prac- 
tice, within a low-risk pregnancy. 

Mr J. Wilson: How many midwives are there cur- 
rently in Ontario? 


Ms Kilpatrick: Our association has a roster of prac- 
tising midwives and then we have a membership for non- 
practising midwives. The practising midwife membership 
in our association is around 60. Our non-practising mid- 
wife membership is fairly low, around 25. There are proba- 
bly thousands of trained midwives from numerous other 
countries. 
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The College of Nurses did a survey, around the same 
time that the task force on the implementation of mid- 
wifery was trying to sort out how many trained midwives 
there are from other countries, as well as the practising 
midwives, and the College of Nurses found out how many 
college registrants were also midwives. But there are a 
number of midwives, particularly from the Philippines and 
other European countries like Holland, who are direct- 
entry midwives, that is, they are not nursing. Therefore, 
right now they are probably not registered with any other 
health profession, college or association. There is really no 
way of assessing those numbers. 


Mr Callahan: I have two questions. The first one is, 
apart from these people who have come from other coun- 
tries, where does one become educated in midwifery? 


Ms Kilpatrick: Currently? 
Mr Callahan: Yes. 


Ms Kilpatrick: In our association, our membership, 
the majority of practising midwives are apprentice-trained 
midwives. They learn from other midwives, usually here 
in Canada, many of them in Ontario. About one quarter of 
our membership are midwives who have formal midwifery 
education from another jurisdiction. 


Mr Callahan: Is it proposed that this would be a 
course that one could take at one of the community col- 
leges or a university? 


Ms Kilpatrick: The decision has not been made 
where the midwifery educational program will be mounted 
from. There is no decision, as far as I am aware, of where 
the midwifery education program will be located. 


Mr Callahan: Does your association resist, as was 
suggested by the nurses this morning, the additional quali- 
fication that they be either RNs or RNAs? 

Ms Kilpatrick: Yes. 

Mr Callahan: Not to want to advance one turf over 
the other, recently in British Columbia there are two mid- 
wives who are being criminally prosecuted for having 
practised what the crown is alleging to have been criminal, in 
a negligent way. I also notice that the scope of your service is 
“conducting of spontaneous normal vaginal deliveries.” 

Not that I want to give the medical profession a black 
eye, but I am sure we have all heard of cases where a 
patient has been under the care of a doctor and he happens 
to be occupied elsewhere, be it outside the hospital—I will 
not go into what activities—and the nurse in attendance 
very often becomes the perhaps unwilling subject of hav- 
ing to conduct a spontaneous normal vaginal delivery. 
Would you not think that in a case like that the additional 
qualifications of either an RN or an RNA would be of 
some importance, or if complications arose in, let’s say, a 
delivery of that type and you were not in a hospital set- 
ting? I had a lot of questions there. 
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Ms Kilpatrick: Yes. Addressing the conducting of 
normal spontaneous vaginal delivery, the scope of practice, 
the educational program will prepare midwives to conduct 
a normal vaginal delivery. But the bulk of the midwifery 
educational programs that we have investigated and that 


we support the Ontario program to somehow reflect is that 
one of the main tools you have to be sure that you are 
attending a normal vaginal birth is that you assess through- 
out the pregnancy and you know how to detect an abnor- 
mal condition and you refer then to someone who is 
qualified to deal with an abnormal condition. 


The Chair: Thank you very much for your presentation. 


LINA DI CARLO 


The Chair: We are now going to hear from Lina Di 
Carlo. Welcome to the social development committee. You 
have 10 minutes for your presentation. We would ask, if; 
you could, that you leave a few minutes for some ques-| 
tions from the committee members. 





Ms Di Carlo: I am not very good at this, so you will 
have to bear with me. | 





The Chair: Do not be nervous. While it is a formal 
committee hearing, we ask you to be quite informal and; 
comfortable as you address the committee. We are here to| | 
listen to what you have to say. 





Ms Di Carlo: In reading the answers to the House) 
after the second reading of Bill 43, I was disturbed by two) 
things: (1) that 22 bills were discussed at the same time;| 
and (2) that the word “patient” kept recurring throughout, 
the document. 

In the first case, this means to me that the concerns of 
the disabled community are not important enough to be' 
discussed as a bill which affects us so drastically and} 
should have been discussed separately from the others. 

Second, this bill says to me that the politicians consider) 
individuals who use mobility aids as “patients.” We are not) 
patients. We are not sick. The health professionals rehabili- 
tated us when we were sick so that we could live indepe@ 
dently. So now, let us. 

In this paper you speak of an exemption. This exemp-; 
tion regulates the care giver. It does nothing for the indi- 
vidual receiving the care. We do not need to be taken care 
of. We want the right to direct our own care and our own) 
lives. 

Also, Bill 43 is very patronizing. It says that, as we are! 
sick, we need qualified health professionals to take care of 
us. Having health professionals does not equal good care. 

I quote you an incident of a woman, a quadriplegic, 
who was a resident at an extended health care hospital, 
which shall remain nameless. She was given six months to 
live. She was in a hospital where she should have been) 
able to receive the best care. That was not the case. In fact, 
it was just the opposite. Her strong desire to live gave her 
enough strength, with the help of some friends, to move 
into her own apartment with attendant care. That was ovel 
a decade ago. Now this bill would place hundreds of 
people’s lives in jeopardy where up to now they have en- 
joyed an independent life. 

It is ironic that the government would make $7 million 
available for its disabled employees for such things as at- 
tendant care in the workplace, and also while travelling) 
and yet it denies the very service which gets us into the 
labour force in the first place: attendant care at home. 
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Perhaps you do not understand what this bill implies to 
disabled individuals. This bill would make it illegal for me 
ito clean my husband’s ears with a Q’Tip or for someone to 
|help a women with the insertion of a tampon or help some- 
one with toiletting. Under this law, we would be criminals. 
Going to the bathroom is not a medical procedure and 
health professionals have no business in our bathrooms. 

The disabled community has been fighting for atten- 
dant care for 20 years, and now in one vote you would 
bring them back to the Dark Ages. The government should 
‘not waste taxpayers’ money in training health profession- 
‘als to perform a job which is already being done. Rather, 
they should put more money in the attendant care services 
area already in existence so that the attendants are recog- 
nized for their vital contribution to our lives. 

Therefore, in conclusion, I request that this bill be 
withdrawn or eliminate the attendant care portion from it. 
The fact that this bill has been around since 1982 and has 
‘never passed should tell you that it is not a good bill. 
‘Thank you. 

_. The Chair: Thank you very much. Mr Beer has a 
\question. 

Mr Beer: You have raised a number of specific points 
‘that I am not sure are really so much dealt with by this bill, 
‘and in fairness, this bill is really quite new. People have 
‘been discussing it for 8 or 9 years, but the legislation is 
really within the last year or so. 

! But the points that you raise, I would not have thought 
‘that this bill is moving against those, but rather that both 
the previous government's initiative around long-term care 
and the present government, which is continuing that, par- 
ticularly in speaking around issues of attendant care, atten- 
_dant care in the workplace and a whole series of things that 
I think both the former government and the present gov- 
‘ernment have been working on with many of the major 
organizations that represent the disabled—indeed there is 
‘an awful lot of activity going on and I think some quite 
exciting things that are going to happen. 

I am struck by the comments you make, because I 
would not have thought that this legislation, which is di- 
‘rected more specifically at regulating the professions, in 
fact would limit you in terms of these other things that I 
think we all want around providing greater attendant care. 
Icertainly want to look at this from a different perspective, 
_but I think I would also want to say to you that I do not 
think, frankly, that would be the intention of any of the 

| political parties to want to do that and that in fact there are 
some encouraging signs that a lot of other things are going 

on or are going to be taking place which will enhance 

| independence, your independence and that of anyone else 
who has a particular disability. 
im | guess that is more by way of a comment in a sense, 
but certainly I think that would not be the intent of any of 
| us with any of the bills that are before us. We would want 
_to look at that, but I would urge you as well to look at 
_ some of the other things that are going on where I think we 
_ really are as a society trying to enhance the independence 
_ of those who are disabled. 
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Mr Callahan: Just to follow up. on what Mr Beer 
said, and relying on the three instances you discussed in 
your presentation, section 26 says, “No person shall per- 
form a controlled act set out in subsection (2) in the course 
of providing health care services.” So those three examples 
you have given would really not be health care services; 
they would be assisting a person in performing functions 
that he or she might have performed himself had he not 
been disabled. If you have thoughts beyond that which 
would get into the definition of health care services, I think 
that is something we would want to look at to see if that is 
required, but if it is just the three things you are suggest- 
ing, then I would suggest they are not prevented by this 
act. 


Ms Di Carlo: The bill does not address the needs of 
the individual. The exemption is for the care giver. It is for 
the professional. It is not for me to be able to direct my 
own care. 


Mr Callahan: Yes, but the act itself is not making it 
illegal for you, it is making it illegal for someone who is 
carrying out health care services. So it does not affect you 
one way or the other. 


Ms Di Carlo: But it does. Yes, it would affect me. If 
this person feels that it is illegal for him to perform a 
certain duty, he will not do it. Thus, my care is going to go 
down the drain because I will not have the care. 


Mr Callahan: Well, as I say, if your examples are 
beyond the three you gave us, then that might be some- 
thing of concern, but the three you gave us are really— 


Ms Di Carlo: Which three are you referring to? I said 
a lot of things. 


Mr Callahan: You suggested the insertion of a tam- 
pon or the—I cannot remember what the others were, but 
they certainly were not— 


Ms Di Carlo: Well, there is a lot more that I—I do not 
need attendant care, but I am sure that there will be other 


‘people who will be able to be much more graphic in the 


details, if that is what you are looking for. 
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Mr Johnson: I concur with Mr Beer and Mr Callahan. 
I think the intent of the legislation was to provide further 
protection for the public. Although I think there has been a 
misunderstanding, if I may say that, I think the intent is 
clear: that there is further and greater protection for the 
public. I get the impression you do not agree. I would like 
to hear you say it. Do you disagree? 

Ms Di Carlo: Yes, I disagree. 

The Chair: Perhaps this would be helpful. The time 
for this presentation is up. This is the first individual pre- 
sentation we have had. We have been told there will be a 
parliamentary assistant. If it is the committee’s wish, we 
could ask ministry officials to clarify for this individual at 
this time. Is that the will of the committee? 


Mr Callahan: Good idea, yes. 


The Chair: Linda, would you come to the micro- 
phone please to answer Ms Di Carlo’s questions? 


S-296 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


7 AUGUST 1991 








Ms Bohnen: The services provided by personal care 
attendants have several different aspects. I think this legis- 
lation would either have no effect whatsoever on some 
aspects, or propose exceptions to deal with some others. 
As several of you have pointed out, the legislation focuses 
on activities done in the course of providing health care 
services. Many routines of daily living such as tampon 
insertion are not health services, they are just that, routines 
of daily living. 

Second, there is already an exception in section 27 
dealing with functions performed within the household 
among members of the family. Many disabled people, we 
have been told, do receive assistance from members of 
their family, and that exception would cover other aspects 
of it. 

However, both the previous Minister of Health and the 
current government’s Health ministers have said that they 
do favour an exception to be created by regulation for 
procedures which are really on the cusp between routines 
of daily living and health care procedures. Those are the 
more invasive and hazardous things like suctioning, venti- 
lator care, things that have a health care stamp on them, to 
ensure that people who are living in the community con- 
tinue to do so. 

All the Health ministers who have addressed it said 
they hoped to create this exception by regulation so that 
disabled consumers and interest groups would have an op- 
portunity to participate in the crafting of the regulation so 
that it really does meet their needs. 

Finally, for those activities which are really health care 
activities and do need some ongoing supervision or at least 
direction by health practitioners, there is still the device of 
delegation. Nurses can delegate controlled acts within their 
statutes; so can respiratory therapists and so forth. So for 
the most hazardous procedures, or hazardous procedures 
performed on the most vulnerable disabled people, those 
who are least capable of directing their own care, the dele- 
gation mechanism may be the best way of ensuring that 
the service is provided but that the quality of care is also 
safeguarded. 

I think there has been recognition by the previous gov- 
ernment and this government that consideration must be 
given to ensuring that services continue to be provided to 
disabled people living in the community, and there is a 
variety of ways in which this is going to be done. 


The Chair: Thank you very much for the clarification. 


EDITH GEORGE 


The Chair: Next is Edith George. You have 10 min- 
utes to make your presentation—please do not be nervous, 
we are very friendly—and we hope you will leave some 
time for questions. 


Mrs George: I am a private citizen. I belong to a con- 
sumer group but I am speaking today as a private citizen. 

Bill 43 as it relates to doctors is not against anybody 
but is for patients; I want to make that point right off the 
top. I have seven points here. 

1. The new Bill 43 is a very much improved bill in the 
composition of complaints and disciplines, but I still feel 
an independent tribunal would be far better, or committees 


with equal representation; that is to say, two doctors and 
two patient advocates. . . 

Here we have an example of a lay gentleman who is 
one of four on the disciplines committee under the existing| 
Health Disciplines Act, and of course he is outvoted four! 
to one. Under the new act, it is two to one in disciplines,| 
but whether it is four to one or two to one, the layperson} 
must always be outvoted. I think there should be a little bit} 
more thought given to protection of patients. It is only| 
15%, or perhaps a little more, of doctors who do not work} 
error-free; nevertheless that percentage causes havoc. 

2. A suggestion was made in 1990 by some members) 
of the task force on complaints that the Ontario Medical 
Association should help with complaints. If that is sug- 
gested to the committee, may I respectfully suggest no. | 

3. It is to be hoped that the increased openness of the 
process means: (a) no longer must a complainant sit out- 
side a disciplines hearing while the doctor and his lawyer 
sit inside; and (b) as in subsection 41(1), if the defendant is 
allowed 10 days to peruse the case against him, the com- 
plainant should also see the case of the defence laywer. | 

4. In addition to decisions of discipline and incapacity 
hearings being on the register, which is of the college. 
clause 22(1)(e), I think all admonishments should also be 
on the register, because these are warnings given to physi, 
cians when they are not working up to par. I think you 
could phone the register and they would say, “No, he hag 
never been disciplined,” but he might have had 10 admon;, 
ishments. I think a little bell should start ringing in thé 
college’s head when that happens. 

5. The Attorney General is proposing no limitation pe; 
riod for sexual abuse by doctors. I think we are starting t¢ 
categorize patients here and to put them into little pigeon) 
holes: This is sexual abuse, this is battery, this is negligence. | 

I do not think this is going to develop very well at all. | 
think all patients should be treated equally under the lav) 
no matter what has gone wrong between a doctor and 4 
patient. 








The one-year statute of limitations does not allow pa 
tients with considerable injuries to get a case together, be; 
cause they are very traumatized. In addition, they do no 
have the money, they do not have the advantages of physi) 
cians, they do not have the insurers. , 

I am sure, Madam Chair, you will know all about th’ 
Advisory Committee on Liability and Compensation il 
Health Care, chaired by Robert Prichard, the president 0 
the University of Toronto. He has suggested that not les! 
than six years would be acceptable for a statute of limita! 
tions, from the time when it was known there had bee! 
negligence. But subsection 85(1) of the bill says one year. 

I would please ask the committee to change that. | 
believe the Attorney General is trying to do somethin, 
about it, but whether that is just going to be for sexuz 
abuse or whether it is going to include all maltreated pa 
tients, I do not know. 

6. Physicians should be mandated to report abuse an/ 
incompetence. Consumer groups have advocated this fo 
years. A discussion paper of the Progressive Conservativ 
Party, December 1986, has advocated this. In fact, they as. 
if it is really a self-regulating profession, why do the! 
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solleagues not bring forward complaints when they sus- 
sect one of their members may be a danger to their pa- 
ients? If we are going to have self-regulation, then there 
seally should be self-regulation from the grass roots up. 

_ The recent task force on sexual abuse also recommends 
hat doctors be mandated, but the OMA feels it would 
deny its members protection from slander and libel by 
other physicians wishing to hurt a colleague’s reputation. 
Not a word that it might protect patients, just that it would 
sossibly lead to some slander and libel. I do not believe 
doctors go around slandering and libelling one another. I 
do not know any doctor who does it. Nurses aré mandated 
and they do not slander and libel one another, nor do law- 
yers. 

7. The last point is, please add a clause to this bill for 
tegular monitoring of the complaints system so that when 
the bill becomes law, it does not sit there for 17 years with 
nothing done. If you monitor it, you can see if it is. working 
and if the college is working. If it is not, why is it not 
working? 

Also, you can find out where most negligence occurs 
and why. Is it partly the fault of the facility? There are 
facilities—I certainly know one—where they always stress 
meeting the budget, but when I go to hospital, I really do 
‘not care whether they have met their budget. I want doc- 
tors and nurses and proper health care. I think the prime 
aim should always be quality care. Meeting the budget is 
good and fine, but it has got to come further down on the 
list of priorities. 

1600 


The Chair: Thank you for your presentation. Mr 
‘Callahan? 


Mr Callahan: I want to address a couple of items. 
‘One, the limitation period, as you probably know, is under 
teview—and it should well be under review—to give a 
‘commonality to limitation periods, because they are very 
disconcerting, particularly to lawyers who do not have a 
‘tickler system, and they cost the lawyer and the law soci- 

‘ety a lot of money. More importantly, the cause of a legiti- 

“mate complainant can be lost as a result of it. 

' On the question about the makeup of the discipline 
committee, I agree with you: It says three members of the 
‘council, and it seems to be five to two, because two of 
‘those members are appointed by the cabinet, that is who 
“the Lieutenant Governor in Council is. If you carry the 
| process forward, if you look at the composition of council, 

at least seven and no more than 10 persons, of whom at 

‘east four and no more than six are appointed by the Lieu- 

‘tenant Governor in Council, they do not even have to be 
members of the particular body in question. 


Mrs George: The college. 


Mr Callahan: They are in fact the people who ap- 
point, under section 15 of the act I am looking at, the 
“Chiropody Act—and it is probably similar in all the acts— 
\ ‘the members of the committees mentioned in the various 
( sections. That includes the discipline committee, so really 

the primary responsibility belongs to the council. It is 
' “made up of independent people, in addition to people who 
| are members of the council. You are relying on them to 
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appoint appropriate people for the discipline committee, 
and if they are not happy with what they are doing, then 
they should be removing them and putting somebody else 
in their place. 

Quite apart from that, as was witnessed in the recent 
case against some prominent lawyers in this city, the 
courts are, in fact, coming around, as is the law society, at 
least to the view that you have to squeal on your partners 
and anybody else who is involved in acts that are detri- 
mental to the public. I for one—and I am only a substitute 
on this committee—think it is a matter of public policy 
that the government should be looking at the question of 
requiring this—similar to the way we require doctors to 
report child abuse, subject to penalties if they do not. 

A similar type of reporting procedure should be re- 
quired under law for all professional bodies to ensure that 
the public does not get—I was going to use a word that 
probably would not show up in Hansard—scuppered by 
the closing of ranks of people who belong to various pro- 
fessions. I happen to belong to the Law Society of Upper 
Canada, I would not want to see that. Nor would I think 
responsible doctors, dentists, or anybody in various profes- 
sions would want to see that happen either. 

I agree with you in that regard. I do not think it is 
something you will see in this act, but I would certainly 
urge those government members here that it is a good 
matter of public policy that should be brought up by your 
government: making it mandatory that they in fact do re- 
port their colleagues. The days of the old boys’ club are 
gone. . 

Mrs George: Not quite. 


Mr Callahan: The major concern should be that of 
the consumer and the people who pay big bucks to get 
those services. 


Mrs George: Here we are, Mr Callahan: “Lawyer dis- 
ciplined for not reporting his son.” This is by the Law 
Society of Upper Canada. Can you imagine that ever hap- 
pening at the College of Physicians and Surgeons? 


Mr Callahan: That is the height of nepotism. I agree, 
I think that has got to change. 


Mr Johnson: In number 7, your very last comment, 
you said: “While meeting the budget is important to health 
care facilities, it ought not to be the prime aim. The prime 
aim must always be quality care.” There is a direction 
relationship there. Meeting the budget produces quality 
care. You get quality care as a result of closely scrutinizing 
your budget. 

I am a little confused about something. Maybe I have 
misunderstood the point you are trying to make there. 
Could you elaborate on that? 


Mrs George: There are facilities where they give 
quality care, but they do not meet the budget because they 
are giving quality care. To some extent, they are taking 
corrective work from other facilities which have not given 
quality care. All that corrective work is very heavy on the 
OHIP bill, but there is a great deal of corrective work 
going on when there are—shall I use the word “bungles”? 
I do not quite know what word to use best. Perhaps just 
negligence, complete, unintentional negligence. 
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Mr Johnson: To what particular kind of health care 
facilities were you referring? 


Mrs George: Let me put it this way: I do not use my 
local hospital at all. They always meet their budget, but I 
will not go there. I go right downtown here to a very good 
hospital. I am sure they are not meeting their budget, but 
they really give good care. It just depends on what you 
want from a hospital. 

I heard a nurse talking the other day about where ad- 
ministration in some places is top-heavy. They are cutting 
out nurses and they are cutting out doctors but you have 
got everybody at the top. As a patient, I am not terribly 
interested in who is sitting in an office; I want the doctor. 
You cannot totally blame doctors in a lot of cases. They are 
so stretched out, they are trying to do so many things. You 
go to any emergency ward and sometimes it is a wonder 
there are not more errors than there are. I believe it was Mr 
Callahan who mentioned responsibility. Everybody under- 
stands that no human institution is infallible, but surely 
they should be accountable when mistakes are made. 

Responsibility and accountability, not perfection, be- 
cause none of us is perfect, but when you have a complaint 
and nothing gets done and you fight for year after year— 
we have a woman in Toronto, 11 years. That should not 
have to happen. Why should I have to complain if some- 
thing goes wrong? Should the doctor who sees what went 
wrong not complain? Should he not complain if this is 


self-regulation? The doctor should complain. He should go ~ 


and help his peer or his colleague and say, “Look, let me 
show you what is going wrong here,” give him a helping 
hand. 

When I suggested this one time, I was told, “Profes- 
sionals don’t do that.” They certainly do, because I have 
just shown in here what the law society does. So profes- 
sionals do, and professionals should do it. Patients should 
be safe when they go into a facility. Otherwise put a great 
big notice up there letting them know. 

As I say, this is just 15% probably. I say “just 15%,” 
but 15% represents a lot of trauma, a lot of heartache and a 
lot of pain. I really thank you for listening to me. 


The Chair: We appreciate your presentation. Thank 
you for addressing us. 

The committee has just heard the last presentation for 
today. We believe there may be an opening tomorrow for a 
half-hour discussion with ministry staff. It looks like we 
may have a cancellation at that time. 


Mr Beer: This is just a suggestion to the other whips. 
I am wondering whether we might deal with some of the 
points that were mentioned, that you wanted to raise anew 
and had not had an opportunity. I think titles was one of 
them. 


The Chair: Is it the committee’s wish to adjourn now 
or to adjourn at 4:30? 


Mr Owens: I would not mind spending some time. 
Yes, 4:30. 


The Chair: All right, we will ask the ministry repre- 
sentatives to continue the presentation now until 4:30 and 
then we are hopeful that there will be additional time to- 
morrow to continue that discussion. The committee is in 
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session. We will continue discussion with the representa 
tives from the ministry. I believe that everyone has th 
documents before them. We were at tab Mc. 


1610 
MINISTRY OF HEALTH 


Ms Bohnen: Just before you turn to tab Mc, I would 
like to remind you that under tab I there is a little docu- 
ment that shows how the review summarizes some of the 
concerns that were expressed by interest groups about title 
provisions. Those are the review proposals that have been 
contested by professions which are motivated in part by 
status concerns and attempt to create or maintain an eco- 
nomic monopoly and the desire to do indirectly what has 
been directly prohibited. Status concerns are that some ti 
tles connote more status than other titles. It is as simple as| 
that. It is not necessarily a bad thing, but it is a fact of life. 
For example, “technologist” is a higher-status title tha 
“technician.” 

With regard to the other two points, monopoly and 
doing things indirectly that you cannot do directly, you 
may observe the fact that the professions which are most 
concerned about the title protection and how it is ex- 
pressed in the bills are those which have no or few con- 
trolled acts. One could analyse their situation as th 
profession in competition with unregulated groups because 
there are not controlled acts restricting the service to the 
regulated group. If you cannot control your competition by; 
a law that says the other group cannot do it, another way of 
trying to secure an advantage is by restricting a title and 
trying to steer the public, by use of that title, to your group or 
yourself instead of to your competition. That is not to say 
there are not public interest aspects to the debate, but titles are 
also another way of achieving economic advantage. 


Mr Burrows: Just to add, there is a large body of 
academic literature widely available to support what Linda 
has said. 


Mr Johnson: From a public perspective, it would ap 
pear to me that this might be just semantics in title. The; 
family practitioner is a doctor. If somebody said, “I am! 
going to see my family practitioner,” I would make the} 
assumption that he is going to see the doctor and I do not 
think any less of him because a layperson has called him a 
family practitioner. I guess it is the organizations them-| 
selves that have the greater interest in what their title ulti-| 
mately is because, as you have already indicated, it may, 
mean more money, it may mean more work is directed 
their way. 

I do not see it as being as controversial, or maybe I do 
not see it as being the sort of thing we would want to 
interfere with. If a particular organization did not conflict 
with another organization with regard to title, then would 
not the title that it wanted be the best title for it? We would 
not get into any adversarial situations then. 

Ms Bohnen: There are adversarial situations, though, 
because some titles are claimed by more than one group or 
words derived from the title are claimed by more than one} 
group. You heard from physiotherapists today that they) 
would like protection of the title “physical therapist.” It is 
the case that some other professions, such as chiropractors, 
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velieve they also provide physical therapy. I think you may 
‘aear from them that they would be concerned if restricting 
the title “physical therapist” to physiotherapist meant that 
they, as chiropractors, could not describe some of what 
they do as physical therapy. 

| There are several different kinds of title issues. You 
‘nave already heard the “doctor” title issue. It might be 
helpful to clarify that a little bit. 


_ The Chair: I have Mr Cordiano and Mr Beer and both 
have questions relating to the doctor issue. Is that correct? 


Mr Cordiano: Can I just say something at this point 
before we get into that? I think the way I would try to 
‘configure this so that I could understand it would be to 
attach some sort of value to a title on the basis by which 
that profession claims to have that title. So if that profes- 
sion wants to be called doctors, is it in relation to the kind 
of training, the kind of value added to the profession that 
we would then, as a group, as a committee, say, “Yes, this 
‘is justifiable”? 

_ Ms Bohnen: Why do we not start by seeing what the 
bill actually says in terms of the restriction on the use of 
ithe title “doctor,” because doctor is an issue. Section 30 of 
‘the RHPA says (1) “Except as allowed in the regulations 
under this act, no person shall use the title ‘doctor,’ a varia- 
tion or abbreviation or an equivalent in another language 
‘in the course of providing or offering to provide, in On- 
‘tario, health care to individuals.” 

' The only restriction on doctor applies to providing or 
offering to provide health care to individuals. Some aca- 
‘\demics, some people with PhDs in unrelated fields initially 
‘thought that meant they could not use the title “doctor” in a 
‘classroom, in administration, at a cocktail party. That is 
clearly not the case. We are only focusing on the use in health 
care settings and providing health care to individuals. 


Mr Owens: Just in line with the speech pathologist 
‘who was here, who would be involved in the provision of 
vhealth care as we understand it, and the physiotherapist 
)providing health care as we understand it, would they not 
\then be restricted? 










atically. First of all, we do not have a problem with our 
non-health-care academics. They can call themselves doc- 
‘tor. Then we have our people who are health professionals 
providing patient care who do not belong to one of the five 
‘professions authorized to use the title “doctor.” You are 
‘quite right. You heard from a speech- language pathologist 
‘and a physiotherapist in that situation. This is when you 
come down to government’s decision-making. 


Mr Owens: Politics. 
Mr Cordiano: You asked the question. 


Ms Bohnen: I would not say it is politics. I think 
governments have viewed this as a difficult social ques- 
tion. 

|  MrOwens: Scary, is it not? 

Ms Bohnen: Governments have decided, so far, that 
‘most Ontarians think that when they hear the word “doc- 
tor,” they are dealing with a medical doctor or a dentist or 
‘a chiropractor or a psychologist. Remember, those profes- 
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Ms Bohnen: I am trying to work through this system- » 
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sions all have something in common. The basic educa- 
tional qualification for entry to the profession is a degree 
or a diploma that says “doctor” on it. You cannot practise 
medicine, psychology, dentistry or chiropractic without a 
doctor’s degree. But you can practise speech-language 
pathology, etc, without that degree. Some of their mem- 
bers have those degrees. In fact, a minority have doctor- 
ates; most of them do not. Most of them are prepared at the 
bachelor’s or master’s level. 


Mr Owens: My understanding, if one wants to get 
really technical about this, is that a person who graduates 
from medical school simply has an undergraduate degree 
and that it is only when one enters a specialty through the 
Royal College of Physicians and Surgeons of Canada that 
one is actually entitled to use that post-graduate— 


Ms Bohnen: No, that is not correct. The degree 
granted in Canadian and American medical schools is doc- 
tor of medicine. That is their entry-level academic qualifi- 
cation. It is the same thing for dentists and the other 
professions I mentioned. 

You have heard and you will hear from groups which 
say: “No, Ontarians don’t think that way any more. They 
are able to discriminate among every health care provider 
and they are not misled by the use of the title ‘doctor.’” All 
I can say to you is that the government, in these bills, 
decided that doctor should be restricted to the professions 
authorized to use the title “doctor,” the interest being in not 
confusing people about the qualifications of the person 
they are obtaining care from. 

I guess there are two levels to the issue. One is before 
you. Should use of the title “doctor” be extended to other 
regulated professions? Beyond that, you may hear from 
some groups which also have PhDs but are not regulated 
as to whether they should be able to use the title “doctor.” 
It is not a complicated issue; it is just an important social 
issue that you are going to deliberate on. 


Mr J. Wilson: Essentially you are telling us that this 
continues the current practice. 


Ms Bohnen: It modifies the current practice in so far 
as it legalizes the use of doctor by chiropractors and clarif- 
ies that psychologists who customarily use it are entitled to 
do so, say, PhDs. For the other professions, medicine, den- 
tistry, optometry, it is current practice. 


Mr J. Wilson: Okay. It was also suggested yesterday 
that perhaps you may not have any real grounds to prose- 
cute someone who decided he would continue, because he 
had a PhD like our speech pathologist, using the term 
“doctor” in front of his name in a hospital. 


Ms Bohnen: Arguably, today they are violating a sec- 
tion of the Health Disciplines Act. The Health Disciplines 
Act restricts these titles. 


1620 


.Mr J. Wilson: That is what I was wondering: Has 
anybody bothered to prosecute anybody for this? 


Ms Bohnen: Time was when the College of Physicians 
and Surgeons warned chiropractors most particularly and 
complained to their governing body. But I am not aware that 
they have gone after a speech-language pathologist or 
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groups like that. I cannot conceive that they would now 
consider that necessary, remembering that many speech- 
language pathologists practise in institutional settings 
where there are safeguards against confusing patients. It 
may be that this is the sphere across which the regulation, 
making an exception to this prohibition, would apply. 

Mr Beer: I appreciate the points you have made about 
this and J think you are quite right to underline that it is not 
in a real sense a technical problem. It is a governmental or 
political decision in the best sense of that terminology re- 
gardless of who the government is, because we are reflect- 
ing or trying to reflect what we think the norms are. I 
guess what strikes me is that as we look at it, can we find 
some principles here that can guide us? One of the ques- 
tions, and you may have the answer to this, was that in 
Europe and in the United States if somebody has a doctor- 
ate he may use the term “doctor.” In point of fact some do 
and some do not, but there is not a prohibition. 

It is as if we are using a sledgehammer on the prover- 
bial fly instead of a fly-swatter. I think that is something as 
a committee we are going to have to wrestle with. I know 
there are going to be other presenters but I think it is a 
valid issue, in that on the one hand you are saying to 
somebody, “You went through a course of study, you re- 
ceived a doctorate as did somebody in history or some- 
body in philosophy, but we are saying that you can use that 
title in certain places but not in others and there is a ratio- 
nale for that.” 

The issue for us is, is that any longer an acceptable 
rationale? Does that affect the public interest or does that 
affect in some way potential harm that might befall some- 
one? Those are all very legitimate questions which we 
have to answer. My sense, though, is that the overall thrust 
of this legislation has been to open. This, while it clarifies 
it, also closes and I do not know if that is the direction we 
want to go in. I am not sure what my own answer is yet 
and I want to hear more on it. This is helpful but I just 
sense that we are legislating in some areas that perhaps do 
not need legislation. 


Mr Cordiano: I would just reiterate what has been 
said already. My concern is that if someone has a doctor- 
ate, if he is not in one of these groups that have been 
exempted, he may be like our speech pathologist who has 
a doctorate and not everyone is required to have a doctor- 
ate in speech pathology to practise—correct? That is where 
our difficulty lies: trying to draw the line here. We on the 
one hand will sacrifice those who have a doctorate who 
somehow deserve, in my opinion, to be. called doctors, 
whether it is in health or in some other field of practice. 

It happens to be that they chose health for their field of 
practice and their profession. I think it is a tough decision 
to make to call and draw the line at that point and say that 
they are not going to be allowed to use that title when I 
think it is rather important for them to be able to use that 
title. If you create that kind of distinction, as you tried to 
point out earlier, it creates a monopoly—it certainly does 
for the groups that have been included here—and I think 
the same kind of logic could be extended to those who 
have a doctorate and who are not included here and have 


- ure out who really is the physician and who is the speech, 


fallen in the cracks, if you will. I would like to see tha 
addressed and I think we should pursue this. 


Ms Haeck: I do have a question for the ministry staff. 
In discussing this issue various people have remarked o : 
the fact that in dealing with medical practitioners in a hos; 
pital setting frequently the badges identify the specialty of 
the attending specialist. So seeing a person in a white coat 
who happens to be called “doctor” does not necessaril 
mean that he is a physician. You could read that as part of 


the identifying name tag the person is wearing. 


Is this consistent practice or is this something that one, 
institution or two institutions across the province happened 
to initiate? Thereby we are faced, as you so rightly pointed 
out, with people being faced with this array of people 
standing before them in white lab coats and trying to fig+ 
pathologist, but they are all called “doctor.” I am just won: 
dering if there is some way of making sure that there is 
clarity in a simple identifier. 





| 
| 


Ms Bohnen: The health professions review suggested 
that there be a statutory exception for individuals practis- 
ing in hospitals, nursing homes and other regulated set: 
tings where, as you suggested, the administration can be 
expected to have some rules about what the name tags say. 
It was legislative counsel’s view and I think the ministry’s 
view that this kind of exception may well be very appro- 
priate, but it is better done by regulation and there is regu: 
lation-making authority in the act to do that by regulation, 
It may address part of the problem sectors in which there is 
less likelihood of individuals being misled. Again, as ] 
suggested, there is probably less likelihood of people being 
misled by regulated practitioners whose colleges will dis- 
cipline them presumably if they mislead their patients. It is, 
harder to get a handle on it for unregulated people. 

I would just like to remind you, though, that this is no} 
a new prohibition. The Health Disciplines Act prohibits 
anybody other than a dentist, physician or optometrist! 
from using the title “doctor” as an occupational designa: 
tion relating to the treatment of human ailments or physi: 
cal defects. These bills have updated that rather outdated 
language but it is not a new prohibition. It has been expanded 
to cover chiropractors and psychologists because of common 
usage and the nature of their educational qualifications. 


Mr J. Wilson: It seems to me that society does place a 
fairly large emphasis on status. We saw from our speech 
pathologist, for instance, that if he were allowed to call 
himself “doctor,” he felt that he was of the same status as 
the medical doctor who is on the same page, same itiner-| 
ary. It seems to me what society forgot, and one of the 
reasons that Canada has this problem with the titles, is if 
you go to a graduation ceremony at any university the 
PhDs in philosophy are given out first. They are the high- 
est degrees attainable in academia, and actually a medical 
doctor’s degree or a chiropractic degree is an undergradu- 
ate degree and of little significance compared to a PhD. 

I have always felt sorry for the PhDs and their inability 
to use it in everyday usage because actually in academic 
circles and in the hierarchy of things they have higher 
degrees and yet they are not able to get the recognition ] 
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jeel they deserve. They spend many more years in school, 
or instance. I have a brother who spent 15 years getting 
iis PhD in zoology and he teaches medical students but 
yannot use the term “doctor” because he is confused with a 
wnedical doctor. 

We cannot change society and I have really no inten- 
jion of changing the act the way it is proposed but I did 
jvant to put that on the record because I am going to mail it 
»o my brother. 

_ The Chair: Mr Hope, the committee has agreed to 
adjourn at 4:30. You have one minute. 

Mr Hope: There is just one comment I would like to 
make. You mentioned that they were not supposed to use 
the title “doctor” but they did, and I notice you moved 
‘your little red book there— 


i 
i 


' Ms Bohnen: Sorry, I wanted to read from the existing 
section. 

Mr Hope: Oh, okay. But we have people using the 
‘itle “doctor” in the medical fields, health providers. They 
were not supposed to but they did. Why did somebody not 
jo something to make sure that we were not into the prob- 
‘em we are in today? 

' Ms Bohnen: There was a time when the College of 
Physicians and Surgeons of Ontario, which polices the title 
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“doctor,” did try to warn off some other practitioners from 
using the title, but faced with, I guess, hundreds of other 
practitioners and increasing public acceptance that they 
could use the title “doctor’—you would have to ask the 
college. It may be they decided that this kind of enforce- 
ment activity was not worth the expense and the poor pub- 
lic relations involved in doing it. They also probably felt 
that these bills would sort out the situation. 

Some groups, because they have had their diplomas or 
degrees that say “doctor,” have felt that they had a colour 
of right to use the title. Other groups have not. Remember, 
we heard from speech language pathologists, nurses. We 
are talking about very small numbers of practitioners in 
those fields with doctorates, unlike every chiropractor, 
who has a “doctor” diploma. So the numbers are quite 
different. 

Mr Hope: So that would move pretty well into the 
comments of the lady who just did a presentation to us 
about some of the accountability issues. 

The Chair: The meeting is formally adjourned. We 
will reconvene tomorrow morning at 10 o’clock. It has 
been an interesting day. 


The committee adjourned at 1633. 
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The committee met at 1003 in committee room 2. | 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


| Resuming consideration of Bill 43, the Regulated 
Jealth Professions Act, 1991, and its companion legisla- 
ion, Bills 44-64. 

Reprise de 1’étude du projet de loi 43, Loi de 1991 sur 
es professions de la santé réglementées et les projets de 
‘oi, 44 a 64, qui l’accompagnent. 





ASSOCIATION 


The Chair: Good morning. Welcome to the standing 
| ‘ommittee on social development. 
We are going to begin this morning with a presentation 
| tom the Ontario Chief Psychologists Association, Patricia 
DeFeudis. The procedures for the committee are that you 
ave 20 minutes for your presentation, and we ask that you 
‘eave some time so that we can ask some questions, if 
here are any questions from members of the committee. 
While this is a formal meeting, please relax, do not be 
aervous, and welcome. If you will sit down and speak into 
‘he microphone so Hansard can pick up the names, that 
‘would be helpful. 


Dr DeFeudis: Fine. My colleague Dr Ferguson will 
nake the presentation, and we will be glad to answer and 
discuss with you the issues. Thank you. 


Dr Ferguson: The whole process of being involved in 
egislation is not our business and it is brand-new to us. It 
jas certainly given us an appreciation of the difficulty in 
drafting good legislation, perhaps particularly when that 
,egislation has goals both of broadening and restraining or 
ontrolling things people do. 
In general we applaud the legislation, its goals and its 
aature. The Ontario Chief Psychologists Association, as 
you might imagine, is dedicated to improving health care 
and access to health care. We are particularly interested in 
those aspects of the legislation aimed at facilitating greater 
flexibility of roles for health care providers, as we believe 
that psychology and psychologists, as well as other profes- 
sions, are capable and deserving of greater scope than 
sometimes may have been awarded in the past in our 
health care system. Because of that we look forward to the 
passage of this legislation into law and moving on to the 
review of the Public Hospitals Act. 

I am going to be brief and bring to you the concerns we 
have; not the broader concerns of the profession of psy- 
chology, but the concerns the legislation brings to us as we 
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practise within the hospital system in Ontario. There are 
mainly two. . 

The first one I want to touch on relates to the issue of 
diagnosis as a controlled act. It is our understanding that 
some professions have raised questions about the need for 
retaining diagnosis as a controlled act. Diagnosis is one of 
the core functions psychologists carry out in hospitals. We 
are very frequently called upon by our colleagues to make 
diagnoses. We realize diagnosis is a very important function, 
and it is also one which.is, to perhaps use a word that is risky, 
a dangerous one. In psychology over the last 20 or 30 years 
we have learned painfully the difficulties labelling can 
cause the people we work for. None the less, it is simply 
because the dangers of labelling are so pronounced that it 
is clear to us that diagnosis needs to be a controlled act. 

It is our view that psychologists are well prepared, both 
through their education and their inside training, to carry out 
the process of diagnosis as it has been defined in the scope 
of practice in the proposed legislation. Not only that, but 
there are some areas where in fact psychology is clearly 
the very best profession to make diagnoses, and examples of 
those areas would be in diagnosing personality disorders 
and mental disorders and in diagnosing learning disorders 
with children. 

While we feel diagnosis should be retained as a con- 
trolled act, and that it should be retained as a controlled act 
for psychology as it is described in the legislation, we are 
also mindful of the needs of others of our colleagues to 
assess and communicate their findings with regard to treat- 
ment within their scopes of practice. We urge you in this 
committee to give some thought to making the distinction 
between assessment and diagnosis and allowing many of 
our colleagues clearly the right to communicate the results 
of their assessments. 

The second area where we have concerns relates to title 
protection. As you have undoubtedly already heard, the 
new Psychology Act would change title protection for psy- 
chologists. The broader issues for professional psychology 
will be addressed enthusiastically and in detail by our reg- 
ulatory body, the Ontario Board of Examiners in Psychology, 
and our professional association, the Ontario Psychological 
Association, so I want only to look at one area that relates 
to us in hospitals. 

In our hospital practices, many of our staff members 
are frequently involved in assessment and feedback and 
treatment and planning in areas relating to education; psycho- 
educational assessments of children and the follow-up of 
those assessments, and forensic assessments for the court. 

As we understand the current legislation and the defini- 
tion of health care that might ensue from that legislation— 
and we have not obtained an independent legal opinion on 
this; we are relying on the legal opinions obtained by our 
regulatory body and by our professional association—we 
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are concerned that we would have staff members who 
would be practising in the educational and forensic areas 
within the hospital who would not be regulated while they 
carry out those particular jobs. We are concerned because 
for us in the past all the things our staff have done have 
been clearly regulated. 
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We are also concerned because these two particular 
areas are often contentious and sometimes involve litigation. 
Since what psychologists do in those areas are not con- 
trolled acts, we feel that quality assurance in those areas 
then rests on having the services provided by regulated 
practitioners. We do not have a clear proposal for how to 
iron out that difficulty. One possibility would be to move 
to a definition of health care which would clearly include 
those areas of psycho-educational practice and forensic 
practice that our hospital staff members had been involved 
in for many years. I think that is the core of what I want to 
say. If you have questions, Dr DeFeudis and I would be 
glad to try and answer them. 


Mr White: As chief psychologists, you would be chief 
psychologists in hospitals? 
Dr Ferguson: That is correct. 


Mr White: So you are not referring to what would be, 
say, a chief psychologist of a board of education or what- 
ever, but entirely within the medical field. 


_ Dr Ferguson: Entirely within the public hospitals of 
Ontario. 


Mr White: I think you were absolutely accurate with 
regard to learning disabilities, etc. I recall in the past a 
colleague, a psychologist, just doing an incredible job in 
assessing learning disabilities. I was just amazed at the 
accuracy of the assessment or the diagnosis, depending on 
your phraseology, and the treatment and recommendations, 
which were extremely specific and helpful for the treat- 
ment staff. In the hospital setting you would usually have a 
multi-team comprising social workers, psychologists, psy- 
chiatrists, etc. 


Dr Ferguson: Most often, not always. 


Mr White: And I am sure as well that the psychology 
department in some areas is staffed alone with psychologists 
and perhaps some psychometrists underneath them. Within 
the mental health clinic, the multidisciplinary clinic, what 
would be the approximate proportion of those staff? 


Dr Ferguson: What proportion are psychologists? 


Mr White: Yes, or psychology staff. I guess that is a 
very accurate phrase. First off, what proportion would be 
psychologists? What proportion would be psychological in 
the mental health clinic? Do you have any idea? 


Dr Ferguson: As an association, every two or three 
years we do a survey of our member hospitals in Ontario. 
In our hospitals the majority of psychology department staff 
are psychologists. We have only one hospital where it is not 
the majority and I believe that is my own, and we only have 
one other hospital where the ratio approaches 50-50. So in 
the majority of hospitals, most of the psychology depart- 
ment staff members are psychologists, not psychometrists. 
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Mr White: And the psychometrists would be peopl 
with their MAs in psychology. 

Dr Ferguson: Yes. 

Mr White: And upon the multidisciplinary teams, the| 
mental health clinics, etc, do you have any idea what the 
breakdown would be by profession? 

Dr Ferguson: If they were mental health clinics desig-} 
nated as such, I believe psychologists likely would make 
up between 25% and half of the staff. That probably varies 
from clinic to clinic. Within my own hospital all of the ser- 
vices are multidisciplinary. The proportion of the service 
that is psychology staff depends on the nature of the service, 
For instance, in the forensic service there is proportionatel 
more psychology staff and neurologically oriented service. 


Mr White: You mention here the distinction between 
assessment and diagnosis. We had a lengthy discussion of 
that issue yesterday and I am sure it is not as yet resolved to 
everyone’s Satisfaction. How do you think that distinction 
could be made to meet the needs and practices of your 
colleagues in the mental health or other health profes- 
sions? I am speaking here, of course, of mental health. 

Dr DeFeudis: We made a suggestion in our brief that we 
presented today for a generic “notwithstanding” clause which 
would read something like the controlled acts regarding 
communicating the results of an assessment. Professionals 
registered by their respective colleges are exempted from 
this restriction in so far as the communication relates to the 
results of assessments performed within their scope of 
practice. In other words, one can communicate what one 
has accomplished through an assessment, and that is not 
the diagnosis. But one should not be restricted in doing 
that and we certainly feel very strongly that all professions 
should be allowed to do that. : 


Mr Beer: Thank you for your submission and also fo1 
your suggestion about what an exemption might look like. 
I think, and you have noted it, that one of the issues we 
have to wrestle with is not only how we read this defini- 
tion of diagnosis and assessment, but recognize that if 
there is to be a change that seems to fit one group, what are 
the implications of that for another. This whole thing 1s 
such a balancing act that one is concerned about how those 
all fit together. 

I just wanted to go back, because one of the things for 
us as laypeople is in understanding what it is you do today 
and what this act, were it to pass unamended, would mean 
so we have a clearer sense of what might limit you today 
in your practice within the hospital. Is there an example 








deal with today in a hospital setting where, if this were ta 


go through, you would feel you could not do it, or there 
would be some limitations, just to give us a more practical 
sense from the day-to-day experience. 

Dr Ferguson: I would like to try that. As directors of 
psychology working in Ontario public hospitals, we fall 
not only under Ontario law, but our hospitals are accred- 
ited nationally, so there is a Canadian Council on Health 
Facilities Accreditation. For our institutions to be accred- 
ited, one of the things we are charged with is the assurance 
of good quality psychological services within the hospital: 
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'Jne could argue that we are stretching a point, but the way 
he new legislation is set up, as we understand it, a hospital— 
1ot all hospitals have psychology departments—or a health 
jacility could set up psychological services. Because the 
words * “psychological” and “psychology” would no longer be 
»rotected they could set up a psychological services divi- 
ion which would not of necessity have to be supervised 
"y a registered psychologist. That cannot happen now. . 

On the other hand, I cannot look at you in good faith 
ind say the way the legislation is set up will prevent me or 
Pat or any of our staff from delivering service to people. 
dowever, the business of controlling the quality of the 
ervice is the thing she, I and our colleagues are more 
“oncerned about. That is the aspect of the title protection 
hat we are concerned about. 


__ Mr Beer: That is very helpful for us in trying to under- 
stand what is the essence of the problem and how the 
present legislation regulation compares with what would 
de coming, because we are going to be continuing to talk 
0 people in the ministry and also to Alan Schwartz around 
some of these issues. 


_ Dr DeFeudis: Another concern would be the definition 
pf health care. Again, it depends on how wide the net is cast. 
Psychologists tend to go in and out of—if the definition is 
very narrow, our functioning may go beyond the definition. 
Aowever, if it is a fairly broad definition, for example, 
onsulting in a child and family service, one is frequently 
also making contact with the school. If that contact with 
he school around treatment for a child is considered health 
gare, what is done would be controlled. If it is not considered 
nealth care, then what is done would not be controlled. It 
would be that kind of a very grey—we understand—situa- 
‘ion. It may be that a definition of health care can fit this— 
for example, a definition of health care that encompasses 
all the controlled acts, an operational definition that brings 
nthe concept of all the controlled acts, so therefore health 
care may be adequate. 
1020 
__ Mr J. Wilson: You have heard my questions before. 
Thanks for the presentation. 

I am still grappling with the terms “assessment” versus 
“diagnosis.” The way I read this—a cursory reading any- 
way—is, at the PhD level, those psychologists are able to 
offer diagnosis within the hospital setting and the “not- 
withstanding” clause you would like to put in is to cover 
the masters. 

'. Dr Ferguson: It also would cover other professions 
‘who have not been offered diagnosis as a controlled act. 
Academics have had discussions for years about the differ- 
2nce between diagnosis and assessment and the way the 
legislation approaches it now has to do with attribution of 
causality. While we do not think that is perfect, that is 
something we feel we can live with within our institutions, 
and it does encompass at least a good part of what we feel 
ls important about diagnosis and what separates it from 
assessment. 
_ For instance, an occupational therapy colleague of 
mine will assess a child’s functioning in the motor sphere 
and maybe a little bit even in the visual sphere. If they are 
| 4 








i} 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT ~ 


S-305 


going to develop a program to improve a child’s fine 
motor co-ordination, then I think it is fair that they be able 
to sit down and communicate the results of their assess- 
ments so they can explain why they are going to do what 
they are going to do, and how in fact they are going to 
judge whether it is working, so the parent and the child can 
understand the whole reason for doing something. They 
ought to feel that is comfortably within what they are al- 
lowed to do. 


The Chair: Thank you very much for your presentation. 
The committee has decided to allot 20 minutes, and if we 
take more time for one, it means less for someone else. We 
appreciate very much your coming before the committee 
this morning. 


Dr Ferguson: Thank you very much for the opportunity 
and good luck. 


ONTARIO COLLEGE OF PHARMACISTS 


The Chair: The next presentation is from the Ontario 
College of Pharmacists. I would remind all members when 
questioning that we are trying to ensure that all of those 
who want to ask questions have time, so if you could just 
be aware of that, it would be helpful. 


Welcome to the standing committee on social develop- 
ment. As you know, we are hearing representations on the 
Regulated Health Professions Act. You are from the On- 
tario College of Pharmacists and you have 20 minutes for 
your presentation. We would ask that you leave some time 
for questions at the end if that is possible. 


Mr Truong: My name is Nghia Truong. I am a practising 
pharmacist from the Ottawa area. I am presently the presi- 
dent of the college. I have here with me the registrar of the 
college, Mr Jim Dunsdon, and in the gallery we have our 
solicitors, Mr Phil Isbister and Mr Gordon Meiklejohn. 


The Chair: They are welcome to join you at the table, 
if you would like. We can get additional chairs. 


Mr Truong: The Ontario College of Pharmacists is 
pleased to have this opportunity to make this presentation 
respecting bills pertaining to certain health professions. Our 
comments are confined to two bills: the Regulated Health 
Professions Act, 1991, and the Pharmacy Act, 1991. 

Let me give you a brief history of the college. The 
Ontario College of Pharmacists has been the licensing and 
regulatory body for pharmacists in Ontario since 1871. Its 
responsibilities also include the accreditation of pharmacy 
premises and the regulation of the sale of drugs to the 
public of Ontario. There are currently some 7,700 licensed 
pharmacists on the college register and 2,000 accredited 
pharmacies. This college is governed by an elected council 
of 16 pharmacists, the dean of the faculty of pharmacy and 
six public members appointed by the Lieutenant Governor 
in Council. 

The council is the overall policy and planning body, 
under the chairmanship of the president. An administrative 
staff of 32 persons, including 17 pharmacists, works under 
the direction of the registrar and the deputy registrar, and 
the college departments include drug information, education, 
field services, investigation, licensing and registration. 
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The college has worked closely with the Ministry of 
Health with respect to the discharge of its statutory respon- 
sibilities as well as proposing statutory changes and the mak- 
ing of regulations, subject to approval by the Lieutenant 
Governor in Council and with prior review by the minister. 

The college supports the proposed legislation which 
has taken many years of consultation to develop. We have 
been actively involved both with the Health Professions 
Legislation Review and the Ministry of Health in its develop- 
ment over many years and are pleased that this important 
legislation is now being brought forward. We do, however, 
have a few concerns which we wish to identify with you 
today. 

1. Membership of governing council: The Ontario Col- 
lege of Pharmacists strongly supports the recommendation 
of the Health Professions Legislation Review concerning 
lay representation on councils. 

The requirement for one third of the membership to be 
composed of lay people ensures an effective public presence, 
while preserving the principle of self-governance. It will 
preserve the climate of meaningful and effective dialogue 
at the council table as well as keeping the size of council at 
a workable level. The inclusion of lay members on the 
council, established under the Health Disciplines Act, has 
worked well in our experience and is endorsed. 

We are, however, concerned that the proposal to in- 
crease this membership to just under half will impair the 
effectiveness of policy deliberations and seriously erode 
the principle of self-regulation. The HPLR came to its con- 
clusion on this matter after years of study and its recommen- 
dations concerning council and committee composition 
should be accepted. 

2. Use of title “doctor”: The proposed legislation 
would prevent pharmacists who have earned the academic 
degree of doctor, either by obtaining a doctor of philosophy 
or a doctor of pharmacy degree, from using this title as a 
vocational designation. It is our submission that provision 
should be made to permit such pharmacists to use this title 
in the same fashion as certain other health professionals. 

I would ask now the registrar to continue. 


Mr Dunsdon: We have five other items we would like 
to very briefly highlight and then we would be very happy 
to entertain any questions you might have. 

3. Discretion of the discipline committee: The pro- 
posed legislation compels a discipline committee to make 
a finding of professional misconduct even for a technical 
breach of the statute. The present Health Disciplines Act, 
under which we operate, provides for discretion in making 
such a finding, and we believe that this discretion should 
be retained. Resorting to a lesser penalty to exercise com- 
passionate discretion is not, in our opinion, a satisfactory 
approach and removes an element of discretion currently 
available in the courts, where partial or complete dis- 
charges are ordered in appropriate cases. 

4, Pharmaceutical services in hospitals: The provision 
of drugs to patients in hospitals, that is, the distribution of 
drugs to those patients and other health or custodial institu- 
tions, is exempted by these proposals, as it is under the 
current Health Disciplines Act. We agree with this exemp- 
tion; however, it is our position that the pharmacy service 
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itself be directed by a pharmacist who is registered and ac 
countable to the college for his or her professional activities, 
Cases such as hospitals in remote areas, which are unable 
secure such services, would be exempted by regulation. 
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5. Communicating information on investigations: We 
think it is important that the legislation enable persons 
making investigations under the act to share appropriate 


tors appointed by the bureau of dangerous drugs and with 
investigators of other colleges. 

6. Deputy registrar: We feel it is essential that the legis- 
lation should recognize the appointment of a deputy registrar 
as is the case in the present Health Disciplines Act, so that 
such a person, if he or she is appointed, has the powers oj 
the registrar in the absence of the registrar. 

Finally, a matter we have just added to our smi 
term limitation for elected members: Last week draft govern 
ment motions to amend the Regulated Health Professions, 
Act, 1991, and certain other companion bills were released. _ 

These motions were described as technical and in th 
main they were, but there were a number of matters in- 
volving policy-making by our council, including most sig; 
nificantly a legislative amendment to limit electec 
members of the council to serve for not more than si 
consecutive years. Ontario pharmacists have had the dem: 
ocratic right to stand for election to council and to elec 
candidates of their choice to council since the establish: 
ment of the college about 120 years ago, and these rights 
are fundamental. 

There has really been insufficient time for us to give 
proper consideration to this important issue and we woul¢ 
like to reserve further comment at this time. We will, how: 
ever, put forward our position to the committee on this 
matter as soon as we have had an opportunity to discuss it 
and I expect that opportunity will arise within the next tw 











or three weeks. 


We thank you very much and appreciate the opportu} 
nity tocome. | 


The Chair: Thank you very much, and of course you! 
organization as well as individuals can continue through 
the course of these hearings to communicate in writing at any 
time with the committee. We will be pleased to have wnit; 
ten presentations from anyone interested in this legislation. 


Mr Owens: I would like to ask a question around you! 
comments in point 1 regarding the increase of laypersons 
on the committee. Could you explain a little more fully 
how you feel that will dilute the principle of self-regula: 
tion and hinder your effectiveness in policy discussions? | 


Mr Truong: Right now on our college council we 
have six public people and 16 pharmacists elected, and the 
dean. With that quota of public people versus elected peopl 
we have a good rapport. We can work closely because we 
consider the public people as part of the council membership) 
If we start thinking having half, the membership would be 
so great, the council will be so big that we would have very 
difficulty in having any significant debate or deliberation. | 


Mr Dunsdon: We feel the 23-member council is an ap! 
propriate number to properly discuss matters and deliberate 
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on policy. Under this particular proposal, and assuming 
hat our electoral districts did not change—indeed we 
would like actually to increase them by one because of the 
vopulation increase of pharmacists over the years—we 
vould be faced with well over 30 people on our council. I 
jhink that is the essential problem we have in terms of 
sffectiveness, that we would have 34 people on the council. 
We have a concern that that would create problems of effec- 
ive deliberation because of the large numbers. 

| The principle of self-regulation, we feel, was appropri- 
‘ately dealt with and addressed by the HPLR. At present we 








same time preserved the principle of self-regulation. 


_ Mr Beer: With respect to investigations, you mention 
‘nere that you would like the legislation to enable persons 
‘to share appropriate information. What is the status right 
jnow? How is that done? 


Mr Isbister: As matters now stand, you cannot share 
information from college to college, for instance. This 
‘means that when there is an investigation by our inspectors 
and they see something not right on the part of the doctors— 
which can happen, because they are the ones who issue the 
prescriptions and give the orders—under the present confi- 
dentiality section we cannot tell the College of Physicians 
and Surgeons, and we think this is wrong. 


Mr Beer: When you say “the present” do you mean 
the existing legislation or this new legislation? 


| Mr Isbister: My understanding is mut that ees is 
being maintained. 

_ With respect to the police and the bureau of dangerous 
drugs, we are in the same position technically. If we find 
somebody pushing narcotics out the back door, we cannot 
tell them. They can tell us if they find something, but we 
cannot tell them. We think it is appropriate and very much 
‘in the public interest that this information be shared. 

, Mr J. Wilson: In the use of the title “doctor,” the 
language of the act is to restrict it to “in the course of 
providing and offering to provide health care to individuals.” 
Do pharmacists come under that definition of providing 
health care to individuals, as far as you understand? 


| Mr Dunsdon: Yes. 


Mr Truong: Pharmacists working in a community 
pharmacy or in hospital, like myself, cannot use the title 
|“doctor” although we provide a service to the public. 


Mr J. Wilson: This might be a dumb question but is 
‘dispensing drugs considered in this act, as far as you are 


“concerned, an actual health care hands-on service? 
j 


' Mr Dunsdon: Yes. We consider that a service. The 
‘practice of pharmacy involves both the dispensing, the nuts 
‘and bolts aspect, as well as what we like to call clinical 
‘pharmacy or patient-oriented practice. This legislation would 
“prevent people who have an earned degree from saying 
‘they have an earned degree as a vocational designation. 
‘The numbers of doctor of pharmacy people i is not huge in 
comparison with the 7,700 members, but it is an increasing 
a romenen: It is not uncommon in teaching positions 
‘in hospitals, and it is becoming not that uncommon in 


Biss ti the public concerns in that regard and at the 
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community practice as well, Dr Truong being an example. 
There presently is no discretion in the legislation for some- 
one like Dr Truong to call himself Dr Truong when he is 
practising in community pharmacy as a pharmacist. 


Mr Callahan: What is your doctorate in? 
Mr Truong: Doctor in pharmacy. 


Mr Callahan: I thought you had suggested that a person 
who has a PhD should also be able to use the term “doctor.” 
Surely this legislation is for consumer protection and infor- 
mation, and to have somebody dispensing drugs or, for that 
matter, conducting any type of health service with a doc- 
torate in something other than that particular field is not 
helping the consumer understand what is going on. 


Mr Truong: I could elaborate on that. There is a PhD 
in pharmacy and there is a pharmacy doctorate, which are 
two different degrees. The PhD in pharmacy is more in- 
volved in pharmacology, specializing in pharmacology, but 
a pharmacy doctorate is just ee cuaiee in pharmacy and 
is a Short diversion. 


Mr Callahan: I thought I heard you suggest that a 
person who has a doctorate in philosophy— 


Mr Dunsdon: They both have earned academic degrees; 
a PhD or a PharmD are both earned academic degrees. 
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Ms Haeck: I would like to refer to your last item, term 
limitation for elected members. I realize you really have 
not had a chance to examine all of this, but what is the 
longest elected membership within your college that you 
are aware of? 


Mr Dunsdon: At the present time? 
Ms Haeck: Yes. 


Mr Dunsdon: I believe one member has been on 
council for 10 years at present. 


. Ms Haeck: As far as a concept of having a sunset 
provision for members goes, bringing in new blood but 
then possibly allowing people to stand again, I think there 
is no limitation here as far as somebody being able to stand 
again after being off of the board for a while. Do you see 
that as being problematic? 

Mr Dunsdon: I am not sure, because we have not had 
a chance to talk about it. I think that is one aspect we want 
to look at. The six consecutive, as you say—it could be a 
George Wallace of Alabama type of approach. We would 
want to look at all aspects of this before we comment further. 


The Chair: Thank you very much for your presentation. 
We appreciate hearing from you today and look forward to 
your written submission when it is ready. 


MINISTRY OF HEALTH 


The Chair: The Society of Independent Community 
Pharmacists is not here now, so we will ask the ministry to 
continue its presentation at this time. We have until 11:10 
available. Mr Cordiano said he had a question to lead off. I 
will make a list. 

Mr Cordiano: I want to zero in on the title question 
again, the use of the term “doctor” that you just heard 
pharmacists talk about. I think we need to establish some 
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consistency, and until I am convinced that we are being 
consistent—wherever you choose to draw the line is fine 
with me as long as we are perceived to be in continuity 
with everything else and there are logical reasons for hav- 
ing done what we did. 
Let us use the pharmacists and compare them to, say, a 

medical doctor. The pharmacists have a four-year program, 
I believe. 


Ms Bohnen: I believe so. 

Mr Cordiano: After which they are granted a degree. 
Ms Bohnen: Yes. 

Mr Cordiano: Which is what? What is their degree? 


Mr Burrows: Bachelor of science in pharmacy in On- 
tario, but there are also many pharmacists who have the 
degree of PharmD, doctor of pharmacy, which is a five- 
year degree. In addition to the academic requirement, there 
is a practice requirement of one year in Ontario. So it is 
five years, a combination of education and practical expe- 
rience. 


Mr Cordiano: How does that compare to a medical 
doctor? 


Ms Bohnen: To try to answer that and to address your 
concern about consistency, the answer would be that in 
Ontario the basic degree which entitles a pharmacist to 
registration with the college is not a doctor degree. 


Mr Cordiano: It is not a doctorate. 


Ms Bohnen: The degree does not say “doctor,” 
whereas for the physicians, the psychologists, the dentists, 
the optometrists, the chiropractors, their basic, entry-level 
academic qualification for registration with their college is 
a degree or, in the case of chiropractors, a diploma earned 
in Ontario that says “doctor.” 


Mr Cordiano: That is a technicality, though, in my 
opinion. It is the college’s or the institution’s or the 
government’s decision to grant that degree with the title 
“doctor” included in it. For example, a chiropractor would 
be granted a degree or a diploma which says “doctor of 
chiropractic.” Correct? 


Ms Bohnen: The charter that established the Canadian 
Memorial Chiropractic College entitles them to issue cre- 
dentials that are diplomas but use the title “doctor.” 


Mr Cordiano: Really it is a technicality stemming 
from what the charter provisions were at the time they 
were granted. 


Ms Bohnen: I do not know whether I would call it a 
technicality or not. That is just the factual information I 
can provide you with. 


Mr Cordiano: But what I am trying to say is it is the 
use of terminology and more a semantic question. I am Mr 
Consumer out there thinking, “What kind of qualification”’— 
I think you have to equate the two—“or what assurance of 
qualification is there when someone calls himself or her- 
self ‘doctor’?” I think it is all a question of arbitrary deter- 
mination in that case, stemming from a granting of a 
charter which in the beginning says, “This paeiren shall 
have the use of the term ‘doctor’ in it.” 
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Ms Bohnen: | guess the other aspect of it is that I d 
not think most Ontarians associate the title “doctor” wit 
pharmacists. As we have heard, there is a small number, 
growing number of pharmacists who have a doctorate, 
Presumably most of them are in pharmacology or phar- | 
macy—some may not be; I would not know—whereas 
people associate all physicians as Dr Whoever. 


Mr Cordiano: I am having difficulty because in my 
mind a pharmacist is part and parcel of the health care 
system. Shall we say he works almost exclusively within| 
the health field. 


Ms Bohnen: Yes. 


Mr Cordiano: I do not think you can find an exampl 
where a pharmacist is working outside the health care field, 
My concern is to be consistent and have a sense of continuity 
where we draw that arbitrary line. I am having difficulty with 

this example. I am still not convinced at this point that we 
have done the right thing in terms of drawing that line with, 
respect to the pharmacists. 


Mr Burrows: I think, as you heard Linda say yesterday, 
that there is really a double-edged issue here. One is, what is 
an appropriate set of criteria for title protection? The othe1 
issue is the one of trying to ensure there is not confusion in 
the public mind. 








Mr Cordiano: That is exactly it. 


Mr Burrows: To reiterate what Linda said yesterday, if 
comes down in some aspects to a judgement call. It w 
suggested in some of the discussions that we had as an 
aside yesterday that the one group that really has not been 
heard strongly on this issue is consumers. Are they or are 
they not confused and what would help them in that re- 
gard? It would seem to me that one of the things you might 
want to elicit from consumers who appear here is a re- 
sponse to that question. 

Mr Cordiano: What was your information respecting 
that question, with the response from consumers? As an 
intended course of action before we came up with this list, 
did you sample the consumer to find out whether we are 
headed in the right direction? 


Mr Burrows: Consumers were certainly involved at 
the association level in the review and we certainly had a lot 
of correspondence and dialogue since, not only with groups 
but with individual consumers. I think it is safe to say that 
this issue, in those discussions, has not been a focus of a 
large amount of discussion. The focus of discussion with 
consumers has been more on the broader issues, the com- 
plaints and discipline processes and so forth. So this may 
well be something the committee wants to go into in 
greater detail in this part of the process. | 


Mr Callahan: I just want to specifically ask why the’ 
government has moved an amendment to strike section 20 
of Bill 61. Is that because pharmacists cannot delegate the 
delivery of drugs? 


Ms Bohnen: No. With the clarification that any con- 
trolled act could be delegated, that is an amendment to the 


Health Professions Procedural Code. The regulation-making 
authority in each college was taken out of the individual 
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aealth profession act and moved to subsection 91(1) of the 
lorocedural code, paragraph 14.1. 
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' Mr Callahan: So that will be struck out of all the bills 
that deal with it. 


Ms Bohnen: Yes, it was just shifted to the code. It was 
‘a little bit inconsistent in how it appeared in each health. 
‘profession act. 


Mr Callahan: If I could just quickly address my 
colleague’s comment, if “doctor” could be used in a phar- 
macy where the consumer’s major concern is to receive 
proper drug prescription preparation, would that not add to 
ithe impetus for various druggists to hire a doctor because 
‘it might be a marketing feature, and thereby add to the cost 
‘to the consumer? Maybe I should not ask you that. That is 
‘really a policy question. 


__ The Chair: There will be an opportunity to ae those 
‘kinds of questions to the parliamentary assistant or to the 
minister when they are here. 


Mr Callahan: I do not think it is a fair question. 


Ms Bohnen: Could I just throw in one comment? As 
‘the registrar of the college pointed out, the scope of practice 
of pharmacy deals not just with the dispensing of drugs, 
but also the provision of information related to drug use. It 
may be that in the provision of information about drug use 
‘there is greater opportunity for a risk of confusion if the 
‘person is using the title “doctor” than there is in just the 
technical dispensing functioning per se. 


Mr Callahan: I withdraw the other question. That really 
) should not be put to you. 


Mr White: I want to thank you for your explication as 
ito why several fields were left alone in terms of the word 
‘“doctor’—doctor of psychology, doctor of medicine, doctor 
of chiropractic. That makes a good deal of sense. It is the 
entry level. 
__ However, what I am concerned about is that within the 
health care disciplines, we have many very dedicated pro- 
fessionals who, though the entry level for their profession 
may be a bachelor’s or a master’s degree, are so dedicated 
‘that they are going back for further education. I think at an 
increasing level, if we allow only those people for whom 
the present entry level is a doctorate to refer to themselves 
in that way, in a sense we are preserving the status quo at a 
time when that status quo is moving. There is Dr Truong in 
pharmacy. I know many people who have doctorates in 
‘nursing or social work or whatever. They would not be 
_able to refer to themselves by that name, even though they 
had earned those credentials. 
Tam wondering if you have any thoughts about perhaps 
limiting that phraseology and ensuring that people do not 
_tefer to themselves as doctors in medicine or doctors in 
psychology when they are clearly social workers, speech 
‘pathologists, whatever, as opposed to limiting the term en- 
tirely as an entry level. 
' Ms Bohnen: The options available to you, should the 
‘government wish to amend this provision of the bill, 
‘would be to consider provisions which permit the use of 
“doctor” together with a requirement that the nature of the 
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degree or the nature of the qualification be provided to the 
patient. You might consider that a rule like that is neces- 
sary for regulated, and perhaps a different rule, perhaps a 
different kind of prohibition concerned unregulated practi- 
tioners who may also have various kinds of doctorates, but 
who do not have a college to keep them to adhere to a 
particular set of rules. 

I guess in the end you have to balance the desire to 
encourage professionals to advance their education against 
the public’s need not to be confused about the practitioners 
they are dealing with. 


Mr White: I think your suggestion makes a great deal 
of sense, but I think it will also, in terms of the public 
interest—if I were in need of mental health services and I 
had a choice between going to a social worker who had a 
bachelor’s, a social worker with a master’s and a social 
worker with a doctorate in social work, there is a slight 
change in terms of whether it is BSW, MSW or DSW. I 
probably would prefer the DSW. So in a sense there is a 
public interest there. 


Ms Bohnen: There is a public interest. There is also 
the public interest in not encouraging credentialism that 
has an adverse impact on access to services. For example, 
if the general trend were to be that the entry level to prac- 
tice—I will not name a profession—as whatever was ad- 
vanced from a bachelor’s to a master’s or from a master’s 
to a doctorate, you would have fewer practitioners avail- 
able to the public. You have to be concerned about that. 
There could also be a negative impact on women, on im- 
migrants, on rural Ontarians, on people who have diffi- 
culty accessing higher education. 


Mr White: That is if the entry level were changed? 
Ms Bohnen: Yes. 


Mr Hope: I like the comment that was put forward 
earlier, that we are listening to the professional groups 
about this “doctor.” I am looking forward to hearing the 
public and talking with them on this whole issue of “doctor.” 
When I go to a doctor, the doctor—this is my own termi- 
nology—is one who will do an assessment on me and give 


_me a diagnosis of what I have. We always say, “Well, how 


are things going, doc?” 

The doctor I have in mind is going to be able to treat 
me. A doctor of pharmacy and stuff like that, I guess there 
is where the general public—the public, by the identifica- 
tion of “doctor,” has to be assured that something hope- 
fully will help their illness. I listened to the professionals 
express their point of view, but I think there is a group out 
there we have to keep in the back of our heads, the general 
public on their viewpoint on “doctor.” 

I just wanted to air that out, because I think you 
brought up a good point, listening to the public. What do they 
perceive as a doctor? What do they expect out of the word 
“doctor?” I think that is maybe where we should be going. 


Mr Burrows: I think this is a perfect example of the 
validity of the title of the review’s final report, Striking a 
New Balance. In its recommendations, it is our under- 
standing in the ministry that this is what the review really 
tried to do on this issue, to expand the title protection 
slightly to incorporate a couple of groups that were not 
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previously protected but who widely used the title, but to 
draw the line there without broadening it so much as to 
make the title protection meaningless. 

Certainly the option Linda mentioned is an option, but 
one of the downsides of that is that in those jurisdictions I 
think that may have such a model, where do you draw the 
line? It can become meaningless. There are diploma mills 
in existence where you can buy a degree of doctor of 
herbology, for example, that probably offers no protection 
whatsoever to the consumer. I could not agree more with 
your last statement, which is that if it comes down to a 
social call, certainly the people who need a voice here are 
the people who would access these services. 


Mr Beer: Just briefly on your last point, I think the 
editorial this morning in the Globe and Mail would be useful, 
if people have not seen it. It speaks directly to herbalism and 
the case that has been before the courts, which is of interest. 


The Chair: I have asked the research staff to circulate 
it to all members of the committee. 


Mr Beer: I realize sometimes we get you back here 
and we are sort of bouncing back to different testimony, but I 
was concerned yesterday at the concerns raised by the dis- 
abled woman, I think in large part because that is not the 
way I have read the act here and also because I believe 
there are other things that are happening which provide 
protections or more meaningful programs for individuals. 

To the best of your knowledge, did Mr Schwartz con- 
sult with the various disabled groups? Did the Ontario 
Advisory Council for Disabled Persons comment on this 
legislation? Are there a couple of real issues which may be 
presented to us later, but none the less which we should be 
trying to wrestle with in terms of Bill 43 or any of the 
others and the disabled community? That is the first thing. 


Ms Bohnen: I do not recall that there was a great deal 
of consultation with the disabled community during the 
review, although the review was aware of the need to pro- 
vide an exception for health services which might never- 
theless be assistance with routines of daily living, and felt 
that there was sufficient flexibility in the system, with the 
exemption-granting power and so forth, to accommodate 
that. Subsequently there have been ongoing consultations 
between the Ministry of Health and the Ministry of Com- 
munity and Social Services with groups such as Advocacy 
Resource Centre for the Handicapped and other govern- 
ment representatives concerned with these issues to dis- 
cuss the nature of the exemption that would be helpful to 
them. Those discussions are continuing and are most re- 
cently involving the College of Nurses of Ontario and the 
Ontario Medical Association for their perspective. 

1100 

I guess the more difficult social policy issue that arises 
from this is whether there is a need to have different rules 
or different kinds of exemptions for individuals capable of 
directing their own attendant care and for those who are 
more vulnerable because of their mental or physical state 
who are not capable of self-directing; and second, whether 
there has to be detail that addresses an exemption for the 
more hazardous routines of daily living, things to do with 
ventilator care. It is largely because of the complexity of 
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these issues that it has been the preference of successive 
Health minister to iron out the details in a regulation rather 
than in the act. 


Mr Beer: Thank you for that. Could I just note also for 
the record that it might be useful that we make contact 
with the Ontario advisory council and at some later date} 
perhaps have the chairperson or others come. I recall very) 
vividly, as Minister of Community and Social Services, 
this whole issue around the independence of the disabled} 
community and how it is able to access these kinds of 
services. You have outlined it exactly and it is complex, 
but I would like to feel a greater comfort level around 
myself in terms of how we are approaching it. It may well 
be that the regulatory route is the way to go but frankly, I 
think there is a difference here over the last five years in, 
terms of how we view those issues and how we are trying 
to deal with them. If I could just make a note that we 
would perhaps have them back later and if other groups 
come forward, this is something we might come back to. 


The Chair: Is that a specific request, Mr Beer, for the 
group to be invited to the committee? 


Mr Beer: One of the things I asked was whether they 
have put together any particular documentation, but if w 
did not get requests from the disabled community—I know 
there are some individuals, but I am just concerned that ther 
is an issue here which— 


The Chair: The clerk informs me there are two groups 
she is trying to schedule here. 


Mr Hope: Just to reaffirm what the ministry staff are 
saying about the disabled communities and attendant care, 
I know there is constant dialogue taking place around this: 
whole issue and around the health professions regulations, 
making sure that the individuals out there wanting to live) 
an independent life are able to live an independent life. I 
know, talking with the ministry people just yesterday, 
when the lady came and raised some concerns yesterday I got 
on the phone immediately to make sure this was happening. 
So there is dialogue going on and we are making sure the 
independence is still there. 


Mr Beer: I quite realize that. 1 am not making this as a 
political point at all. As I said yesterday, I think this is 
something everybody has been moving towards. My con- 
cern was that here an individual came forward with con- 
cerns around the act which I thought were for the most part 
trying to be met in other ways, so I am concerned there 
may be some other issues out there among the disabled 
community and I think it is important that those get ex- 
pressed here somehow. 


Mr Martin: I just want to confirm Mr Beer’s concern 
around that. I was not here yesterday to hear that. I wish ] 
had been. It raised a red flag for me and if nothing else, 
certainly I would like at least a further briefing on it so ] 
can get my head around it, know how to participate in the, 
discussion more fully and support whatever we can do to 
make that happen. 


The Chair: I have heard the request and there seems to 


be some agreement. I am sure Mr Wilson may want to, 
make some comment on this but, at some point when we 
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jaave some time with the ministry officials, you might like 
some discussion on the impact of this legislation on the 
disabled individuals, what consultations have taken place 
and how, through regulation, you intend to ensure that the 
zoals which have been expressed by all three caucuses are 
met. Can you spend some time or prepare some briefings 
\for the committee on that? 


Ms Bohnen: Sure, but it might be particularly useful to 
ihe committee to invite staff from the Ministry of Commu- 
‘nity and Social Services, since they administer attendant 
care programs. We have been working closely. with them 
‘and involving them in discussions with community 
‘groups, so they are very knowledgeable about the impact. I 
lcan suggest to the clerk individuals who might be helpful. 


’ The Chair: We can discuss the technicalities and how 
‘to do that but there seems to be a desire to have that 
‘happen at the committee. All agreed? The next speaker is 


y 


‘Mr Wilson. I am going to hold supplementaries on issues 
to just one question, if it is a request that is really on the 
ispeakers’ list. 

_. Mr J. Wilson: I was wondering whether we could go 
jback to the Ontario Chief Psychologists Association, 
where they recommend the amendment adding a “notwith- 
standing” clause. It was very close before I was cut off on 
the time limit. Could you comment on what they were 
trying to get at here? 

' Ms Bohnen: It is an option that has been considered 
together with other options in the ministry. I think they 
‘mean that the controlled act dealing with diagnosis would 
‘stay more or less as it is. Perhaps it could be easily im- 
proved upon but that would stay. Coupled with it would be 
an additional clause with words to the effect of, “Even 
though diagnosis is a controlled act, nevertheless a regu- 
lated health professional may assess his or her patient 
within his or her scope of practice and communicate the 
assessment to his or her patient.” A number of regulated 
groups have recently proposed that as responding to their 
concerns. It just might be a little more difficult to apply 
that to unregulated groups that do not have any officially 
Tecognized scope of practice that their assessments could 
tefer to, but it might be a solution for the regulated groups. 
il think that is what they meant. 


_ Mr J. Wilson: I am glad you made the distinction 
‘between regulated and unregulated because I was thinking 
,exactly that. When they come before us, this is not a remedy 
(for their concerns. 


__ Ms Bohnen: I think they may propose to you variations 
of that which they would see as a remedy for them. 


| Mr White: With the mental health clinics and hospitals 
‘there are some 4,000 social workers employed who are not 
‘tegulated. I believe the total membership in the OPA is only 
‘around 700 or so. That kind of clause would not include 
‘the majority of the staff in mental health clinics who are 
)social workers, so it would still limit that function, which I 
am sure is one of the major groups the psychologists were 
referring to. 

) Ms Bohnen: Yes, and social workers, although they are 
‘not currently regulated by statute, have a more definable 
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scope of practice than some of the other practitioner groups 
whom I think you will hear from who practise more outside. 
They do not practise so much in regulated settings like men- 
tal health centres, clinics and so on. I think you are correct 
in saying that solution would not do for them. It may be 
that variance of that solution would do for them, though. 
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Ms Haeck: I have met with my local psychological 
group. One of the things they raised, which is sort of follow- 
ing up on some things that both Mr Wilson and Mr White 
have raised, was a concern that as a result of this act—I 
will use the figure “half’—half of their membership would 
no longer qualify to be part of their college. 

Ms Bohnen: [J had heard that very recently, however. I 
do not have the correspondence with me but it could prob- 
ably be obtained. Their board of examiners in psychology 
wrote a letter of clarification to a member of the minister’s 
staff saying that was not correct. I have forgotten the per- 
centage they quoted but, according to the board, a very 
high proportion of psychologists do practise in what they 
regard as health care psychology. 


Ms Haeck: Excuse me for interrupting. What would 
happen to those people who are in education? 


Ms Bohnen: I would like to address that. The scope of 
practice of psychology is not restricted to hospital or medi- 
cal clinic settings. It refers, for example, to the diagnosis of 
neuropsychological disorders and dysfunctions. It has al- 
ways been our understanding that this scope of practice, 
which was negotiated with the review by this profession, 
included things like psycho-educational assessments, 
which is why diagnosing a child as having a particular 
learning disability would be within the controlled act of 
diagnosis. Our view has been that if the function refers to 
something within the scope of practice, there is not an 
issue here of regulation by the college. There are a smaller 
number of practitioners who practise industrial psychology, 
which is very far removed from health psychology. It has 
to do with things like industrial design, the design of driver 
licensing tests and things of that nature which are not, 
probably by any stretch as a term, health psychology. 

Some of those practitioners are concerned that they 
would lose the benefit of the title protection. Nothing 
whatsoever would stop them from continuing to be regis- 
tered with the college as psychologists. But since it is not 
held, by any stretch of the imagination—it is really not 
referred to in the scope of practice. This was the scope of 
practice agreed to by the profession. Their board now says 
the overwhelming majority of their registrants practise 
health psychology, so I think that issue has really narrowed 
in its significance. 

Ms Haeck: I appreciate your comments. 

Mr Callahan: I can raise my question the next time we 
have a break. It was to do with the investigation powers. I 
am just interested, if we can talk about that the next time. 

The Chair: Any members of committee are free to pose 
questions informally at any time of the ministry staff, 
which they can respond to. 
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Mr Callahan: I think it is important to have on the 
record. 


ONTARIO DIETETIC ASSOCIATION 


The Chair: The next presentation is by the Ontario 
Dietetic Association. Please come forward. Welcome. I ask 
you to introduce yourselves. You have 20 minutes for your 
presentation. We ask also that you leave some time for 
questions if possible. 


Mrs Poduch: Absolutely. Good morning. My name is 
Carol Poduch and I am president of the Ontario Dietetic 
Association. With me today are Mary Ann Rangam, who is 
the executive director for the Ontario Dietetic Association, 
and Phyllis Tanaka, who chairs our health professions leg- 
islation committee. There are two or three other delegates 
and interested listeners in the audience who are represent- 
ing dietitians here today. 

Dietitians are leaders in providing nutritional informa- 
tion to the public. The need for good nutrition information is 
common to each and every member of our population from 
infancy to old age. We are a profession with one foot firmly 
planted in the arena of disease prevention and health pro- 
motion while the other foot is firmly planted in the arena 
of disease intervention. You will find dietitians working in 
public health units, private practice, research, industry, 
school, throughout health care institutions and in many 
community settings. In fact, there are close to 2,000 dietitians 
practising in Ontario. It is well recognized that nutrition is 
a major component in the prevention of diseases and disor- 
ders. Some examples would include heart disease, cancer, 
diabetes and osteoporosis. 

Members of the dietetic profession applaud this pro- 
posed legislation. The Ontario Dietetic Association 
strongly supports the legislation for its promotion of a 
health care system that provides protection to the public 
yet is innovative, cost-effective and safe. 

The Regulated Health Professions Act respects the 
right to self-determination for both consumers and health 
professionals.- The public will have the freedom to choose 
health care providers. Health professionals will be given 
the opportunity to improve the quality of the services they 
offer. These features should provide mutual benefit and 
facilitate the best outcome for all concerned. 

In our view, the act can and should go further to protect 
the public interest. We have prepared five points for your 
consideration this morning. These points represent position 
statements of the Ontario Dietetic Association. 

With respect to our first point dealing with controlled 
acts, we believe diagnosis should remain a controlled act. 
It is our belief, as is obviously held by many members of 
the committee, that there is a difference between diagnosis 
and assessment, and we too have grappled with what the 
definitions of “diagnosis” and “assessment” really are. 

The conclusion we have come up with, with respect to 
assessment and diagnosis, is that health care providers 
contribute information gained from their assessment to the 
diagnostic process. While all regulated health care profes- 
sionals can assess within their scope of practice, we feel 
that a limited number have the thorough knowledge base 
to assimilate all information and form a proper diagnosis 
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and treatment plan. Because it requires extensive knowledge, 
skill and practical experience to gather appropriate data and 
reach a conclusion regarding a patient’s disease or disorder, 
this activity should be restricted to those health care providers 
thoroughly trained in the diagnostic process. | 

Consequently, our recommendation to the committee| 
would be, first, that diagnosis remain a controlled act and,| 
second, to clarify some of the semantics, that there be a 
definition of “diagnosis” included in the legislation. 

Our second point deals with the harm clause. The harm 
clause, while possibly imperfect, we feel is necessary to 
protect the public from current and future risks that have! 
not been anticipated by the Health Professions Procedural 
Code and the list of controlled acts. We feel the public 
deserves protection in two areas: first, from self-regulated) 
health professionals who practise out of their scope of 
practice and, second, from unregulated health practitioners 
who provide treatments, some of which may not have been 
proven to be both safe and effective. It is our belief that the 
benefits in terms of public safety outweigh the risks asso- 
ciated with the potential for unintended use of this clause. 
Consequently, our recommendation would be to reintroduce 
the harm clause into the legislation. 

The third point I would like to address this morning 
has to do with the scope-of-practice model. The ODA 
wants to use this time available to us to once again 
strongly support the basic premise of this legislation. The 
proposed scope-of-practice model encourages a working 
together of health care providers. This open and flexible 
system will foster professional growth and the creation of 
a comprehensive approach to patient care. We believe the 
outcome for consumers of health care services cannot help 
but be improved in terms of the development of innovative! 
care programs that will have the benefit of input from a) 
wide range of professional expertise. Our recommendation) 
is essentially to maintain the scope-of-practice model. We 
feel it is a primary strength of the proposed legislation. 

The fourth point I would like to raise this morning has 
to do with public membership on college councils. You are} 
not going to believe this: We did not confer with the phar-| 
macists prior to preparing our points this morning, but they, 
are virtually identical. In the consultative process of devel-| 
oping the legislation, it was the general consensus that a 
one-third/two-thirds ratio struck a balance that allowed 
public protection under the self-regulatory model. Public 
members on the council will not have the knowledge of the’ 
profession to make informed decisions. Our perception is that 
the newly Suggested ratio is out of balance, and our recom- 
mendation is to maintain lay membership at one third, as 
originally agreed upon. | 
1120 

Our fifth and final point for the morning has to do with 
professional titles. One of the identified needs, after intro- 
duction of the Regulated Health Professions Act, has been 
for public education. Our feeling is that this is going to be no’ 
small task. To fully realize freedom of choice, we believe 
that consumers should be able to easily recognize health! 
care providers that are regulated. Our members work in a 
variety of settings, yet have common educational and 
training backgrounds that entitle them to call themselves 
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nutritionist. We require protection of the professional des- 
lignation “RD” and its French equivalent “DT.” This is so 
that members of the public can easily identify members of 
ithe College of Dietitians of Ontario. Indeed, it is our feel- 
‘ing that title protection is the cornerstone of informed con- 
‘sent for the public. 

Additionally, we feel that the holding-out section 
should be amended to protect the public from unscrupu- 
lous practitioners who may add descriptors to their titles in 
order to pass themselves off as regulated professionals. 
‘Consequently, our recommendations with respect to pro- 
fessional titles would be, first, to protect the professional 
designation “RD” and its equivalent “DT,” and that the 
irestricted-title section and holding-out section of the legis- 
lation should be amended to read “services in Ontario” and 
not just “health care services.” 


| This concludes our formal presentation this morning, 
and I would like now to invite your questions. 











__ Mr Owens: We have had some discussions around 
‘how consumers perceive various professionals. Coming from 
a hospital in my former life I know there was often confusion 
‘between the dietitian and the food service supervisor. What 
would your association propose doing with respect to pro- 
‘motion of the difference between your organization as a 
self-regulating body versus the food service supervisor 
‘who after two years of community college could come out 
and do her thing in the kitchen? 


Mrs Poduch: Our association represents dietitians only. 
| There i is a different training background defined for dieticians 
versus food service supervisors. Dietitians hold a four-year 
baccalaureate degree in food and nutrition and subse- 
quently complete an internship in dietetics. Our mission or 
‘our job as the ODA is really to represent dietitians. Presently, 
food service supervisors operate under a separate association 
in Ontario, so at this point in time it would not be our job to 


represent t their interest. 
I 





| 


__ Mr Owens: My question is more on how you would 
educate the public with respect to your role as dietitians so 
that confusion is eliminated. 


' Mrs Poduch: That is an issue we have not addressed 
in detail within our association. I can answer as it occurs to 
ime at the moment, and that would be to represent ourselves 
with the training we have to the public, through the various 
‘media and outlets that will be available to us. It is important 
‘to dietitians to maintain our status as a part of the health care 
team, and that is probably where we would start, with direct 
consumers of our services, patients with the disorders I 
described—cancer, diabetes, osteoporosis. That would be 
‘our first step. 


_ Mr J. Wilson: I was wondering about public member- 
‘ship on college councils. A few groups, as you know, have 
mentioned that now. Do you have any idea how the new 
tule came into effect or was suggested, that we have lay 
‘membership composed of just under 50%? Were you con- 
‘sulted on that at all? 


"Ms Tanaka: No, that decision for increasing the public 
Participants was not part of the consultative process. That 


\dietitians. Job titles include both the term dietitian and/or 


was determined with the introduction of the bill under the 
new government. 


Mr J. Wilson: If the minister’s new suggestion were 
adopted by the committee, would that place any type of 
burden on you? I am just trying to get a feel for the concern. 


Ms Tanaka: With our profession we will be a small 
college, so our governing council will not be a large gov- 
erning council. For us, it will not necessarily place a bur- 
den in terms of numbers, making it too large a body. But as 
Carol mentioned, the public participating on the council 
provides a perspective in guiding policy development in 
health care but they do not necessarily have the knowledge 
base of the profession. We see that as the problem more 
than the actual numbers in our particular college. 


Mr J. Wilson: I am glad to hear you say that, because 
my belief behind the new number is that it was basically a 
political decision. It sounds good to have almost half public 
on these. Having formerly been an executive assistant to our 
federal Minister of National Health and Welfare and trying 
to find some 2,700 people a year to fill appointments across 
Canada, I have no idea where the government is going to get 
all these qualified people. 


Ms Tanaka: That is one of our concerns as well, the 
logistics of getting the public participants, having access to 
them, having public participants who can give up that 
amount of time and educating them in the process. 


Mr J. Wilson: It does raise the cost. If the government 
moves ahead with just under 50% representation, as you 
understand it now, your college would have to absorb the 
cost of bringing these people up to speed. Would you be 
able to bear that cost? You would probably prefer not to, I 
would think. 


Mrs Poduch: We are newly regulated, so it is very 
difficult for us to answer that. We have some sense of fear 
in anticipating trying to do that; concern with the logistics 
of effectively self-regulating and taking on that task as well. 


Mr J. Wilson: My experience, too, with these is that 
unless you pay them a handsome per diem you have tremen- 
dous turnover on these councils. Certainly across Canada 
we were constantly replacing people and trying to bring them 
up to speed. I just throw that out so the government may 
consider that. 


Mr Callahan: Perhaps I am opening up a can of 
worms, I do not know. I gather that dietitians do not cover 
the waterfront of things such as weight control, but I suspect 
that you may very well see the effects of some programs— 
I certainly would not want to zero in on any specific pro- 
gram—out there in the public domain that create a 
nutritional problem. Would that be a fair comment? Do 
you run into that? 


Mrs Poduch: Create a nutritional problem? 


Mr Callahan: You see all sorts of glitzy ads: “We’ll 
take off 40 pounds in a day.” I am sure none of that is 
healthy to the human body, but do you find any of that in 
your profession in terms of fitting into your mandate of 
nutrition, because they have gone to those who perhaps are 
not accurately describing what they can do for them? 
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Mrs Poduch: It is an issue we have dealt with over the 
years and it is a contentious issue for our association. 
There is no question about that. Our hope is that this legis- 
lation will help to protect the title “dietitian,” and then we 
will be able to use that title to let the public know who we 
are and what we can do and that we have been recognized 
by the government of Ontario as having an expertise that is 
useful to them. In terms of protecting the public, that is an 
issue that needs to be dealt with. There is big business in 
weight loss. There is no question about that. 


Mr Callahan: I am glad to hear you say that. That is 
something that down the road is perhaps another protection 
for consumers. Perhaps it is more appropriately dealt with 
through consumer legislation. I was curious as to whether 
you encountered that. As a professional dietitian that must 
create some problem. 

Mrs Poduch: It is a problem. We would be happy to 
work with the government in that undertaking. We have 
very strong feelings about protecting the public in terms of 
fraudulent claims for weight loss as providing health care, 
and the 40-pounds-a-day example is classic. That does not 
provide adequate health care and does open up some risk 
in the long term. 

Mr White: I have just a couple of very brief questions 
about your association. You referred to the difficulty you 
are faced with now, being a newly regulated profession. 
How large is your association? 

Mrs Poduch: We have roughly 1,700 members of the 
ODA, and there are some members who will probably 
want to become members of the college who practice out- 
side of the dietetic association, so that in total there are 
approximately 2,000 dietitians in Ontario. 


1130 


Mr White: So that is actually a fairly large association in 
terms of the parameters of the groups that we are looking at. 


Mrs Poduch: Is it? I would not know. 


Mr White: I would think so. What kind of problems 
do you anticipate in forming a college, a regulated, legally 
sanctioned institution? 

Mrs Poduch: I think some of the concern we have is 
that it is all new to us and we have a learning curve to go 
through, and there is an anticipation of a major learning 
curve. Maybe some of our fears are unfounded, but it is 
this big, looming job to be done that we do not yet under- 
stand fully. 

Mr White: I am sure you will have the resources. 

Mr Hope: Dealing with the public membership of the 
council, I have heard the other viewpoint and then I hear the 
comments dealing with the public awareness of your job. 
Would it not make more sense, then, to have more of the 
professional group? You are talking about having more of the 
professional group on the council. Would it not be better to 
have more of the public involved in this council so that you 
are not hearing it from the professional or from the organi- 
zation itself, but you are also hearing it from the public? 

You are saying that you will not have the expertise 
around. Well, we all learn on a day-to-day basis, but I 
think it would be more important for you to have more 
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public perception inside the decision-making process, 
which then communicates your message, not just as a pro- 
fessional but as a public going out there and communicating 
that information. 


| 
Mrs Poduch: One of the points I wanted to raise earlier, 
and was not able to was that we want to reiterate that val 
applaud the balance that was originally described and we} 
are not interested in excluding the public from our activities. 
That is absolutely not what we want. 

Our concern has more to do with the balance and the 
logistics of running the college. So let me reiterate clearly: 
We welcome input from the public. That has never been a 
question for us. It really has to do with logistics in work- 
ing. That is a concern and perhaps a fear that we have. 


Ms Haeck: I have just a very brief question and you 
are going to be expanding my learning curve by answering it. 
At the present time, how would you see getting the public 
representatives on to your college? Is that going to be done 
by your actually seeking them or are they all apPOlnNes by| 
the province? | 


Ms Tanaka: My understanding at this point is that is) 
going to be a government— | 





Ms Haeck: Each and every one will be a government 
appointee? 

Ms Tanaka: I believe, from a briefing I attended last 
week that Minister Lankin conducted, they are in the process 
of developing a bureau of public participants. My under- 
standing at this stage is that is where the public participants 
will be drawn from. 


Ms Haeck: I know from my personal experience as 
being someone who was elected in September and then 
having a new process for public appointments, that my) 
office has received a great many CVs of people who are 
interested in standing for government-appointed positions 
on a vast array of bodies. I really feel, unlike Mr Wilson, 
that in fact we are probably going to have a sea of faces 
from which to pick and people are very anxious to be part, 
and parcel of the process. I think you are going to find that! 
there are a lot of people who are interested in health care 
and want to participate. 





The Chair: Thank you for your presentation. 
Mr Callahan: Can I send you a couple of CVs? 
Ms Haeck: Sure. 


The Chair: We appreciate the representations that you 
have made to the committee and would advise you that if you 
have any further comments as the process unfolds, please 
feel free to communicate with us in writing at any time. 


Mrs Poduch: Thank you very much. Good luck with) 
your deliberations. | 


BEVERLY CAMPBELL 


The Chair: The next presenter is Bev Campbell. Wel: 
come to the standing committee on social development. You 
have 10 minutes for your presentation. While this is a formal 
committee, please feel quite comfortable in addressing it, 
and we would ask also that you leave a few minutes so i 
the committee can ask you some questions. : 
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Ms Campbell: Thank you, Madam Chair and mem- 


bers of the committee. My name is Bev Campbell. I am a 


4 
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management consultant with a practice in downtown To- 
‘ronto, and while I provide general management advisory 
\services, my main interest these days is in employment 
equity. By training and experience I am a certified general 
yaccountant and a former professor of accounting and fi- 
“nance at George Brown College. 

I am also a former member of the council of the College 
of Physicians and Surgeons of Ontario. I was appointed by 
order in council in April 1989 and served for two years 
until forced by the time demands of the position to resign 
two months ago. It is primarily the circumstances leading 
to that resignation, and their implications for public repre- 


sentation in the governance of health professions, that 
/ bring me here today. 


As a secondary matter, I wish to raise for your consid- 


‘eration an issue which I believe is not adequately ad- 


dressed in either the existing or the proposed new 
legislation, but is of concern to the young people of the 


province, as well as to people who are immigrating to 
/ Canada, and to Ontario in particular, with training acquired 





in other parts of the world. I refer to careers as health 
_professionals, and in particular to the well-recognized and 
well-paid professions, such as medicine and dentistry. 

| With respect to public representation, my first issue, I 
would like to say that I support fully the proposals to 

increase substantially the numbers of lay members on 
_councils. At the same time, I support the notion of self-reg- 
ulation for responsible health professionals and therefore 
believe that the elected professional members of all coun- 

‘cils should constitute the majority. 

| Speaking solely from my experience with the College 
of Physicians and Surgeons, I believe that increased lay 

_membership is needed to: 

| (a) strengthen the public voice at council—and again 
from my own experience I can tell you that it is very 

| difficult to stand and speak out in opposition to a quite 

overwhelming majority of professional members; 

'  (b) to spread the committee work demands over more 

people, thus lightening the load for each, although in the 

| proposed committee memberships for the CPSO in partic- 

_ular, there is increased public representation required; 

| (c) to provide greater diversity in the public perspective 
that is being brought to any issue. 

This last need is one that concerns me and one which I 

' fear will not be fulfilled unless the intertwined issues of 

exorbitant time demands and inequitable compensation are 

addressed. 


As an example, in the 1990-91 year, I personally de- 
voted 92 days to CPSO work. In addition, my fiduciary 
| responsibilities and liabilities as a director were equal in all 
"respects to those of a professional member of council. My 
_ compensation, by way of a per diem, was less than one fifth 
_ of the per diem compensation paid to a professional member. 
| My experience, I believe, was typical of the demands on 
_all public members of the CPSO council. I have attached 
| to my presentation notes of a couple of documents, one of 
_ which is my own letter of resignation which sets out in 
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some detail the time demands in my experience and in the 
experience of one or two others, for your information. 

Combining the substantial time demand with an inequi- 
table compensation provision means that the pool of public 
members from which to draw will be restricted to those with 
considerable time available, such people as those who are 
retired or those who might be otherwise unemployed, as well 
as to those who are financially independent. While all of 
those views are important, I think the need for diverse 
perspectives representing the needs and concerns of us all 
will not be satisfied unless that situation is corrected. 
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I urge you to take the opportunity provided by this 
legislative reform to provide accordingly. The contributions 
of business and professional people will be lost otherwise. 

My comments with respect to access will be limited to 
the profession of medicine and the provisions of the code and 
Bill 55. I agree wholeheartedly that the consuming public must 
be able to rely on the profession to ensure that practitioners 
are properly qualified and remain up to date. Accordingly, 
the college is mandated to develop, establish and maintain 
standards of qualifications and of continuing competence. 

The college’s registration committee is mandated to rule 
on any application not meeting prescribed criteria for qual- 
ification, that is, from those applicants whose education 
and training were not acquired through recognized Canadian 
or US academic and internship programs; for example, 
obtained in Japan or Germany or Australia. 

I believe that much more needs to be done to investigate 
and assess training programs around the world, in order to 
facilitate the entry of foreign-trained physicians, in particular, 
to practise in Ontario and throughout Canada. To this end I 
believe that there should be a stronger public voice on the 
registration committee than is currently proposed, which is 
two of seven members. 

In summary, the issues of time demands and inequity 
in compensation for public members must be addressed to 
ensure broad public representation. Second, I urge you to 
address the issue of opening access to careers in the health 
care professions, in particular medicine. 

I wish to commend the minister and her predecessors 
for their foresight and tenacity in bringing forth health-care 
legislation that I believe is a model for other jurisdictions 
to emulate. 

I thank you for hearing my views. I would be quite 
happy to respond to questions. 


Mr Hope: I have one in particular, dealing with the 
public representation on this, and I am glad you brought it 
out because I think a lot of us felt that way when we sat on 
boards, agencies or commissions. 

In your own personal view, you commented that you 
had a hard time communicating, in getting the point of 
view across, of the public. Would increasing the size from the 
existing one third, which is the amendment, to just under half 
be more adequate in serving the needs and making sure the 
communication level of the public is brought into the pro- 
fessional group? 


Ms Campbell: In my view, yes. Take the circum- 
stances of the College of Physicians and Surgeons, for 
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example, which currently has a membership of 27, and 
that would likely change with the changes in the numbers 
of public members. There are currently six public mem- 
bers. You have to expect that there will be some diversity 
in the views and positions of the public members them- 
selves. Hence, if all six members are in agreement on an 
issue, then probably six people acting together can help to 
convince 21 members, who are the rest of them, that this 
view ought to be respected. However, if only two or even 
one of those six holds a view strongly enough to pursue it, 
it is kind of difficult to get that through. I think increased 
numbers would add to the odds of there being more people 
of the public membership on side on a particular issue, and 
would add weight and support to communicating that con- 
cern to the rest of council. 

Mr Hope: The issue you brought forward dealing with 
the per diem—and quite honestly, volunteer work is, as you 
know, getting costly. You talk about the differential between 
the professionals and the public sector. Where does that 
differential start? Who enforces the law and who brings in 
the per diem aspect of it? Is it the council itself, or is it— 


Ms Campbell: With the public members, the rates are 
determined by the government through the regulations, I 
believe. The professional members’ rates are determined 
by the colleges themselves. The determinations and the 
sources of payment are two different places. None the less, 
where they meet, the responsibilities and demands are 
equal, and that gives rise to a problem. 

If I may go a step further, I recognize that public repre- 
sentation role is a volunteer role essentially, and no one 
would be expecting to spend full time doing that. There- 
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fore the issue of compensation is not substantial, provided 
that the time demand is constrained such that it is an ap- 
propriate percentage of one’s normal time, and the kind of 
time that one could devote to volunteer activities. 

The issue in this case is that the demands on the time, 
combined with the rate, make it very difficult. Nobody can 
devote 35% to 40% of their annual working time on a 
volunteer basis unless they are financially independent. 


Mr Hope: Just to follow up on that point, I noticed 
you used 92 days of reference in a year’s period. Say, for 
instance, there was a time period of allocated meetings 
scheduled, and if it went beyond that then you would be up 
for more per diems maybe, because you have been allo- 
cated a certain amount of time. You are saying that as 
issues arise in the public, or as issues arise in the council 
itself, it requires more meetings, so there should be a com- 
pensation. Say, for instance, there were fewer than 92 
days; it was not a whole lot of financial hardship on your- 
self, it would not have been a problem. You probably 
would have stayed, but because it went beyond that point, 
it has now become harder for you financially. 

Ms Campbell: That is exactly right, yes. 

The Chair: Thank you very much for your presenta- 
tion. We appreciate hearing from you. I know some of the 
members have signalled that they have questions. The 
amount of time for individuals was 10 minutes, and I am 
sure some of the members will want to have a chat with 
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at 2 pm. 
The committee recessed at 1147. 
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The committee resumed at 1404. 
TORONTO HOSPITAL 
SPEECH AND SWALLOWING LABORATORY 

The Vice-Chair: Order. Our first witness is from the 

‘Toronto Hospital speech and swallowing laboratory. Ruth 
Martin, come forward, please. Welcome to the committee, 
and you have 20 minutes for your presentation. I think it 
would be good to allow for some questions. after your 
presentation, if that is your wish. Please proceed. 

Dr R. Martin: I will not take the whole 20 minutes. I 
‘wish to thank the Chair and members of the committee for 
giving me the opportunity to address Bill 43 today. My 
‘name is Ruth Martin, and I am representing the Toronto 
‘Hospital speech and swallowing laboratory. This lab is op- 
erated by myself and Dr Scott Adams. Both of us hold 
/PhDs; that is, doctoral degrees in speech pathology and 
speech science. Our group also includes three affiliate 
eee all faculty within the graduate department of 
_ speech pathology at the University of Toronto. These indi- 
viduals also hold doctorates in speech pathology. 

_ We work closely with a number of medical specialties, 
in particular, neurology, gastroenterology, and otolaryngol- 
‘ogy. Our mandate is threefold: We conduct research into 
the speech and swallowing disorders that often result from 
neurological damage, such as stroke and Parkinson’s dis- 
‘ease, we diagnose these speech and swallowing disorders, 
_and we provide treatment to patients suffering from them. 


| 


These three aspects of our work go hand in hand. That is, 


whenever we diagnose a patient’s speech or swallowing 
function, we conduct a research study in parallel. 

In our case, then, provision of health care goes beyond 
the traditional definition in that it includes both research 
and clinical practice. As such, Bill 43 could have far- 
reaching effects on both our direct patient care and our 


clinical research. 





tion 30 of Bill 43. This: section of the legislation would 
‘testrict use of the title “doctor” to members of five col- 
leges, the colleges of physicians and surgeons, dental sur- 
geons, chiropractors, optometrists and psychologists. In 
effect, section 30 would prohibit individuals like our- 
selves, who hold earned doctorates in speech pathology, 
from using the title “doctor,” and possibly the abbreviation 
| “PhD,” while providing health care in Ontario. 
_ The members of our lab are very concerned with sec- 
tion 30 for the following reasons: First, after consulting 
with our national and provincial associations, we find no 
evidence that use of the title “doctor” by individuals hold- 
ing PhDs in speech pathology has created confusion for 
patients in the past. In fact, we believe it is the patient’s 
tight to know the degree status of any individual providing 
| health care. 
| In our case, a member of our lab, Dr Adams, by virtue 
| of his PhD training, has specialized expertise in the speech 
disorders associated with Parkinson’s disease. It was be- 
_cause of this training that the Toronto Hospital hired him 





| 
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to establish the lab. By using the title “doctor” and the 
abbreviation “PhD,” the public is made aware that this 
individual has specialized skills gained through several 
years of advanced training. The title “doctor” allows the 
patient to identify Dr Adams as a speech pathologist with 
specialized training. 

Second, we believe section 30 will result in a situation 
that is fundamentally unfair and inconsistent. For example, 
under section 30, psychologists who hold PhDs will be 
referred to as “doctor,” while speech pathologists with 
equivalent degrees will be restricted from using the title. 
This inconsistency is confusing and lacks justification. 

Throughout the world and across Canada, persons with 
the degree of doctor of philosophy are referred to as doctor 
and PhD, and have been for many years. These titles are 
not reserved for PhDs within specific disciplines. To allow 
some, but not all PhD holders to use the title “doctor” will 
only create confusion for patients and the public. Thus, we 
suggest that section 30 is not consistent with the intent of 
Bill 43, which is to protect the health care consumer. 

Finally section 30 will make it more difficult for us to 
establish our credibility with other members of the health 
care system. This is very important, because the future devel- 
opment of our lab hinges on our having the strong endorse- 
ment of our hospital administration, and strong collaborative 
ties with other health care providers, particularly those in 
medicine, dentistry, psychology and biomedical engineering. 
It will be very difficult for our profession to establish its 
credibility if our right to use the title “doctor” is removed. 

For these reasons, we urge the committee to consider 
the many ramifications of section 30, both on the patient 
and the health care provider. It is our hope that the legisla- 
tion can be modified such that health care professionals 
who hold doctorates will retain the right to identify them- 
selves using the title “doctor.” 


. 1410 


Ms Haeck: I had the opportunity to meet with some- 
one at lunch regarding speech language pathology, and this 
issue was raised. I posed a question to that person, and I 
am also going to pose it to you at this time. The scenario 
this lady presented was that in her relations as part of the 
health care team and assessing someone who had a stroke, 
a neurologist would probably be involved, and she would 
be dealing with the manifestation, the speech problems as 
a result of that stroke. She felt her position would therefore 
be much more equal, because the neurologist would be 
referred to as Dr. So-and-so and she would be also referred 
to as Dr So-and-so by that patient, and therefore whatever 
her assessment or diagnosis of the patient and prescribed 
treatment would be dealt with in a very equitable manner. 

My question to her then arose: What happens to all 
those people in this field who are part of the health care 
team in a hospital setting and who do not happen to have 
the doctor title, who are not PhDs? Do you feel that by 
virtue of not being a doctoral candidate they do not 
achieve the same credibility within the health care team? 
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Dr R. Martin: I think the two groups fulfil different 
roles. Any speech pathologist who has graduated from an 
accredited university program has fulfilled the require- 
ments to practise speech pathology within the health care 
system. I practised speech pathology for several years with 
a master’s degree before I went back and did my PhD. 

A person who has gone back to school and done a PhD 
has spent four or five years training specifically to conduct 
research, and typically clinical research, then has special- 
ized training in some field. In tertiary care facilities like 
the Toronto Hospital, it is very important that individuals 
with this specialized training are present so that if someone 
comes in, in our case, with Parkinson’s disease and can 
benefit from the extended training of someone who has 
spent five years studying the speech manifestations of 
Parkinson’s disease, then we can provide that service. 
There is a role in providing specialized service. There is a 
role for us in providing research skills that the person who 
has a master’s degree in speech pathology may not have. 


Ms Haeck: I have a master’s degree myself, and if I 
went for the doctorate in library science, yes, I would defi- 
nitely like to have the PhD after my name, but I am not 
sure that every day of the week I would like to be Dr 
Haeck. Somehow it has a different air to it. Christel works 
just fine most of the time. But I am concerned in light of 
the fact that there is a certain standard for entering the 

profession and that the professional standard for librarians 
and speech-language pathologists happens to be the 
master’s degree. Are we Setting up a criteria in this process 
that in fact is going to be exclusionary to the bulk of your 
membership? 


Dr R. Martin: I do not think so for the reasons | 
mentioned a moment ago. I think there are different roles 
for both speech pathologists who have master’s degrees 
and speech pathologists who have PhD training. The PhD 
is fundamentally a research degree. The reason it is impor- 
tant to have PhDs in the health care system today is that 
more and more the issue of quality assurance is coming 
up. It is not good enough to provide a health service, but it 
is necessary to determine if the service you are providing 
is making any difference. The only way to do that is to do 
some controlled research. With a PhD you have been 


trained to do that controlled research, and that is exactly © 


what we do at the Toronto Hospital. We do it hand in hand 
with patient care. Whenever we diagnose a patient, that is 
diagnose the speech problem not his neurological problem, 
whenever we treat a patient, we do it within the context of 
a research study. 

On the other hand, there is certainly room within the 
system, vast room and a need for speech pathologists to 
provide sound clinical service, diagnosis and treatment 
that is not necessarily within the scope of a full-scale 
research study of every patient. 


Mr Beer: Thank you very much for your presentation. 
This question is one that has come up in our hearings this 
week on several occasions. One of the suggestions that 
may have been made by the review or by somebody, and I 
_ forget exactly but I think it may have been in the actual 
review, was that by way of regulation, for certain groups 





that are practising within a hospital and perhaps certain 
other institutions that could be defined, one way to deal 
with this specific problem would be that there would be a 
regulation that would say that where a speech pathologist 
is working in a hospital, for example, he or she may use 
the term “doctor” if in fact he or she has the doctorate. 

Have you or your organization looked at some of that? 
I suppose one of the distinctions is that if you went out into 
private practice, you would not be covered. I am assuming 
that probably the largest number of speech pathologists are 
in hospitals or working in institutions. 


Dr R. Martin: I believe the largest number. of speech 
pathologists in Ontario are actually working within the 
schools. 


Mr Beer: With school boards; sorry. 


Dr R. Martin: A large number of speech pathologists 
work within the health care system and many speech pa- 
thologists do private practice. It seems to me that the argu- 
ment we have made for the person with PhD training being | 
referred to as doctor and PhD holds not only if you are in a 
hospital, but if you are doing private practice, because pre- | 
sumably you are providing the same quality of care. You 
still have the doctoral training once you leave the hospital, 
and you should be recognized as such. | 

It is equally important for the public to be able to iden- 
tify who has doctoral training and who does not outside 
the hospital as within the hospital, and maybe even more 
important. There are many signals to patients within the 
hospital as to who is a speech pathologist and who is an 
MD. At the Toronto Hospital my name badge would say 
“Ruth Martin, PhD” and underneath it “Speech Scientist, 
Speech Pathologist.” It would have my picture, and it is | 
colour-coded. MDs have a green badge; I have a red 
badge; nurses have a different colour of badge. So there | 
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-are many indications as to who I am and who I am not. 


Mr Beer: You are colour-coded. 
Dr R. Martin: We are colour-coded, exactly. 
Mr Beer: At the present time you are identified by | 
PhD. 
Dr R. Martin: On my name badge. 
Mr Beer: Right, and in effect your area of specialization. 
Dr R. Martin: Yes, as are the MDs, for example. 
Mr Beer: Right. 
‘Dr R. Martin: They would say, “John Smith, MD, | 
Gastroenterology.” 


Mr Beer: What you are saying is that there is protec- | 
tion there. If a member of the public comes up to you, he | 
knows what it is you do. 


Dr R. Martin: That is right. At the same time, pres- | 
ently another individual, for example, an MD, would intro- | 
duce me, as they typically do: “This is Dr Martin. She is a | 
speech pathologist. She is going to do this.” : 


Mr J. Wilson: In the case of Dr Adams, the current | 
practice is that he would call himself on his name tag if it | 
was the policy of the hospital, for instance, “Dr Adams,” | 
leave the PhD off, “Speech Pathologist,” or whatever the | 
actual title is underneath. Is that allowed in the current 
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legislation, do you know? Do you know what the legisla- 


tive status is of titles right now? 
Dr R. Martin: I do not know if it is allowed. I know it 
is not allowed at the Toronto Hospital. 


Mr J. Wilson: We have had evidence before the com- 
mittee that it is happening and it is my understanding, and 


‘[ stand to be corrected by counsel, that it is currently 


within the Health Disciplines Act as really not permitted 
‘now either. 


Dr R. Martin: I am not aware of the details of the 





present legislation. As I say, that is not the case at our hospi- 
tal. I have spoken to people from various other hospitals in 


the city and I know the emphasis is always on making sure 


the patient knows who is who. For example, I spoke with 
‘people at Hugh MacMillan Rehabilitation Centre, and they 


‘have a similar name badge situation, the person’s name, the 


degree status and specialty, not Dr So-and-so 


Mr J. Wilson: It is helpful the way the Toronto Hos- 
‘pital has it. That is the way I think the committee might 


‘ 
a standardizing for the rest of the province, because 


you do not use “Dr”; you are using the degree specifica- 


tion after the name, which I am sure is very helpful. 


Dr R. Martin: That is, I guess, an issue somewhat 
Separate from the issue of being able to Soa eh yourself as 
“doctor.” 

Mr J. Wilson: In oral communication, for instance. 
Okay. 
1420 
_ The Vice-Chair: I have Mr Owens next. 
_ Mr Owens: Thank you, Mr Chair— 

The Vice-Chair: Mr Owens has some more questions. 
‘Doctor. 
Dr R. Martin: Oh, okay. I am sorry. 
_ The Vice-Chair: You have about three minutes left 
for those who would like to ask questions. 


Mr Owens: I am a friendly person. 
Dr R. Martin: I am sorry. 


| Mr Owens: You must know that I used to work at the 
Toronto Hospital, so you are running. Anyway, my ques- 
tion is along the same lines we have already heard. Do you 
find there is much confusion from patients with respect to 
the doctor identity? Do you find yourself having to explain 
the difference? 

_ Dr R. Martin: I do not find I have to explain the 
difference, I assume because by 1991 speech pathologists 
have been a part of the health care system for some time 
now and people usually understand, generally, what it is 
that a speech pathologist does. When someone comes into 
our lab, it is very obvious that we are dealing only with the 
‘speech system, from the equipment they see around them, 
from the procedures we carry out, from what we talk 
‘about. We talk only about speech and language and issues 
‘related to that. Quite honestly, it is not a problem for us. 
Also, can I just add that when a patient is seen at the 
‘Toronto Hospital, for example a patient with Parkinson’s 
disease, he is seen by many different subspecialties, let us 
‘say, or specialties. I think it is fairly clear to the patient that 
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he is going from specialty to specialty, and that these are, 
to a certain extent, different and marked differently. 

Mr Owens: In your opinion, then, consumer confu- 
sion would not be an issue if we agreed with your sug- 
gested amendment, and the amendment suggestions from 
other groups as well, that the title of “doctor” be more 
widely applied? 

Dr R. Martin: In my experience, it has not been con- 
fusing in the past, and so I do not see why it would be 
confusing in the future. 


Mr White: Does your regulatory body have standards 
in terms of the training for people who aspire to become 
speech pathologists? 

Dr R. Martin: Yes. In order to be registered by the 
Ontario Association of Speech-Language Pathologists and 
Audiologists, one must have gone through certain training, 
but we do not have a college as of yet under this legislation. 

Mr White: But you would anticipate having stan- 
dards, in terms of what universities or faculties would be 
accredited to issue degrees in speech-language pathology. 

Dr R. Martin: Yes, that is right. 

Mr White: We have had the example before of, you 
know, Dr Cronkin Copps College of something or other, 
crobology or whatever, being able to issue degrees or what- 
ever, but you would have standards in terms of accreditation. 

Dr R. Martin: Definitely. At the present time, in order 
to become a registered member of the Ontario association, 
you have to have gone through a program in speech pa- 
thology at an accredited school, and have done a certain 
number of clinical hours in several different subspecialties 
like children’s language, adult neurogenic communication 
disorders, stuttering, hearing impairment, oral rehab and so on. 

Mr White: You would have the same in terms of the 


doctoral degree? 


Dr R. Martin: That is right. In order to earn a doc- 
toral degree, you have to meet the standards of an accred- 
ited university, and that is established and maintained 
within the university system. So it is the university that 
grants me the degree, or that does not. 

The Vice-Chair: Thank you very much for your 
presentation. 


JAMES H. P. MAIN 

The Vice-Chair: Moving right along, Dr James Main 
is next. Would you like to please come forward? It is Dr? 

Dr Main: Yes. 

The Vice-Chair: We have to keep our titles straight, 
especially in the context of the discussions around here. I 
think I should check my Bill 43 before we use that title. 
Welcome to the committee. You have a 10-minute presen- 
tation and you may wish to leave some time for questions. 
Please carry on. 

Dr Main: I am here to speak on behalf of the faculty 
of dentistry of the University of Toronto. I am James Main, 
professor, and head of the department of oral pathology in 
the faculty of dentistry, professor of pathology in the fac- 
ulty of medicine, and head of the dental department at 
Sunnybrook Health Science Centre. 
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The faculty wishes to comment on Bill 50, the act 
relating to denturists, and in particular to comment on the 
fact that this bill will permit denturists to make dentures 
for patients who have not been examined by a dentist. We 
believe this will result in cases of serious diseases of the 
mouth not being diagnosed until too late, with, in some 
cases anyway, serious health consequences for the patients. 

When a patient is seen by a dentist, for any reason, the 
dentist will carry out a complete clinical examination of 
the mouth, jaws, jaw joints, salivary glands and face, and 
the dentist will take a medical history. He will then make a 
diagnoses, which is based on the findings of this examina- 
tion, the medical history, and on the dentist’s extensive 
knowledge of pathology, which is the science of diseases 
and disease processes. 

There are very many diseases that can affect the mouth 
and the surrounding tissues, and to be able to diagnose 
these diseases requires a lot of study, a lot of reading and a 
great deal of clinical education. Dental students study pa- 
thology for three years, in the second, third and fourth 
years of the dental curriculum. 

- This provides them with a memory bank of knowledge 
of oral diseases, and also clinical experience in their diag- 
nosis of these diseases, which is even more important in 
diagnosing early disease. This is the important time for 
diagnosis to be made from the point of view of the patient 
being able to be treated easily and effectively, and in terms 
of the serious diseases like cancer, curatively. In other 
words, with regard to the serious diseases, this is a matter 
of life or death. Cancer diagnosed early in the mouth, and 
treated at that time, is cured in the great majority of cases. 
Cancer diagnosed late is not cured. The patient dies. 

Some of you may have seen the article in today’s 
Globe and Mail, written by a patient who had a cancer of 
the bowl diagnosed by a physician at a routine checkup 
before he had any symptoms. This is a common situation 
also in the mouth, when cancers are diagnosed by dentists 
before the patients are aware they have them. 

To illustrate this, I would like to show you four photo- 
graphs. They are not gruesome, I hope, and are to illustrate 
the difficulty of early diagnoses of cancer and HIV infection. 

This is the photograph of a patient’s tongue with a 
huge cancer on it. Now this requires no diagnostic skill at 
all to recognize. Most lay people would recognize that as 
cancer, and to diagnose cancer at that stage is valueless. 
This patient is dead, as a result of that tumour. There is no 
virtue in it whatsoever. 

This is also cancer, and that is just as deadly, but that is 
an early case. This is a lady in her mid-40s who has cancer 
in the middle of her upper lip. To most people, I am sure to 
the great majority of us, perhaps all, this would be looked 
on as a canker sore, or something relatively trivial, and not 
worth further investigation or even a great deal of thought. 

This is cancer on the side of the tongue in a 26-year- 
old lady. Again, both this case and the previous case, were 
essentially asymptomatic. They had not troubled the pa- 
tients in any way at all. They had not come to see their 
dentists about these lesions. They were picked up during 
routine examinations. In both these cases, the patients were 
referred to me at Sunnybrook to arrange for treatment. 
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The point I want to make is that unless you have a data 
bank in your brain of the diseases you are liable to see, you 
are not going to pay any attention to these. It is not only in 
regard to cancer that this argument applies. To illustrate 
another one, a gentleman who has the unequivocal signs of 
AIDS in his mouth was unaware of being HIV-infected, 
and he had no other symptoms whatsoever, but to trained 
persons who know what they are looking for, that is AIDS; 
it is not just an HIV infection. Once again, it was asymp- 
tomatic. It was not there because of this. To the great ma- 
jority of people it would be passed over as a whitish 
tongue. . 

I could go on all afternoon showing you pictures of 
early disease of the mouth, all of which have been diag- 
nosed, picked up by dentists and referred to me for further 
investigation or treatment, proving that they have been di- 
agnosed and proving that they are in fact serious diseases, 
but I do not think there would be much point or perhaps 
even interest for you in such a thing. . 

As you know, denturists have no knowledge or training 
in pathology. Patients of the type I have shown would not || 
be diagnosed by them and their diseases would progress 
unchecked. In some cases the delay would be fatal. The 
faculty has therefore asked me to express to you its opin- 
ion that the legislation should be amended so that before a 
denturist is allowed to construct dentures of any type, the 
patients should have been examined by a dentist. Thank 
you for your attention. | 
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Mr Beer: Thank you very much, Dr Main. I do not | 
dispute anything you have shown us, but as we are obvi- 
ously a group of laypeople without the specialty, a ques- | 
tion comes to my mind on the ability of the denturist to 
figure out what the problem was in those cases where the 
person is going to the denturist for a plate or a denture. 
Why should the denturist necessarily have to know that? It | 
is not as though he or she is making that diagnosis. The 
denturist is dealing with a person who needs a denture. I | 
am just trying to find a relationship between other things | 
he or she may know or which it perhaps would be helpful 
to know but— : 


Dr Main: The point is that when a patient goes to 
have his mouth examined, that person should have it ex- 
amined by people who can recognize disease; otherwise 
the diseases are not going to be recognized. Making den- 
tures is something that is done to replace lost tissues and so 
on. It has no direct relationship with diagnosis of disease. 

There are occasions when denturists see patients and 
make dentures for them because the patients have been 
complaining about the dentures, and the complaint is in | 
fact due to a disease process. For instance, the only per- 
sonal experience I have of a denturist making an error of 
this sort is when I had a patient a number of years ago who 
had dentures made by a denturist because the previous | 
denture had been uncomfortable, and so he said, “We’ll 
make you new ones.” He had done this, and the new ones | 
were uncomfortable. The patient then went to the family | 
physician, who referred him to me. The problem in this | 
case was not a malignancy but a cyst. There was a cyst | 
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junder the denture. It was pressure from the cyst that was 
‘causing the denture to give rise to the symptoms, and mak- 
\ing the new denture had not only not alleviated the symp- 
‘toms, but had allowed the cyst to grow larger. A cyst is not 
a malignancy; it is not going to shorten the patient’s life, 
‘but it is not a pleasant thing to have either and it could 
{have been removed several months earlier when it was 
‘considerably smaller, had a proper diagnosis been made at 
| that time. 


_ Mr Beer: At the present time, not under this legisla- 
/tion but under what exists right now, a denturist can do a 

(partial plate, a partial denture, is that night? But that has to 
‘be done at the direction of a dentist, or can that be done 
| | independently? 





_ Dr Main: I am not terribly well informed on the legis- 
\lation, to be honest, Mr Beer, but I know that under the 
(new legislation they are not required to have the patients 
‘examined by anybody. They can just go ahead and treat 
| ‘them. We feel this government would be very ill advised to 
allow this to happen. They should be examined by some- 
| ‘body competent before dentures are made. 


ROBERT KROLL 


The Vice-Chair: We will move on to our next presen- 

‘ter, Robert Kroll, if you would like to come forward. Wel- 

‘come to the committee. I remind you that you have 10 
| minutes. 


| Dr Kroll: I am going to bring you back to the PhD 
‘issue and in many ways my remarks echo those of Dr 
| Martin’s before me, so for those who still had some ques- 
‘tions that were left unanswered, perhaps you could have a 
chance to talk about them now. 


Thank you for allowing me this opportunity to discuss 
with you today my concerns about section 30 of Bill 43. 
By way of introduction, my name is Robert Kroll and I am 
‘head of the department of speech pathology at the Clarke 
‘Institute of Psychiatry, a position I have held for the past 
(17 years. I have a doctor of philosophy degree in speech 
| pathology and have a cross-appointment to the University 
_ of Toronto. 
When I first learned of this impending legislation 
‘through discussions with my colleagues and members of 
| my professional association, I was very hard pressed to 
understand the reasoning and rationale behind it. I kept 
‘hearing that the purpose of the legislation, specifically the 
“restriction on the use of the title “doctor,” was meant to 
reduce confusion among the consumers of the health care 
system. To this day, I cannot comprehend how this would 
‘reduce confusion. As I understand it, the impending legis- 
lation would allow such professionals as physicians, psy- 
chologists, chiropractors, dentists and optometrists to use 
| the title “doctor,” while disallowing members of other clin- 


i ical disciplines, such as speech-language pathology, phar- 
‘macy, nursing, audiology and so on to use similar titles. I 
| feel this would result in legislated confusion rather than 
clarification of roles to the public. I also feel that the individ- 
ual consumer’s right to know the professional qualifications 
_and degree status of the individual providing the service has 


_ been infringed upon if this legislation is approved. 
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The wording of this legislation implies to me that there 
are certain holders of doctorate degrees who appear to be 
more valuable or recognized than others. Is, for instance, a 
PhD in psychology more credible and more worthy of the 
title than a PhD in speech-language pathology? These are 
two clinical disciplines that have very similar academic 
tracks and holders of doctorate degrees within these two 
disciplines are constantly involved in independently as- 
sessing, diagnosing and prescribing methods of treatment 
for the various problems and disorders they see. Why does 
it seem fair or justified to allow the holder of a doctor of 
philosophy in psychology to call himself or herself “doc- 
tor,” while disallowing the holder of a doctorate in speech- 
language pathology to call himself or herself by a similar 
title, when in fact training, education and clinical practice 
are very similar within these two disciplines? 

I would like to describe for a moment my own work- 
place and the reason for my employer’s decision to hire a 
PhD to lead the department of speech pathology. I work in 
concert with three other speech-language pathologists who 
hold masters’ degrees. We provide specialized program- 
ming for people who have a variety of communication 
disorders and I guess we are noted for our treatment pro- 
grams for children and adults who stutter. 

I was hired specifically for my expertise in treatment 
outcome, research and in program development. Over the 
last 15 years we have been able to develop our programs, 
which we feel have ultimately been able to serve the needs 
of.the community in a far more efficient way. I feel that 
this is in large part due to the decision made to hire a PhD 
to lead the department. From a consumer’s point of view, 
the holder of this title also adds some credibility and com- 
fort to the patients being served. The speech-language pa- 
thologists working in my department always have ready 
access to consult with me regarding difficult decisions 
around planning treatment programs for the various 
individuals they see. 


1440 

Furthermore, the patients themselves will have access 
to the department head, who currently holds the title “doc- 
tor,” reflecting several years of advanced study in a spe- 
cialty area. I do not hold the view that suddenly 
disallowing this individual to use his earned degree title 
will in any way benefit the consumer of our services. In 
the 17 years I have worked at the Clarke, I have never 
encountered any difficulty regarding titles or perceived pa- 
tient confusion about the qualifications of the individuals 
working in my department. 

I would also like to add that this legislation, if it is 
passed, will in fact infringe upon the right of academic 
institutions to define their standards of education and to 
grant the right to individuals to use the titles of their de- 
grees. The PhD is the highest level of academic training 
that one can obtain. This legislation in Ontario would cer- 
tainly prove to be a major disincentive for individuals ac- 
cepting employment here. This is an extremely unfortunate 
situation since, as many of you may know or probably 
know, there is a sad shortage of qualified speech-lan- 
guage pathologists and services available to people with 
communication problems. 
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When highly trained specialists in speech-language pa- 
thology and audiology learn of these restrictions, it is un- 
likely that many would want to accept positions in 
Ontario. These additional shortages would create serious 
problems for health care delivery in speech-language pa- 
thology. We would end up seeing a dearth of clinical re- 
search. No longer would we have individuals working on 
program evaluation and treatment outcome studies, and it 
is my contention that this service to the public would be 
seriously affected since our clinicians would no longer 
have access to the research findings of the specialty work- 
ers. This situation would surely run contrary to the empha- 
sis that has been placed on hospital quality assurance 
programs. 

The PhD is a degree that is noted internationally and 
throughout the world holders of this degree are allowed to 
use the title “doctor,” or the abbreviation “PhD” behind 
their names. I would urge the members of this standing 
committee to consider seriously the effects this intended 
legislation would have on the consumer, as well as on the 
practitioners within the affected fields. Ontario, as I have 
always known it, has been a forward-looking and socially 
aware province. I feel, though, that this intended legisla- 
tion is a step in the backward direction and I hope we can 
look upon section 30 of Bill 43 as something that needs 
further study and major revision. 

I would like to close my comments by illustrating the 
rather ambiguous and confusing nature of the impending 
legislation. As I mentioned at the beginning, I teach stu- 
dents both at the university and in the clinical teaching 
facility in which I work. Would I now be advised to coun- 
sel these students to refrain from calling me Dr Kroll as 
soon as they enter the Clarke Institute? Personally I think it 
is foolish to spend one’s time dealing with these matters. 
As far as I am concerned, the issue of title usage, as it is 
presented in section 30, does not reflect the intended spirit 
of protection of the consumer of health care services in 
Ontario. I would therefore recommend expansion of the 
use of the title “doctor” to those health care professions 
offering doctorate programs. Thank you for you time and 
consideration. 


The Vice-Chair: Thank you. We have but two min- 
utes remaining and I call on Mr Martin, who was first on 
the list. 


Mr Martin: Thank you for your presentation. Cer- 
tainly the issue you raise is becoming one of some conten- 
tion re this legislation and one that I think we certainly 
need to explore a little bit further. 

We are getting differing opinions, depending on who is 
speaking, re the issue. The bottom line for me is that first 
of all I am led to believe that some of the rationale behind 
what is being done here is to try to lessen the level of in 
many instances somebody presenting themselves as a doc- 
tor is raising the expectation of the consumer that they are 
in fact getting a level of service that is of a quality. In some 
instances, that level of service is not being delivered and 
so there is some protection factor there. 

There is also the issue of confusing the public. I am of 
the opinion that the public sometimes are not given enough 
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credit for figuring some of these things out by themselves. 
But the question I have—and there are two parts to it—is, 
will the dropping of the use of the term “doctor” for some 
of the groups here in fact lessen the type of service that 
will be delivered or can be delivered, and will the effort by) 
the Ministry of Health to try to develop a team approach to 
delivery of services be positively or negatively affected by| 
some people being doctors and others not? 

| 


Dr Kroll: Those of us who work here and continue to | 
work here certainly abide by an ethical code and a standard) 
of practice, and regardless of what the legislation ends up 
being, it certainly will not lessen any of the quality of 
service that we provide. Absolutely not. 

But as I mentioned in my presentation, I think that the 
legislation may have far-reaching effects because it is so 
unique and so disheartening to up-and-coming researchers 
and specialists who may want to look to Ontario to con- 
tinue or to develop their research and expertise. I think the! 
effects would be long-term rather than immediate. 


The Vice-Chair: I am sorry, we have run out of time. 








DAVID G. SCROGGIE 


The Vice-Chair: I would like to move on to our next 
presenter, David Scroggie. Please come forward and wel- 
come to the committee. You have a total of 10 minutes. It} 
is quite rushed, and if you would allow for some questions | 
at the end of the presentation, if that is your wish. | 


Dr Scroggie: Thank you for allowing me to address 
you. I would like just to elaborate slightly on my qualifica- 
tions. I graduated in medicine in 1964 and spent five years 
in general practice and then did my specialty training in| 
psychiatry. Since then, for the past 15 years, I have worked | 
south Parkdale area and now up in the Lawrence-Dufferin ; 
area. : 

Since the blue book was published on the health re- | 
view legislation, I have been involved with it concerning 
particularly the front-line workers and their ability to be 
able to continue their practice as I have seen them work, | 
and I have great concerns that now under subsection 26(2) | 
in the first controlled act that their ability to continue work 
without undue legal jeopardy would be quite compro- 
mised. So I would like to address that. 

Diagnosis in physical medicine can be a well-defined 
and effective act, as it is based primarily on scientific evi- 
dence. It needs to be, as it is now, regulated in-some way 
so as to protect the public from charlatans. However, diag- | 
nosis in the realm of mental health is a much less certain | 
procedure. Medical practitioners have developed a diag- 
nostic system but, as well, many professionals outside the 
physical medical field have developed a significant body 
of etiologic theory and effective practice. Both have con- 
tributed to and enhanced each other’s knowledge, but 
many of the latter would be unregulated under the RHPA, 
and to protect their continued ability to practice without 
undue legal jeopardy, I strongly recommend that the fol- 
lowing subsection, proposed by the Coalition of Unregu- | 
lated Practitioners, be substituted for subsection 26(2): 








Restrict unregulated and regulated in different ways: 
(1) retain the prohibition of practising medicine without a 
licence in relation to all the unregulated; (2) modify this 
prohibition in relation to the non-medical regulated profes- 
sions by saying that it only applies if they perform a medi- 
cally authorized controlled act for which they are not 
authorized; and (3) delete the first controlled act relying on 
the current prohibition of practising medicine without a 
licence in case of the unregulated, and introducing a new 
clause for all the regulated permitting them to communi- 
cate assessment within their scope of practice. . 

' In addition, the advisory council should screen all pros- 
vecutions under the RHPA, except those initiated by a col- 
lege in relation to its own members, setting aside those 
which do not pertain to the protection of the public. 

To go on a little further and explain: In physical medi- 
‘cine, the scientific method has proven to be a potent tool in 
elucidating the nature of many diseases and allowing 
therefore for some powerful interventions producing cures 
or better control of the disease process. However, the proof 
of these methods has rested on demonstrated pathological 
changes in the normal basic cellular structure. 
Unfortunately, for mental diseases, though researchers 
may be moving closer to this type of proof, with few ex- 
ceptions this kind of hard scientific evidence is lacking. 
‘Consequently diagnosis is based on the clustering of sim- 
ilar observable signs and symptoms. The etiology or rea- 
sons for these remain in the realm of educated guesses or 
‘theories, of which many exist, and consequently so do 
‘proposed treatments. 

_ However, there are physical medical conditions which 
_do have psychic symptoms. The alert, honest non-medical 
practitioner must somehow be aware of these so the underly- 
ing medical condition can be properly attended to. Education, 
‘both for the practitioner and the client, is probably the best 
preventive. Unfortunately, these situations can slip by the 
awareness of even the best-trained medical personnel. 

On the other hand, there are clearly mental health is- 
sues which are never going to have a demonstrated physi- 
cal cause. Most marital/family conflicts do not. Sexual 
_abuse, while it is a physical act, has devastating psycho- 
logical effects but no physical brain pathology. Indeed, 
_most of the experts in these two fields are not physicians 
‘but unregulated social workers and family therapists. Are 


t 
‘ 
| 
| 
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they going to be prevented from naming the dysfunction or. 


disorder which they perceive from their extensive training 
to be the cause of a family’s stress, or a sexual abuse 
_victim’s emotional problems? 

__ Certainly in the realm of mental health, psychiatrists 
_and registered psychologists do not have the corner on the 
_ diagnostic truth market. All disciplines interpenetrate and 
\ enrich each other. 


__ Briefly, I have tried to demonstrate the impossibility of 
keeping the diagnosis in the mental health field strictly a 
medical act and therefore controlled as it is presently pro- 
posed. I believe that the way through this dilemma and to 
_ protect adequately both the public and the unregulated 
practitioner is by adopting the solution as outlined in the 
_ above summary. 


| 
) 


| 
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Mr White: I find the examples interesting. I have had 
a fairly extensive background myself as a family and child 
therapist, and in terms of the area of sexual abuse have 
worked extensively with adults who were molested as chil- 
dren, primarily women. It certainly has devastating psy- 
chological effects some of which have physiological 
ramifications, high levels of anxiety, depression, etc. 

I think you are quite accurate on this point, but with 
this legislation, without being able to make that kind of 
assessment we would essentially be colluding with the 
continued suppression of that kind of abuse, at least within 
the clinical realm. 


Dr Scroggie: That is a possibility, but it seems to me 
it does not make sense because—I am not sure of your 
background—my awareness is that most of the front-line 
workers dealing in that area say, “I am not a psychiatrist or 
a registered psychologist,” so that if they could not make 
the assessment and give their opinion, then the health ser- 
vices would be overloaded. They are overloaded now and I 
do not know how the health system would continue to 
function, frankly, unless somehow you get around this di- 
lemma of allowing assessments to be made by non-regu- 
lated professionals. 


Mr White: Or professions which are presently non- 
regulated, such as family therapists and social workers that 
you specify. 

Dr Scroggie: I think the whole system would—I 
know the intent of the legislation is not that, but I think the 
effect would be and certainly people in the field feel it 
would be. This is my great concern. 

Mr Beer: You have suggested that we look at what 
the Coalition of Unregulated Practitioners has put forward. 


-I know we are going to hear from them and they have 


submitted some written material. 

In terms of that in relation to the old harm clause, what 
is your sense of the way of dealing with the problem, 
which I think I understand as you set it out? Do you think 
there should be a harm clause as set out before? Is that 
another way of trying to deal with this same issue? 

One of the issues that has been raised with us would be 
the third part on page 2, where it talks about permitting 
each profession to communicate assessments within its 
scope of practice, which is clearly one of the problems that 
people see. On the balance, can the problems that have 
been raised here be dealt with by some new harm clause, 
or do you feel it needs to be this specific with regard to the 
way it has been worded? 

Dr Scroggie: It is a very difficult issue. My initial 
concern and involvement was over the harm clause, which 
I felt was even more draconian than perhaps this is. I think 
it would really even be a wetter blanket than this would be 
in terms of preventing people from engaging in legitimate 
practice. 

Take your sexual abuse situation: As you get involved 
in dealing with these people, you take off a layer and 
another layer and it gets very concerning because more 
and more memories come up and you have no idea what 
might occur in terms of their feelings and reactions to 
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those feelings. You certainly do not want to cause harm, 
but on the other hand, in dealing with them that might be a 
consequence of doing effective therapy—not intentionally, 
but there is certainly a possibility. I think this kind of 
situation needs to be protected. 

I know the original committee on this certainly was 
against continuing the clause about the practice of medi- 
cine. At least you are dealing with something that is fairly 
specific, and once you move off that you get into a very 
non-specific area. I guess my feeling was that by retaining 
that at least you would have something harder to deal with, 
and if further research develops harder criteria in the psy- 
chological area, then you can sort of add on when you 
know there are more clear facts and details involved. 


The Chair: Thank you for your presentation. 
Dr Scroggie: Thank you for the opportunity. 


DEANNA MULVIHILL 


The Chair: Deanna Mulvihill. Welcome. You have 10 
minutes for your presentation and we would ask, if you 
can, to leave some time at the end for questions from 
members of the committee. 


Ms Mulvihill: I thank the Chairman and the members 
of the committee for hearing me. By way of introduction, 
my name is Deanna Mulvihill. I am speaking here as an 
individual nurse. I am presently employed as the director 
of nursing practice at the Hospital for Sick Children, and 
in that position I have a joint appointment at the University 
of Toronto. 

In reviewing the act, I actually like many aspects and 
approve of many aspects in the act and welcome its intro- 
duction as a participatory collaborative practice to delivery 
of health care, but I did have some concerns and I have 
listed them for you. 

Under clause 8(b) in relationship to the membership of 
the advisory council, you are exempting people who are or 
have been members of their council or college. Although I 
can see that there may be a conflict of interest if someone 
is presently a member of their own college. I come with 25 
years’ Or more experience in the health care field, and if I 
had been a member of my college 10 years ago I could 
only see that would add to me as a member of the advisory 
council at some later date. So to me, that did not quite 
make sense. 


The other issues I have heard already spoken about 
today, so I will not spend a length of time on them. The 
first one has to do with communicating to the individual 
his or her personal representative a conclusion identifying 
from disease. You have heard several presentations, but I 
would like to speak to the issue in relationship to nursing 
diagnosis. 


1500 


Nursing, as many people are not aware, is a distinct 
discipline from medicine, and we have a distinct scope of 
practice in that nursing as a scope of practice helps indi- 
viduals cope with their handling of the disease process. So 
many factors deal with the prevention, coping and lifestyle 
assessment. 


I have attached the characteristics of nursing diagnosis 
and I have also attached some ways nurses have of classi- 
fying their diagnosis. So you can see that in no way would 
we want to be sharing the medical diagnosis with the per- 
son but looking at how this impacts on their lifestyle, their 
relationships and how they are coping with the disease. 

In relationship to your comment, Mr Beer, to our last 
speaker, I think one of the things that would help nurses in 
using nursing diagnosis is that we could begin to do some 
research on which interventions helped. Nursing is a very 
soft science and we have not had a long history of doing 
research. We are struggling with trying to do that now, but 
when we get into not analysing or labelling our problems 
in a consistent fashion, that does not give us a good back- 


ground of research in which we can move our profession’ 


forward. That was one area I wanted to address. 
The next one is, of course, the title of “doctor,” and I 


really will not belabour that point because I have heard a | 
number of speakers there. I really feel that perhaps the | 


intent was to help the public with confusion. I am present- 
ing myself as a nurse. In no way does restricting the title of 
“doctor” to certain people eliminate the confusion between 
who is a doctor and who is a physician, and there is no 
way, if I would present myself as a doctor, I would want to 
be presenting myself as a physician. 

Schedule 2, which is my next point on the paper, is that 
there is information that you are saying the college or the 
councils would give out on people. There have been prob- 
lems in the past where the college—and presently the col- 
lege does give out nurses’ home addresses and telephone 
numbers. This, particularly for some nurses who work in 
high-risk areas, has presented them and put them many 
times in a personal risk situation. There is no way anyone 
other than I should be giving out my home telephone and 
address, and there have been many risk issues. 


Section 85, under schedule 2, is the limitation period of | 


one year. I do not feel this is appropriate in many cases, 
and the college needs to be aware of all areas of negli- 
gence and malpractice and not restrict it to one year. Each 
case then has to be validated or assessed on its individual 





basis; what relevance it has to the practice of the practi- | 


tioner at that point in time. . 
My last note has to do with procedures and methods 
regarding the investigation, hearing and evaluation of sex- 


ual abuse and sexual impropriety and the need to have | 


their own unique process, separate and different from other 
malpractice things. I have made some suggestions: that 
there be a period of preliminary investigation prior to the 
notification of the physician; seizure of appropriate medi- 
cal records at the same moment of physician identification; 


that the physician be allowed to retain a copy in order to | 


prepare his or her defence; that there be early notification 
and involvement of the police in a joint investigation; the re- 
moval of the physician from patient care during the investiga- 


tion procedure; protection of the identity of the patients by | 
closed-court system and media blackout; and that the time pe- | 


riod from the initial complaint to the discipline hearing not 
exceed six months. 


_ Talso suggest the Limitations Act be amended immediately, | 


in keeping with the March 1991 report of the Limitations Act 
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‘consulting group, so that there be no limitation period 
whatsoever on sexual assault occurring in or as a result of 
a relationship of authority, trust or dependency, and that 
the offence of aggravated sexual assault in the Criminal 
Code be amended to include “by a person in a position of 
trust or authority.” 


Mr Owens: Ms Mulvihill, that was an excellent pre- 
sentation and I think you will find sympathy among the 
‘committee members for the issues you raise, especially the 
last issue with respect to sexual abuse. The issues you have 
raised notwithstanding, do you find this piece of legisla- 
tion will follow the intent of the government, which is 
clearly to provide consumers with a wider choice of health 
care services, but also adding that extra level of protection 
‘consumers need and want? 


Ms Mulvihill: Yes, I do. Not only does it offer many 
‘things for the consumer, but it also offers a more collabo- 
trative practice for the variety of disciplines and I welcome 
‘the recognition of those other disciplines into a joint pre- 
‘sentation. I think it paves the pathway for eventually a 
more collaborative health care service than I feel we 
have been in, which is a more heavily medical service 
jand illness-oriented service. 


] 
| 


_ The Chair: Thank you very much for your presentation. 





| MARY ANNE WITZEL 


_ The Chair: Mary Anne Witzel, welcome to the stand- 
‘ing committee on social development. You have 10 min- 
utes for your presentation and we would like to leave some 
time for questions. 


Dr Witzel: Thank you, Madam Chair and members of 
‘the standing committee on social development, for giving 
me the opportunity to speak to you. I am the director of the 
department of Speech-Language Pathology at the Hospital 
for Sick Children and hold appointments in the faculty of 
medicine, faculty of dentistry and school of graduate stud- 
‘es at the University of Toronto. I have a PhD in speech 
‘pathology and I specialize in assessment, diagnosis and 
‘treatment of patients with cleft palate and facial deformity. 
I am here today as a member of the Alliance for Equal 
Entitlement in Health Care and also as a member of the 
‘Ontario Association of Speech-Language Pathologists and 
‘Audiologists to again voice concerns about section 30 of 
‘Bill 43. 

_ Section 30 restricts the use of the title “doctor,” a varia- 
tion or abbreviation, which to me means the letters PhD, or 
Jan equivalent in another language, in the course of provid- 
ing or offering to provide in Ontario health care to individ- 
uals to members of the colleges of chiropractors, 

‘optometrists, physicians and surgeons, psychologists and 

‘dental surgeons. 

__ Ladies and gentlemen, we are proposing that you sup- 

‘port and recommend changes to section 30 that would con- 

‘tinue to allow health care professionals such as 

\speech-language pathologists trained at the doctorate level 

to use the title “doctor.” As it currently stands, section 30 

is unfair and unjust to both the public and health care 

professionals for the following reasons: It legislates confu- 

‘sion for the public; it removes the public’s right to know 
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the qualifications of some health care professionals; it leg- 
islates and reinforces gender biases in the health care sys- 
tem; it is a disincentive to excellence in health care in 
Ontario. 

With regard to my first point, it legislates confusion for 
patients and the public. Ms Lindberg, assistant deputy 
minister, consumer health and planning, stated in a letter to 
my MPP, Mr Marchese, July 15 that the “purpose of the 
proposed restrictions is solely to assist consumers to dis- 
tinguish among health providers.” But how is the public to 
know which professional with a PhD they may call doctor 
and which ones they may not? 

Picture this common scenario at the Hospital for Sick 
Children: A PhD psychologist and a PhD speech-language 
pathologist working in a teaching hospital are meeting 
jointly with the parents of a child with psychological and 
speech and language problems to discuss test findings and 
treatment. In attendance, because it is a teaching hospital, 
is a student in speech-language pathology and a medical 
resident from the University of Toronto. The student and 
medical resident would address both professionals with the 
title “doctor,” because they are not giving them health 
care, yet the parents would have to be instructed that they 
can only use the title “doctor” when addressing the psy- 
chologist, but not the speech pathologist. Would it not be 
natural for the parent to react with confusion, to have more 
trust and credence in the psychologist’s opinions? Would 
the student and medical resident not also experience con- 
fusion? One minute the speech-language pathologist is a 
doctor and the next minute she is not. 


1510 

2. It removes the public’s right to know the qualifica- 
tions of all of their health care providers. Patients have this 
right. I want it as a patient. It enables them to make more 
informed decisions about their own health care. The 
patient’s right to know is supported in the codes of ethics 
of the Ontario and Canadian associations of speech-lan- 
guage pathology and audiology, which state that “members 
must not misrepresent their training or competence” to the 
public. If we are unable to use the title “doctor,” a varia- 
tion or abbreviation, how are we truthfully to represent our 
training and competence to the public? Are we to remove 
our diplomas from the walls of our offices? Are we to drop 
our PhD credentials from our name badges, from our let- 
terhead? Speech-language pathologists and audiologists 
who have sought training at the doctorate level often pro- 
vide health care in a very specialized area; for example, Dr 
Kroll in stuttering and Dr Martin in swallowing problems 
and myself in cleft palate and craniofacial deformities. 
These are difficult and complex disorders and to our pa- 
tients the PhD and its title “doctor” is often a further assur- 
ance of quality of care. 

3. It legislates and reinforces gender biases in the 
health care system. Frances Lankin, Minister of Health, in 
her opening statement on August 6 regarding the Regu- 
lated Health Professions Act stated, “This legislation 
brings women closer to achieving equality in a health care 
system that has been dominated by men.” However, with 
the exception of psychology, whose membership is ap- 
proximately 50% female, the professions which will be 
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allowed to use the title “doctor” under section 30 are male- 
dominated professions. Those that will be precluded, such 
as speech-language pathology, audiology, nursing, physio- 
therapy, are female-dominated professions. 

Unchanged, section 30 will result in a further entrench- 
ment of the gender biases which presently exist in the 
health care system. This differential treatment of female- 
and male-dominated health professions calls to question 
the most basic tenets of equality and sends a clear message 
that the government of Ontario does not really support 
equality in the health care system, but rather gender bias. 
Therefore I submit to you that section 30 does not bring 
women closer to achieving equality in the health care sys- 
tem; rather, it moves them farther away. 

Section 39 of the act states that, “Subject to the ap- 
proval of the Lieutenant Governor in Council, the minister 
may make regulations allowing the use of the title ‘doc- 
tor.’” But why, ladies and gentlemen, must we with doc- 
torates in the female-dominated health professions be 
required to apply for use of our rightful title through the 
back door? 

It is a disincentive to excellence and leadership in 
health care in Ontario. Unchanged, section 30 will cause 
Ontario to be the only province in Canada, the only place 
in the world, where an individual with a PhD in health 
professions other than psychology cannot rightfully use the 
title “doctor” in providing health care. This legislation will 
discourage the health care professionals of tomorrow from 
seeking advanced training in professions such as speech- 
language pathology and audiology. It will discourage these 
individuals from providing health care in Ontario, from 
offering specialty knowledge in the more complex areas of 
communication and hearing problems to the people of On- 
tario and from providing leadership, teaching and research 
‘in the profession. 

Ontario has a right to be proud of the contribution its 
PhD members of the professions of speech-language pa- 
thology and audiology have made to the diagnosis and 
treatment of communication and hearing problems. Many 
have brought international recognition to this province in 
the practice of speech-language pathology and audiology. 
The province should be supportive of these individuals and 
not treat them as second-class health care professionals. 

In closing, I urge you on behalf of my PhD colleagues 
to amend section 30, for it does not assist consumers to 
distinguish among health providers, but rather, it legislates 
confusion for the public. It removes the public’s right to 
know the qualifications of all of their health care provid- 
ers. It legislates and reinforces gender biases between 
health care providers and discourages excellence in the 
health care system of Ontario. We ask that section 30 be 
amended to expand the use of the title “doctor” to those health 
care professions offering doctoral programs. Thank you. 

The Chair: Thank you very much for your 
presentation. 


Mr J. Wilson: Can we ask a question? 
The Chair: We have used all the time. 
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CENTRE FOR INDEPENDENT LIVING 
IN TORONTO INC. 


The Chair: We are now going to hear from Mr Victor 
R. Willi, who is representing the Centre for Independent} 
Living in Toronto Inc. Welcome, Mr Willi. You have 20 
minutes for your presentation, and I would alert members 
to the fact that you also have a video which is available 
from the clerk’s office if any member wishes to view it. 
We would ask that you leave some time so that members 
can ask questions at the end of your presentation, but it is 
your decision as to whether you wish to do that. 


Mr Willi: My purpose in appearing before this com- 
mittee is to explain why the inclusion of attendant services | 
in Bill 43 will destroy 30 years of struggle by people with} 
disabilities for the right to live in the community. | 

I speak to you today as a member of the independent 
living movement, which is really part of a social move- 
ment spreading across the world. It consists of people with | 
disabilities taking responsibility for their own lives. We} 
have been called the last civil rights movement. Years after | 
black people have forgotten what it was like to ride at the| 
back of the bus, we are fighting to get on the bus; and} 
while the women’s movement pushes for equal representa- | 
tion in the boardrooms, we struggle to find work. ; 

Although there is archaeological evidence indicating | 
that people with disabilities were fully integrated in prehis- | 
toric times, throughout most of recorded history we were} 
institutionalized and taken care of by others. The two most | 
popular methods of service delivery to us in the western 
world today are still based on either the welfare or the 
medical model of disability. In the former, others decide | 
who deserves the service; in the latter, others decide what | 
is best for the individual. 

Both these methods have their place, but people striv- | 
ing to live independently in the community are neither in 
need of charity nor sick. They require individual responsi- | 
bility for directing their own services and their own lives. 
That includes having the dignity of risk taken for granted | 
by the rest of society. | 

It was out of this need that—and I am giving you a} 
little background to show you why the inclusion of atten- | 
dant services in that bill is of critical importance to us—in 
the early 1960s, people with disabilities first formulated 
the principles of independent living in general, and atten- 
dant services in particular. These have worked so well for 
us that they are almost sacred. After hundreds of years of 
well-intentioned institutionalization and segregation, we 
have found something that works for us. I will attempt to | 
explain why. 

Attendant services are almost universally misunder- 
stood. My own family has a very hard time understanding 
that I am not taken care of. Even the term “attendant care” 
is a misnomer. The attendant’s job is not to care. The re- | 
sponsibility for directing and training attendants rests | 
squarely with the consumer of the service. The locus of 
control is with the consumer. This is a unique relationship. | 
I do not think anything exactly like it exists anywhere, and | 
that is why it is difficult for the average lay person to be | 
familiar with it. But it is critical to understand that it is a | 
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real alternative-to the dependency-inducing medical and 
professional models where experts take all the responsibility. 
The consumer—myself—is the expert because all of us 
are experts in our own needs and wants. I am not talking 
about fancy lifestyles here. This is about how and when 
oeople go to the washroom. It is about how something like 
what you are wearing today is important for you, and why 
‘it was important you chose that particular tie or skirt or 
whatever. It is how people look after their most basic rou- 
tines, which can include eating, cleaning your own ears, 
and for women, inserting a tampon. 
_ The controlled acts set out in section 26 would 
medicalize, and in some cases, make illegal, what most of 
us consider a normal daily routine. So what, if we really 
‘have to ask others to assist us in the community and to 
help us with our daily routine? Is that not what society is 
all about? People helping other people so that we can con- 
tribute to society? 
Yet section 26—and I am speaking for people with 
disabilities who use attendant services—would make most 
of our daily ways of coping with disability an illegal, dan- 
iperous, or at best, a controlled act. 
1520 
What I am trying to say here is that people with dis- 
abilities themselves have come up with what is really a 
low-tech solution to an incredible institution, in other 
words, the health services system. I must tell you, this is a 
‘grass-roots sort of thing. Many of the arguments that are 
used against giving people with disabilities a chance to 
control their own services, to run their own lives, protect- 
ing us from risk and making decisions, are the very same 
arguments that were used earlier against minorities. and, 
‘not too long ago, against women, in not allowing them 
access to the levers of control and decision-making in soci- 
ety. It is not that long ago that women were not allowed to 
‘vote and do many things. 
We draw very much from the civil rights movement. 
There are many parallels. That is why I am trying to famil- 
iarize you with it in a way that you can understand. 
The offer of a special regulation is well-intentioned but 
potentially harmful and somewhat patronizing. It is 
mistakingly aimed at the attendant, completely ignoring 
the responsibility and control of the consumer. Also, a fu- 
ture minister could do away with it at the stroke of a pen. 
' This is a matter where the public interest is at stake. I 
‘am sure the intention in writing this act was to do no harm; 
‘in fact, it was to remove harm from receivers of health 
‘care. But this very fact is what could happen if attendant 
services are allowed to remain in this act. 
_ At this moment there are about 2,000 people with dis- 
abilities in Ontario directing some 3,000 attendants. I have 
‘lived independently for the past 16 years using attendant 
services and I have lived with a disability for 25 years. I 
work full-time and I pay an obscene amount of taxes, but I 
am proud to be able to this. 
The attendant services I receive are, I feel, among the 
best in the western world. The cost per diem is extremely 
low considering we are talking in Ontario right now about 
daily services to a population bigger than the entire patient 
population of Toronto General Hospital; and I am sure 
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many of you here are familiar with the annual budget of 
Toronto General Hospital. At the very most, we are talking 
about a cost per diem per individual which is less than 
10% of the cost of someone being in the hospital. 

It also appears that there will be a dramatic increase in 
the number of people living in the community in need of 
these daily support services. I am alluding to the policy 
statements of this government and the previous two gov- 
ernments regarding the idea of helping people get out in 
the community, get out of institutions, and become useful 
contributing citizens. 

There really is and has been and continues to be an 
irrational resistance to the understanding of this concept 
and the embracing of it as it should be. I do not understand 
why. We feel, after trying to sell this concept to the gov- 
ernment and to social services for the past 15 years, a 
tremendous resistance, especially on the part of the health 
professions. Now, I do not know if this is a turf struggle, or 
is perceived as a turf struggle or as a threat to control, but 
somehow this act has cast a huge net over all of us with 
disabilities, when we have just had our first 15 years of 
progress. 

The first sort of niche we made was in 1975 when we 
convinced the Ministry of Consumer and Social Services 
to fund a project, as I understand it, that people themselves 
had set up and were supporting with their WCB cheques or 
UIC cheques and their FBA disability benefits. It is still 
running to this day. 

Before this legislation proceeds any further, I request - 
you to help us correct a serious mistake in an otherwise 
laudable piece of legislation. Make an exception for atten- 
dant services in the act itself and recognize it as a unique 
and empowering option of service delivery for people who 
can direct their own services. 

We propose an exception under clause 28(e) reading 
something like “working as an attendant providing physi- 
cal assistance to a person with a physical disability, under 
the direction of such person and the act is a controlled act 
set out in paragraph 5 or 6 of subsection 26(2).” 

Tomorrow my colleagues and I will be meeting with 
the Ontario Medical Association and quite possibly the 
Ontario Nurses’ Association and their lawyers to try to 
work out the precise wording acceptable to both of us— 
the consumer and professional groups—for insertion into 
the act. This will be presented to you on August 28 by Ian 
Parker of the Attendant Care Action Coalition, better 
known as ACAC. 

I have included background information in the form of 
a paper and a video on attendant services. The video is 
really an updated version of one that was aired last year 
following a conference we had on attendant services. At 
one part in the video one of the honourable members of the 
committee is featured. If you choose to look at the video, 
there are some blank spots which will be filled in by com- 
mercials prior to its airing on CBC. It is an updated version 
of how we are doing in this fight. 

In the coming weeks you will be hearing from other 
people with disabilities regarding Bill 43. You may be sur- 
prised at the depth of feeling and anger occasionally dis- 
played, but I want you to consider this: After 20 years of 
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explaining ourselves, explaining why it is important we 
live in the community, why we should use public transit or 
enter public buildings, explaining why we want to have 
children, get married, we find ourselves at this juncture in 
1991 explaining why it is important that we control how 
and why and when we go to the washroom. 

I urge this committee to give us serious consideration 
and I thank each one of you for hearing me out. I would be 
glad to answer any questions you may have. 


Mr Hope: It is good to see you again, Victor. I know 
you are concentrating on certain sections but, dealing with 
the disabled community in finding adequate service pro- 
viders or finding service treatment, as we start to identify 
the criteria of certain legislative body groups, that service 
may not be so difficult because you talked about how you 
have moved yourself up, and you have probably met some 
people who were providing non-adequate service. Did you 
find that the legislation has, outside of the issue you are 
talking about—which means it would be looked into more 
deeply—outside of that issue, would it not be easier and 
maybe better for the disabled community in identifying— 

Mr Willi: What I am trying to say is that this atten- 
dant service is completely outside the sphere of medical 
health services per se, although it usually ends up in a 
ministry that deals with these other issues. Including the 
attendant services in there would drive it back into that 
again. We are completely outside that. 

People receiving attendant care train their own atten- 
dants. You cannot get an attendant. When attendants from 
agencies occasionally have to be called if the regular atten- 
dant does not show up, people just simply do not go to bed 
until they leave. You develop a very personal, unique rela- 
tionship with the attendant and there is a sort of interplay 
back and forth. The person with the disability trains the 
individual in the routine and then directs what is needed at 
a particular time. 

We access the health care system as much as or maybe 
more than anybody else. These people are outside that and 
we would like to be exempted in the same way. These are 
our homes, these are things that happen in our homes. Just 
as the care givers in the home were exempted, we would 
like that same sort of exemption. 


Mr Hope: What you are saying is that the Victorian 
Order of Nurses who supply home services may be going 
that same route, looking for exemption because they pro- 
vide care ina home setting? 


Mr Willi: Well, VON helps sick people. They give 
needles to people who are diabetic and who cannot give 
their own needles, they do medical procedures. We are not 
dealing with medical procedures. Going to the washroom 
is not a medical procedure. I have been doing that for 25 
years with the help of other people with no problems what- 
soever. I think there is the implication that some of these 
acts are dangerous. 

I should make it clear that I am talking about people 
who have the ability to direct their own services. The onus 
is always on you when you are disabled to prove you are 
not incompetent, and it is the other way around if you are 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


8 AUGUST 1991 


not. That just goes with the territory. That is something 
else we have to fight. 

We see the implication in here, that when disabled peo- 
ple, regardless of their cognitive level, direct their own 
services and direct people to do this, somehow you say, 
“It'll be a little dangerous, you know.” I hope I am answer- 
ing your question. 

Mr Hope: Oh, you are. 

1530 
Mr Beer: Nice to see you again as well. 
Mr Willi: Good to be here. 


Mr Beer: In the description of the prohibitions under 
26, they talk about, “No person shall perform a controlled 
act set out in subsection (2) in the course of providing! 
health care services.” I agree completely with the premise 
that in terms of you dealing with the individual who is 
attending you, that direction comes from you and you set it} 
out. I think most of us would say those are what I would) 
describe as daily sorts of services or functions. 

I am really interested in the fact you are sitting down 
with the OMA, and I think the committee would be very 
much interested in the sorts of things you come up with) 
there. But is there a way, and I guess I throw this out as a} 
possible suggestion as you are meeting with people from| 
the OMA, of defining the attendant care services or the) 
meaning here of health care services so that, clearly, what/| 
is being done under the attendant care program, however) 
you want to describe it, is not health care? Or is your! 
feeling that, because we are getting more and more sophis-| 
ticated with providing those services, while perhaps 90%) 
of them could not in any way be described as health care,) 
eventually indeed some things may be able to be done, just! 
because of the advance of technology or whatever, or| 
when we get into things like perhaps certain kinds of drugs} 
that may be being provided to that individual. 

I guess it is just where a blanket dispensation, saying} 
anyone who is doing attendant care, needs some kind of 
definition, because I think, as Randy Hope was saying, if| 
we do it here, then do you start people saying: “Well, look, | 
we’re not all that much different either. We should be ex-! 
empted.” I think we can see the need here for a different} 
arrangement, so I am interested in how you would see! 
defining that in a way that would make sense and still! 
provide protection to, say, an individual person who might | 
be misused by an attendant. 


Mr Willi: I do not know if it will ever happen, but we | 
would like to see recognition of the concept of self-di-! 
rected attendant services in the act. This has never oc- | 
curred before. What may happen in a hospital may rightly | 
be called health services, but you or anyone else cleaning | 
their ears at home are not performing a health service on | 
yourself, for heaven’s sake. On one hand, we do not like to| 
quibble over definitions. This is an act to regulate medical | 
professions, and they want to call these things health ser- | 
vices? Fine, they should regulate health services. But! 
where we do it and how we do it is a critical difference. | 
When we do it that way, it is not health services. That is | 
our feeling. There is a very fine but extremely important | 
line there. | 
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_ Think of the attendant as the arms and legs of the 
individual. That is what an attendant is. This is not a de- 
meaning relationship, either. Attendants are not ordered 
around by people. This is a very subtle, Zen-like interplay 
‘between two individuals who come to know each other 
and depend on each other and together this really nice 
thing happens. So it is very difficult to articulate it. It is 
even more difficult to get people away from the idea that 
people with disabilities universally need taking care of, 
protection from themselves. It is very difficult to allow the 
‘average person to think of disabled people as having and 
wanting and critically needing the ability to take risks and 
fall flat on their face. 


Mr Beer: In effect, the protection would be the same 
vas for anybody else in society, and the attendant is just 
seen as, in effect, an extension of yourself. 


Mr Willi: That is exactly right. 


Mr Beer: I think we will be really interested in look- 
ing at what you come up with, because I think the impor- 
tant thing here is that you are actually saying, “You might 
word it this way,” or “Here is a proposal,” because that is 
where it gets at times more difficult. 


The Chair: 
‘no questions, Mr Wilson. 


Mr J. Wilson: It seems to always happen. Thank you 
very much for joining us. I do appreciate it. I must admit 
‘that yesterday we had a disabled person appear before us. I 
‘did not quite understand, and I think you have done a good 
job of articulating what you mean by self-directed atten- 
dant care. I now see that the Ministry of Health’s exemp- 
tions in here where it talks about treating a person can be 
very offensive. 

Just for your information, we have asked towards the 
‘end of these hearings to have Community and Social Ser- 
vices people come in, because the remedy you seek may 
‘not be in this act. It may not be within the purview of the 
‘Ministry of Health. It may be that we have to have a dis- 
cussion with Community and Social Services about the 
type of language in their acts dealing with attendant care. 

_ I think you have outlined the difference between the 
type of treatment in the home that is daily routine treat- 
‘ment and the medical intervention treatment that this act is 
trying to deal with, but rest assured we are going to keep 
‘struggling with it. Towards the end, we will be talking to 
Community and Social Services and see if we cannot get 
‘the language of the different acts so that you could be 
‘more comfortable with it. 

Having said that, though, I would be very interested, as 
‘Mr Beer has pointed out, in seeing what your possible 
‘amendment to this section, maybe a 28(e), would be. It 
“may be that its legal bearing is not terribly significant, but 
its comfort level is. 

The Chair: Thank you very much for your presenta- 
tion. We appreciate it. The video is here. Members of the 
committee will avail themselves of the opportunity to view 
it and I know that there will be considerable discussion on 
‘this issue over the course of the hearings. 


Mr Willi: You will be the first in Ontario to see it. 
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STUTTERING ASSOCIATION OF TORONTO 


The Chair: Mr Jaan Pill, co-ordinator of the Stutter- 
ing Association of Toronto. Welcome, Mr Pill. You have 
20 minutes for your presentation. 


Mr Pill: I want to thank you for the opportunity to speak 
with you today. My name is Jaan Pill. I will be discussing 
Bill 43 as it affects speech-language pathologists. 

I will begin by saying a few words about myself. I am 
the co-ordinator of the Stuttering Association of Toronto, 
which is a support group for people who stutter. I am also 
one of the organizers of the first-ever Canadian conference 
of self-help groups for people who stutter, which will be 
held August 22-25, 1991, in Banff, Alberta. These kinds of 
groups offer emotional support and help people maintain 
their fluency after treatment for stuttering. One of the out- 
comes of the Banff conference will be the creation of a 
Canada-wide network of self-help groups for people who 
stutter. 

As well, I am a member of the support groups/con- 
sumer affairs committee of the International Fluency Asso- 
ciation, a new, non-profit, international, interdisciplinary 
organization dedicated to international contacts among 
speech pathologists, researchers and support groups in- 
volved with fluency disorders. 

My remarks will focus on the role of speech-language 
pathologists within the proposed legislation. I will begin 
by-saying a few words about the area I am most familiar 
with, and that is stuttering. 

I will begin by defining stuttering. Stuttering is a com- 
munication disorder in which speech is disrupted by invol- 
untary repetitions, prolongations and blockages of 
syllables and words. It is usually accompanied by tension 
and struggle behaviours, such as facial grimacing. The per- 
son may feel frustrated and anxious when trying to talk 
and may attempt to avoid certain words and speaking 
opportunities. 

Research indicates that stuttering is not a psychological 
or emotional disorder, but is instead associated with anom- 
alies in neuropsychological functioning. There is no cure 
for stuttering, but treatment methods that are now available 
enable up to 80% of people who stutter to maintain control 
over stuttering and thus communicate effectively. 

With reference to treatments, extensive research has 
also been conducted on the effectiveness of treatments for 
stuttering. Psychotherapy has not been found to be effec- 
tive as a treatment for stuttering. However, behaviourally 
oriented treatment methods have enabled many people 
who stutter to achieve and maintain a marked increase in 
their level of fluency. 

About 125,000 adult Canadians, 0.5% of the adult pop- 
ulation, stutter. In Ontario we have an estimated 49,000 
people who stutter. Also, up to 5% of very young children 
stutter during the time they are acquiring language. Up to 
80% of these children subsequently acquire fluent speech 
during the normal course of maturation. The remaining 
children in this group require specialized assistance from 
speech pathologists who specialize in stuttering treatment. 
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Among this group of children, the earlier the condition is 
accurately diagnosed and treated, the better. 

I myself have been the beneficiary of two treatment 
programs for stuttering, conducted by PhDs in speech-lan- 
guage pathology. I undertook treatment in an intensive 
three-week program in Toronto in 1976 with Robert Kroll, 
who has a PhD in speech-language pathology. The pro- 
gram was called the precision fluency shaping program, 
developed by Dr Ronald Webster, a psychologist in Vir- 
ginia. Dr Kroll introduced this program to Canada in 1974. 
Second, in 1987 I attended a program with Dr Einer 
Boberg at the Institute for Stuttering Treatment and Re- 
search in Edmonton. 

Canada is recognized as a world leader in stuttering 
treatment and research. In this context, Einer Boberg, a 
treatment specialist at the University of Alberta, was re- 
cently elected head of a new organization, the International 
Fluency Association. William Webster, at Brock Univer- 
sity in St Catharines and earlier at Carleton University in 
Ottawa, is a researcher specializing in the neuropsycho- 
logy of stuttering whose work is widely cited in the inter- 
national scientific literature on fluency disorders. 

To turn to Bill 43, in most ways I find this is a good 
bill. It will define who does what in delivery of health 
services in Ontario. 

However, the proposed bill does indicate that a person 
‘who has a PhD in speech pathology cannot use the title 
“doctor.” That title has been reserved for medical doctors, 
optometrists, dentists, chiropractors and psychologists. 
The rationale for this decision is that it will reduce confu- 
sion to the public. I submit it will instead add to the confu- 
sion and is likely to detract in the long run from effective 
delivery of treatment to people in Ontario who stutter. 

In North America, advances in treatment and research 
have been made by professionals in a wide range of fields. 
Some MDs in the United States have made stuttering their 
specialty. There are also neuropsychologists who have de- 
voted a significant part of their research to the topic of 
stuttering. One of the standard references in North Amer- 
ica concerned with the maintenance of fluency skills after 
treatment for stuttering is written by two specialists living 
in Ontario, namely, Marie Poulos, a speech-language pa- 
thologist at the Ottawa Rehabilitation Centre, and a psy- 
chologist, William Webster, whom I referred to earlier. 
Also, one of the standard references for Canadian physi- 
cians seeking current information about stuttering in chil- 
dren is a recent article by William Webster and Einer Boberg, 
and I have the references at the end of this material. 

I also wish to refer to diagnosis, which in Bill 43 refers 
to the “communication to a patient or his or her representa- 
tive of a conclusion as to the cause or identification of a 
disease or dysfunction.” 

Physicians are not typically experts in the diagnosis of 
stuttering. The literature available to physicians is some- 
times out of date. For example, there are still references in 
standard medical tests as recent as 1988 which describe 
stuttering as primarily a stress disorder. That kind of per- 
ception of stuttering in scientific literature was popular 
around 1950, 1960. Members of self-help groups have 
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offered anecdotal reports of physicians attempting to treat) 
stuttering by prescribing tranquillizers. | 
As well, it takes expertise—expertise of the kind avail-) 
able to speech-language pathologists who specialize in the, 
treatment of stuttering—to distinguish between those chil- 
dren who stutter and who will recover spontaneously as 
they mature, and those children who are not likely to re 
cover without treatment by speech pathologists. If the par 
ents of a child in the latter category are told by a physician 
that the child will grow out of it, that child loses the oppor- 
tunity for timely treatment. 
Earlier discussions about the bill have noted that a 
number of participants in previous reviews have submitted 
that members of other professions with doctorates should 
be permitted to use the title “doctor” and that it was insult-| 
ing to suggest they would mislead consumers about thei 
profession or be permitted to do so by their college. 
Against these submissions, according to earlier documents, 
“The review has balanced the consumer’s right not to be! 
confused or misled, especially when seeking primary) 
health care.” | 
Is there strong evidence that a person with a medical 
problem, let’s say a severe abdominal pain, would walk 
into the office of a PhD in speech pathology and mistake 
that person for a medical doctor? 
I also note that the restriction on the use of the titl 
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levels among PhDs in speech-language pathology in On- 
tario. The quality of service delivery and the quality o 
research in a rapidly developing field such as stuttering 
treatment and research are likely to be affected negatively. 
In economic terms, when you enable a person to gain con-| 
trol over stuttering, you enhance his ability to communi- 
cate effectively and you enhance his ability to secure! 
employment that matches his capabilities. 

Ontario has the opportunity to continue to play a lead- 
ing role in stuttering treatment and research. However, Bill} 
43, as it stands, is apt to discourage young PhDs specializ-| 
ing in speech-language pathology. They are likely to go to 
more hospitable climates, such as Alberta’s Institute for 
Stuttering Treatment and Research. » 

In conclusion, as one spokesperson for people in On- 
tario who stutter, I want to emphasize that the needs o 
people who stutter would be better served if PhDs in 
speech pathology in Ontario were able to continue to use 
the term “doctor” in the same way as psychologists and if 
they were permitted to diagnose speech disorders that 
come under their area of expertise. | 


; 

, 

| 

Mr J. Wilson: Thank you for your presentation. Just) 

on the title “doctor” again, I think the government’s intent) 
| 

| 
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in bringing forward this legislation, particularly that sec- 
tion which deals with the title protection of “doctor,” was 
not to open a can of worms. 

I have a brother, for instance, who has a PhD in zool:-| 
ogy and teaches at the med school at the University of 
Western Ontario. Under the current act, he is allowed to, 
put “PhD” behind his name but he is not to be using “doc- 
tor” under the Health Disciplines Act now. It is slreadgl 
restricted to certain—well, this act is expanding it to chiro- 
practors and psychologists. | 
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I do not know what group of politicians started on this 
\lippery slope, but clearly, in my opinion, I agree with you 
/hat it is a political decision. We are now going to chiro- 
sactors, giving a prestigious title of “doctor.” It has been 
tiven in the past—I do not know what remedy we can 
‘ome up with—to essentially people with undergraduate 
degrees. Society has placed a high regard on the term, 
when in academia a doctorate of philosophy is the highest 
Jegree possible. 

_ Tam not sure what we are going to do. If we contin 
‘he slippery slope of adding everyone else to the list of 
»eople who can use “doctor,” I do not think we are serving 
any useful purpose there, widening the system further. If 
ive stick to what the intent of the bill is now, which is to let 
veople continue to use PhD behind their names, there is no 
prohibition on the use of “PhD” in this bill. 


' Mr Pill: There is a very clear indication that, for ex- 
imple, a PhD in psychology can call himself or herself 
“doctor.” I see no rational reason, no reason I can think of 
‘n the world, in terms of people who are doing research in 
whe field, why, let’s say, a PhD in neuropsychology or a 
PhD i in speech-language pathology cannot call himself or 
nerself a doctor. 

' Mr J. Wilson: I agree, so I guess my question is, 
ziven that under the current legislation in Ontario three 
different groups—optometrists, MDs and dental sur- 
geons—have the ability, and given that I think we are 
going to have a difficult time as a committee deciding 
where we should be granting the ability in the future and 
where that list should stop, do you perhaps think maybe 
we should not do what this act proposes, which is just to 
‘extend it to chiropractors and psychologists, but stop what- 
ever has been done in the past and not proceed with it, take 
it out of this bill, for instance, and just let things stand as 
they are? If you are using “doctor” in practice, that is fine. 
The only onus now is if the medical profession decided to 
‘sue you—and the fact is that I do not think there have been 
any law cases. My brother is not going to get sued because 
at the university he is known as Dr Wilson, even though 
technically under the Health Disciplines Act—I could be 
wrong—he is not really supposed to be using that. He is 
supposed to be John Wilson, PhD. 


Mr Pill: I could also refer to something in the back- 
ground documentation. There is a reference to the fact that: 
“Any person may use the title in a hospital laboratory or 
other regulated institution. Restrictions apply only to per- 
‘sons using the title as an occupational designation relating 
to the provision of human health care.” That particular 
statement is not in the final bill, as far as I know. There is 
no clarification on that point. In terms of logic and consis- 
tency and in terms of practice in other jurisdictions, I think 
it might be an idea to look more closely at that. 


_ The Chair: Thank you very much for your presenta- 
tion. We appreciate it. 
1550 


H. AYALA MANOLSON 


said yesterday that the committee gets very friendly at 
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about 5 to 4, so please relax. You have 10 minutes for your 
presentation. 


Mrs Manolson: I am executive director of the Hanen 
Centre. It is an organization that is committed to ensuring 
that children get the opportunity to be able to communicate 
to the best of their ability. Our purpose is to support fami- 
lies and teachers to make that happen. As a centre, we 
employ many speech-language pathologists and are very 
pleased that the government is proposing to regulate our 
profession. This regulation will benefit the public by en- 
suring that the profession develops and maintains a stan- 
dard of practice that is in the public interest. But as you are 
aware, I am here because we feel there is a problem. 

In Bill 43 there is, in section 26, a controlling act that is 
omitted in our legislation. I will cite that. It reads “commu- 
nicating to the individual or his or her...representative a 
conclusion identifying a disease, disorder or dysfunction as 
the cause of symptoms of the individual in circumstances in 
which it is reasonably foreseeable that the individual or his or 
her...representative will rely on the conclusion.” 

This is a lot of legalese. To talk about diagnosis, to be 
able to look at a child who is not developing language 
properly, to assess what the problem is and then to have 
the ability to share that information so that the person can 
act upon it—in the legislation, as it is now written, we as 
speech-language pathologists do not have that authority. 
This controlling act does not appear in Bill 44 and limits 
the scope of our practice. We believe this omission is not 
in the public interest and that this restriction will impair 
the availability and accessibility of our centre’s service and 
the services of other centres like ours. 

We achieve the goal of ensuring that every child learn 
to communicate to the best of his ability by providing 
parents with the knowledge and support to be able to effec- 
tively intervene to allow that child to reach his potential. In 
practical terms, it means that the parents can refer them- 
selves to our centre. We as speech-language pathologists 
assess them, and if our assessment results indicate that we 
can help that family, then that conclusion is communicated 
to the family. It is essential that each family know as much 
as possible about their child’s language development so 
they can make an informed decision on what they can do 
to improve it. 

To suggest, as the legislation does, that speech-lan- 
guage pathologists are limited to doing assessments and 
can no longer identify the problem and discuss possible 
solutions with the family would indeed mean a lessening 
of the quality of services these families are currently re- 
ceiving. If the legislation is followed to the letter, a speech- 
language pathologist at the Hanen Centre would do an 
assessment and then inform the family that they must visit 
their doctor, or someone else who has this authority, to 
discuss their conclusions. 

We feel that this affects our service in many ways. We 
feel that the quality of the service would be reduced in that 
the doctor having to discuss the speech-language 
pathologist’s conclusion would interfere with our ability to 
be direct with the families, to gain their trust, to establish a 
rapport in which they can begin to assume some responsi- 
bilities for decision-making and action. 
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We question whether the consumer will be well ser- 
viced by this system. As an administrator, I am aware that 
this will involve increased demands upon us. We have to 
set up a system whereby after the assessment we book 
appointments with doctors and the doctor’s assessment is 
referred back. In addition, there is an increased cost, be- 
cause this will cost my time, my staff’s time, the doctor’s 
time, and we really wonder whether this money is well 
spent. I mentioned just briefly, but I think, for my pur- 
poses, the most significant thing is the lessening of the 
credibility and rapport we are able to establish with our 
families and in that way it really lessens our credibility. 

We fund several projects, but one particularly that this 
affects is one at Jane and Finch where we have been able 
to provide speech-language pathology services in high- 
rises where single moms on welfare live. These mothers 
are not able to access the system. To gain their trust is our 
first major accomplishment, and we have been able to do 
that. I know that if we said to them, “Look, we’ll have a 
look at the situation here, but then we’re going to refer you 
to a doctor; the doctor will tell you and, if he thinks it is 
okay, then you can come,” we would lose all those moth- 
ers. It has been a very interesting and very enlightening 
experience to recognize just under how much stress some 
families must live and how much support they really 
should have in order to ensure that their children have the 
opportunities to grow and develop and have opportunities 
that these mothers have not had. These mothers are anx- 
ious and willing to participate in something that will help 
their children, and I feel that this would really impede it. 

The irony of this restriction is that it entrenches what a 
lot of our families feel is wrong with the system, and that 
is that parents have often expressed a disappointment 
when they have gone to doctors and said, “Look, my child 
is not communicating well.” Our field is a relatively new 
field. For us to keep current is a real commitment. For 
doctors, who have so many other responsibilities in also 
developing areas of their expertise, to have the knowledge 
to be able to identify children at risk of language delay, or 
even those who are language-delayed, is problematic. So 
many parents come to us and say, “You know, I went to 
my doctor, but he said not to worry; Einstein didn’t talk till 
he was five, but my child is five and he’s still not talking, 
and I’m very upset because he’s going to school and he’s 
not going to be able to cope,” and a lot of time has gone 
by. So I guess my concern is that the omission of that 
controlling act is going to perpetuate a problem that al- 
ready does exist. 
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In conclusion, I would like to point out that the mode} 
we have developed at the Hanen Centre does not only 
service Metro Toronto; we have registered with us ove 
100 speech-language pathologists throughout Ontario whe 
also follow this model. Whatever restrictions and loss of} 
effectiveness we will suffer, that would be perpetuated anc 
increased and multiplied throughout Ontario. 

I would like, in conclusion, to ask the committee that if 
recommend an inclusion in Bill 44 of that controlling ac 
that would allow speech-language pathologists to commu, 
nicate their diagnosis on the disorders and dysfunctions 
related to their scope of practice. } 

Mr J. Wilson: In your own words, why have you not 
been given the ability to communicate the results of your 
assessments? In your own words, why do you understaa 
you have not been given that? I think I am going to "] 





every witness this. 

Mrs Manolson: I have tried to find out. It is a very 
political question, in my mind, because the limited expo; 
sure I have—and I have asked—is that possibly it is ar) 
oversight. Possibly there is a feeling that, “Well, it isn 
there, but it doesn’t really matter because we all know it’s 
going to be okay anyway.” Possibly it is because some: 
where way, way back somebody i in the medical professior} 
felt that, “Really, this is a domain that we really should 
monitor, and this is the system and rules by which we 
would like it to be played.” I am not sure which of those—anc 
it could be something else. I would like to know the answer. 

Mr J. Wilson: Thank you. We are grappling with it. 


The Chair: Thank you very much for your presenta- 
tion. Our committee appreciates hearing from you. 
Members of the committee, we have had our last pre- 
sentation for the day. 
It was decided that there Weald be a meeting of the 
subcommittee following immediately for just a few min- 
utes. This is the end of the first week of public hearings. ] 
would be interested in hearing from anyone, through the 
subcommittee or otherwise, any comments or suggestions, 
about future hearings. | 
The other thing is, would you take everything with you 
tonight? It will not be possible to guarantee that if you 
leave them in this room everything will be here by Mon-, 
day because the room is being changed over the weekend, 
so we would ask that you take everything that you are 
going to want home with you. If you leave it here, it will 
probably disappear and you may never get it back. 
The committee is officially adjourned until Monday at) 
10 am. | 


The committee adjourned at 1602. 
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The committee met at 1003 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 
Bills 44-64. 


Reprise de |’étude du projet de loi 43, Loi de 1991 sur 
es professions de la santé réglementées et les projets de 
01, 44 a 64, qui l’accompagnent. 

_ The Chair: I would like to welcome everyone to the 
itanding committee on social development. There is a mem- 
er here from each of the three caucuses. I would also like to 
welcome the parliamentary assistant, Mr Wessenger. There 
ire a couple of items which will be considered housekeeping, 
ust for the information of the caucuses and particularly for 
he whip. 

We have pretty much filled all of the available time slots 
Jor the committee hearings. We have some people waiting, 
some waiting lists, and I have discussed this with the clerk. 
‘As you know, last week there were some cancellations that 
“ame in on the day of the hearing and it was very difficult to 
contact someone and have him come in time. She will endeav- 
‘our to slot in those that are waiting in any time slots that are 
vacated. If you know of anyone who has a time slot and is 
Ylanning not to appear before the committee, it would be 
ielpful if he gave the clerk as much notice as possible so that 
iis time slot can be used by someone else. All those who are on 
he waiting list will be notified that they can submit letters or 
oriefs or comments in writing to the committee. 

' | wanted to make that information available to all members 
be the committee just to let you know what the status is at this 
‘Ime. 
























ASSOCIATION OF HEARING INSTRUMENT 
PRACTITIONERS OF ONTARIO 
__ The Chair: I see that our first group is here, the Asso- 
ciation of Hearing Instrument Practitioners of Ontario. I 
want to welcome you. Please introduce yourselves. You 
jave 20 minutes for your presentation, and we would ask 


(hat you leave some time for questions from members of 
‘he committee at the end of your presentation. 

| Mrs Bernath: My name is Dianne Bernath. Beside me 
are Joanne Sproule and Christine Helik. 

_ The Association of Hearing Instrument Practitioners of 
Ontario respectfully requests the removal of prescription of 
dearing aids as a controlled act for audiology, Bill 44, and 
medicine, Bill 55. Our reasons for this request are as follows: 

First, in 1987, when Alan Schwartz presented his prelimi- 
jary report, there was no mention of prescription of hearing 
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aids as a licensed act for either audiology or for medicine. 
After five years of careful deliberation, numerous interviews, 
presentations and briefs, Mr Schwartz determined that there 
was not significant or sufficient risk of harm in the process of 
acquiring a hearing aid to warrant its inclusion as a controlled 
act in the proposed legislation. Six months later, that deci- 
sion was reversed. Why? That is a very good question. 
Repeated requests of ministry personnel for documented 
evidence to justify this change have remained unanswered. 

Second, consumers and other health care providers, 
particularly those in nursing home administration, have 
clearly expressed the Ontario Advisory Council on Senior 
Citizen in numerous letters to ministry personnel, members 
of Parliament, and the advisory committee on hearing aid 
services, that they do not want their choices limited in 
accessing hearing aid services. I have with me, as exhibit 1, 
thousands of names of consumers and their families who 
are asking you not to make prescription of hearing aids a 
controlled act. 

Third, in December 1988, in anticipation of the pro- 
posed legislation, the Ministry of Health introduced policy 
which reflects its interpretation of the proposed legislation. 
That policy allows only audiologists to become registered 
to provide assessment services for the purpose of selecting 
a hearing aid. As a result, the number of hearing instru- 
ment practitioners who have historically provided these 
services is deteriorating rapidly, and with that, the service 
locations, particularly in the rural areas of this province. 

In December 1988, under the direction of the Ministry of 
Health, the Association of Hearing Instrument Practitioners 
of Ontario conducted a survey. We contacted every known 
hearing aid dispenser in Ontario and we asked them several 
questions, one of which was: “Where are you located? Where 
do you have suboffices? Where do you have regular sched- 
uled clinics on a monthly basis?” We took this information 
and we plotted it on this map in these purple dots. As you 
can see, the province was very well covered at that time. 
Many of the very tiny rural communities that would other- 
wise not have services were being well provided for. 

In 1990, we conducted a similar survey. We went back 
and we asked the same questions again, but this time we 
said: “What has changed? We want to know what you are 
doing now differently from 1988.” This is the result of 
what we found. Each one of these little orange dots repre- 
sents the removal of a clinic in the Ontario in two years. 
As you can see, there are certain areas that have com- 
pletely had service removed and nothing has been brought 
back in to replace it. 


1010 

So that you get a better perspective on the whole picture, 
we have also plotted the locations of the audiology clinics 
in Ontario. These are numbers of clinics, in all cases; they 
do not represent the number of people. As you can see, in 
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certain areas—for example, Haliburton, Victoria county— 
there are no audiologists. In Kitchener, where there were 
six last year, the audiology clinic at the hospital has closed 
until September because its last clinical audiologist is ill, 
so you can see that the services in the area are decimating 
fairly quickly and there are not a lot of replacements. 
There is a total of 259 audiologists in the province. In 


1988, there were 242 audiologists. That number decreased - 


in 1989-90 to 234. It has now increased to 259. That is a 
main increase of 7% over two years—certainly not enough 
to offset the decrease of more than 30% in our numbers in 
the same period of time. 

It is also interesting to note that in fiscal year 1990-91, 
there was a decrease of almost 10% of the hearing aids 
dispensed in Ontario, in a time when the numbers of senior 
citizens are growing rapidly. 

We have proven over a 14-year period that hearing 
instrument practitioners can be and have been educated at 
the community college level to provide quality, community- 
based care to the consumer in a cost-effective manner. 
Nowhere in North America is it deemed necessary or even 
desirable to involve audiologists in routine assessments for 
the purpose of selecting hearing aids. We submit, therefore, 
that prescription of hearing aids as a controlled act will result 
in the exact opposite of what this legislation was intended to 
do. It will remove safe choices for the consumer. It will limit 
consumer options, eliminate community-based care, remove 
home care for the elderly and disabled, while substantially 
elevating the cost to our already overburdened health care 
system, with no evidence that there will be an improvement 
in the quality of care to the consumer, only restrictions. 

I ask you to consider what is to become of the hundreds 
of thousands of hard-of-hearing seniors who have histori- 
cally depended on hearing instrument practitioners in their 
communities, homes and nursing homes to assess their 
hearing, and select, dispense and maintain their hearing 
aids. Many of these seniors are non-ambulatory or find it 
difficult, if not confusing, to be transported to hospital 
clinics where they receive impersonalized, fragmented ser- 
vices. Is this really the intention of this legislation? What 
of someone in the workforce, or a university student, who 
cannot function without her hearing aid and it needs to be 
replaced? Why should they have to wait for months to go 
- through a hospital clinic for a prescription when there is a 
safe, efficient alternative? 

We further submit that the inclusion of prescription of 
hearing aids as a controlled act in this legislation is a bureau- 
cratic decision that cannot be justified or withstand close 
scrutiny. This decision was not based on significant risk of 
harm—it was just rhetoric information—nor has it been 
introduced to address consumer concerns, complaints or 
consumer preferences. Prescription of hearing aids does 
not belong in this legislation. We ask that you amend the 
legislation accordingly. 

May I answer any questions. 


Mr J. Wilson: Have you seen any documented evidence, 
from the ministry or otherwise, indicating that there is a risk 
of harm in prescribing hearing aids? 


Mrs Bernath: Absolutely none. 
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Mr J. Wilson: Your reasoning just a minute ago w 
that perhaps it is a bureaucratic insertion. Do you want t 
expand on that at all? 

Mrs Bernath: What we are looking at is provincialism, 
in our opinion: that is, self-serving for one group. If you taki 
a look historically at how hearing aids are fitted and worn 
there are methods in the way a hearing aid is assessed. Th 
needs of the person are assessed. Routine assessments wi 
protect the consumer from any harm as far as the hearing 
aid being too strong or not being appropriate is concerned 
and also the consumer will not wear a hearing aid that is 
not appropriate, so we are not sure where this risk of harm 
is coming from. We do not see any indication of it. 


Mr Owens: I would like to ask the minister’s staff) 
through the parliamentary assistant, how did the ministry 
come to the conclusion that the prescription of a hearing 
aid should become a controlled act if in fact, as the 
deputants have alleged, no consultation was made with 
their association or any of the providers? 


Mr Wessenger: I will ask ministry staff to reply to that. 


Ms Bohnen: The recommendation that prescribing 
personal hearing aid should be a licensed or a controlled act 
was made by the Health Professions Legislation Review! 
So it was not a shift in policy made by the ministry after 
the Schwartz recommendations were delivered. The review 
determined during its consultation with provider groups, 
such as physicians and audiologists who you will be hear- 
ing from later this morning, that there was a sufficient risk 
of harm to the consumer caused by the risks to that indi4 
vidual of an improperly prescribed hearing aid to justify 
making it a controlled act, performable by both audiolo- 
gists and physicians, as you have heard. 

I might also point out that the controlled act itself does, 
not prevent hearing aid dispensers from testing 
individuals’ hearing and making recommendations about a 
particular type of hearing aid that would be necessary, but 
we are talking about a generic prescription of a hearing aid. 


Mr Grandmaitre: Could you briefly describe your 
training? How would you become a practitioner in Ontario? | 


Mrs Bernath: At the present time, there is no training! 
As of January 1989, the last graduates of Sheridan College 
came through. In 1974, there was a full program designed. 
It went over a period of 14 years. There are well over 100 
practitioners in the province currently who have graduated 
from that program. It is a program that has been designed 
specifically not to produce audiologists, but to produce 
hearing instrument practitioners who specialize in select- 
ing and testing and dispensing hearing aids, and we are 
asking for that to be reintroduced. 


Mr Grandmaitre: This program you are referring to, is 
it a two-year or three-year program, or a six-month program? | 
Mrs Bernath: It was a one-year program with 50 hours 
of clinical practicum on the side besides that, one year plus. 
Mr Grandmaitre: One year plus. 


Mrs Bernath: Plus 50 hours of clinical practice, yes, 
supervised practice. | 


( 


Mr Grandmaitre: As far as training is concerned, when) 
you compare the two practitioners, hearing instrument and, 
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audiologist, there is quite a difference in the training. Do 
you think the audiologists are better trained than you are 
‘and more capable of determining the right instrument? 


_ Mrs Bernath: I would suggest to you that if you ex- 
‘amine the program profile and then part of your package 
hat we have given you, it will show you the number of 
‘ours spent on each area criteria in this brief that we have 
‘presented to you. You will see that the training audiology 
eceives is much more involved, but is not designed with 
whe intention of doing routine assessments for selecting 
nearing aids. It is not necessary to have an audiologist 
‘involved and it is a very expensive waste of good man- 
dower, in our opinion. There is a better use for audiology, 


| 
and that is to use them in the upper-echelon testing, the 
/multihandicapped, the aural rehabilitation and the research 


for which they were trained. 
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Mr Jackson: Just on the parliamentary assistant’s and 
staffs’ response to the concept of risk for inappropriate 
hearing aid dispensing, were there specific cases docu- 
mented by the ministry? Was there a proper complaint 
system, and if so, how many cases were reported? I do not 


want to challenge your concept; I just want to Say, how 
‘Joes the government measure that? 


Mr Wessenger: I will ask staff to comment on the 
specifics. 
















4 
| Ms Bohnen: Since the recommendation, as I said, was 
made by the Health Professions Legislation Review, the Min- 
istry of Health itself did not conduct an analysis of com- 
plaints received by any particular branch of the ministry 
prior to that recommendation having been made by the 
teview. The issues that were examined by the review had 
to do with the harm to the patient of incorrect amplification, 
of missing a diagnosis, the symptom of which is hearing 
loss, the pain to the patient caused by noises generated by 
an improperly prescribed hearing aid. 

Since over the past few years the assistive devices pro- 
gram of the Ministry of Health has assumed responsibility 
for administration of the program and it pays for many 
nearing aids, it is possible that it may have some informa- 
sion, but its program is not really geared to focusing on this 
issue. So I do not know that there. is available information, 
‘0 answer your question. 


__ Mrs Bernath: Madam Chair, could I just finish with 
one brief word? 


| The Chair: Yes, please. 


Mrs Bernath: I am going to state once again that this 
\s legislation based on significant risk of harm. There has 
‘een no documented evidence. This is total hearsay. We 
are losing affordable services in Ontario and wasting con- 
siderable dollars in doing so. 


__ The Chair: Thank you for your presentation. I would 
point out to all committee members that Mr Schwartz will 
0e appearing before the committee on September 15. I would 
also suggest to the caucuses that if through the course of 
the hearings they determine in advance specific questions 
that they want Mr Schwartz to address, they should give 
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them to the clerk, who can pass them on to him in advance 
so he will be sure to address them in his presentation. 


CANADIAN ASSOCIATION OF SPEECH-LANGUAGE 
PATHOLOGISTS AND AUDIOLOGISTS 
The Chair: The next presenter is the Canadian Associ- 
ation of Speech-Language Pathologists and Audiologists. 
Please introduce yourself. You have 20 minutes for your 
presentation. 


Mr King: My name is Richard King and I am the 
executive director of the Canadian Association of Speech- 
Language Pathologists and Audiologists. I have only 20 
minutes, so from now on it will be referred to as CASLPA. 
We are over 2,700 professionals throughout the country 
representing speech-language pathologists and audiologists 
in all of the provinces and territories. This includes the 16 
professionals who comprise all of the speech-language pa- 
thologists and audiologists in the province of Prince Edward 
Island, as well as almost 1,000 members here in Ontario. 
CASLPA estimates that we currently have as members 
75% of all of the professionals in Canada. We are also over 
500 student members studying at the graduate level. 

The mission of our association is to provide national 
leadership in human communication and its disorders. This 
includes the development of public and professional poli- 
cies affecting individuals with communication disorders 
and the advancement of the professions of speech-lan- 
guage pathology and audiology in Canada. It is with this 
mission in mind that we come to speak this morning. 

I am hear to speak to specific issues that we feel are 
important for the best service to those with communication 
disorders as they are to be addressed by this legislation. As 
an association dedicated to promoting the needs of those 
with speech-language and hearing disorders, as well as 
developing and promoting national standards for practice, 
we feel that we present a significant point of view. 

At the outset we would stress that CASLPA supports 
this legislation, Bill 43 and Bill 44 specifically. The intent 
of the legislation, to provide the best health care for the 
people of Ontario in the most efficient way, is certainly 
what all of us want. We believe that the changes to the four 
areas to be presented here are but refinements to these 
bills, refinements that will enhance the level of health care 
and its efficiency. We feel these recommendations in no 
way run counter to either the intent of this legislation or to 
the common good of the people of Ontario. 

There are four areas in relation to Bill 43 and Bill 44 
that we would like to address at this time. Because of the 
time allowed, I will attempt to address only the most salient 
of the four issues. 

The section in Bill 43 on conveyance of a diagnosis: 
The act as it is now written would restrict speech-language 
pathologists and audiologists from conveying a diagnosis 
to their clients. The act would limit this function solely to 
physicians and psychologists. Such a communication of a 
diagnosis would be a terribly inefficient use of a health 
care system and would place an important aspect of health 
care in the hands of the wrong people. 

This is not to suggest that physicians and others do not 
deal with such diagnoses, but it is to suggest that when a 
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speech-language pathologist or an audiologist arrives at a 
decision regarding a diagnosis, these professionals should 
be the ones to convey that diagnosis to the client and his or 
her family. The speech-language pathologist or audiologist 
best understands how the diagnosis has been arrived at, 
what it means, and is indeed the person best able to coun- 
sel about such a diagnosis. The speech-language patholo- 
gist or audiologist can also explain the long-term 
significance of that diagnosis and the therapeutic steps that 
may be taken in light of it. 

To Suggest that any other person would be involved in 
conveying a diagnosis arrived at by another professional 
overlays such an inefficient structure to the health care 
system that one can barely consider any benefit to such a 
move. To assume that a secondary party could bring to bear 
on the diagnosis all of the information and background that 
would be necessary is not reasonable. 

Diagnosis is really inseparable from other activities of 
speech-language pathologists and audiologists. Diagnosis 
is often an ongoing part of an assessment and treatment 
plan and therefore must be dealt with accordingly. As pa- 
tients progress, further information regarding diagnosis 
must be passed on. Again, to suggest that this would be 
done by a secondary party is not reasonable. Patients cer- 
tainly have the right to discuss their assessments and the 
resulting diagnosis with the professional best trained and 
most knowledgeable in that area. The current legislation 
does not appear to consider this. 

- Diagnosis is a very significant part of our training and 
is included in our scopes of practice which serve as the basis 
of CASLPA’s certification exam. Our association certifies 
professionals throughout Canada. This certification is 
based on membership in our organization as well as passing 
our certification exam. 

We distribute a document titled Assessing and Certifying 
Clinical Competency, Scopes of Practice for Audiology 
and Speech-Language Pathology to all applicants for our 
exam. These scopes serve as the basis for the exam. The 
document was first published in 1988 and republished in 
1991. I am sorry I do not have copies for all the members 
of the committee, as we are just about to write our exam and 
we have to pass them out. I do have copies for the Chair, 
one in each official language. The scopes in fact are a 
_ report of both our association and the institutional and pro- 
fessional services division, Department of National Health 
and Welfare. The document is published by the health ser- 
vices and promotion branch, Health and Welfare Canada. 
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In both the scopes of speech-language pathology and 
audiology, diagnosis is presented as a critical area of 
knowledge. Professionals in these areas are specifically 
trained to diagnose communication disorders, and the im- 
portance of diagnosis is stressed in the document. With 
this in mind, it is difficult to comprehend that speech-lan- 
guage pathologists and audiologists would not be the most 
appropriate people to convey such a diagnosis. This is a 
significant aspect of health care. It. must be done effi- 
ciently, and it must be done appropriately. 

Bill 44, the section on title restriction: Historically 
speech-language pathologists have suffered the confusion 
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of the public because of our titles. Certainly the title 
“speech therapist” is a long standing designation for the 
profession of speech-language pathology. Therefore, this title 
should be protected as it continues to be recognized an¢ 
sometimes used interchangeably with “speech-language 
pathologist.” Though the latter is currently considered ir 
North America the more accurate term for the profession, anc, 
has been adopted as appropriate by graduate schools through: | 
out North America, we cannot deny that other titles continud 
to be used by the public, and therefore these other titles 
should be protected. This is in the best interests of the public. | 

The title “speech therapist” is important because of its 
long-standing use, and because many in our field have this 
title on their degrees. For example, there are many clinicians 
in Ontario, educated in the United Kingdom, whose de; 
grees are those of licentiates in speech therapy. Legislatior, 
such as this should certainly be directed at protecting the 
public. Unregulated persons should not be allowed to us¢ 
any designation that could be confusing, especially 
“speech therapist.” To place this title outside this legisla, 
tion will create a void regarding its use that will invite 
misuse by others, and further confuse the public. 

We would suggest that the New Brunswick Act Incor: 
porating the New Brunswick Association of Speech-Lan: 
guage Pathologists and Audiologists is an example 0; 
protection of title that is of benefit to the public. I enclos 
for you the chapter and section in appendix A at the bach 
of my brief. This document outlines a complete list 0) 
titles to be used only by those appropriately qualified, in| 
cluding speech therapists and other derivatives. 

I realize that what is written here may not be the partic} 
ular way we want it, but it is an example of protection 0} 
title, which is of benefit. 

Bill 43, the section on the use of the term “doctor” 
This section of Bill 43 would restrict the use of the titl? 
“doctor” to members of the colleges of chiropractors, op 
tometrists, physicians and surgeons, psychologists an¢ 
dental surgeons. This would exclude health care profes| 
sionals who also have earned the title “doctor” and hol 
PhDs in other areas such as speech-language pathology 
audiology, nursing, pharmacy—and there could be others. | 

This part of the legislation would seem to run counte; 
to the spirit and intent of the Regulated Health Profession! 
Act. We contend it is the patients’ right to know the degre 
status of any and all who may serve them. Not to allow thi 
term “doctor” to be used would appear to be an activi 
attempt to deny information to patients. 

To pick out certain professions and to allow them t¢ 
use the term “doctor,” whether they have a PhD or MD! 
appears arbitrary. Nationally and internationally, a PhD i: 
“doctor.” To attempt to alter that with this legislatior 
would seem to run counter to conventional standards of sucl 
recognition. Certainly to allow PhDs in one field to use th 
title “doctor” while restricting it in another seems mos 
unjustified and unfair. 

There are other concerns in our professions regard 
the use of the term “doctor.” Over the last two years, ou| 
association has had discussions with Employment and Im 
migration Canada regarding some of the difficulties ou} 


I 


professions have had in providing a sizeable enough work’ 
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force for the population of Canada. One of the areas that 
has been identified as a difficulty is the small base of PhDs 
existing in Canada. It is obvious that if our professions are 
‘to adequately serve Canadians, we must expand the basis 
‘of those trained at the PhD level who serve as teachers and 
researchers. 

/ CASLPA, with Employment and Immigration Canada, 
has begun to look at how we may not only train more PhDs 
‘in our fields, but also attract and maintain them. Such a 
‘move as is suggested by this legislation would certainly be 
detrimental to the professions and to the public. 


/ Ontario currently has two very fine programs at the 
University of Western Ontario and the University of To- 
‘ronto. These programs train speech-language pathologists 
and audiologists at the graduate level. As these universities 
‘compete with universities throughout the world for profes- 
‘sors and researchers, one can only surmise that legislation 
such as this would be detrimental to both attracting and 
‘maintaining PhDs in this province. One may argue this to 
‘be a matter of symbolism, but we would suggest that does 
‘not diminish its importance at all. 

’ Bill 43, the section on the prescription of a personal 
‘hearing aid: CASLPA contends that the prescription of a 
hearing aid is most adequately and efficiently addressed by 
audiologists. Audiologists are the professionals specific- 
ally trained in this area of health care. Inappropriate as- 
‘sessment, or the application of an inappropriate aid, can 
‘cause physical and mental harm to patients. The master’s 
degree i is the recognized level of qualification for audiolo- 
gists, and is the necessary level of qualification to ade- 
quately prescribe a hearing aid. 

I again refer you to our publication, Scopes of Practice, 
which covers this area. CASLPA certainly recognizes that 
‘there are difficulties in the provision of this area of health 
care throughout Canada, but we strongly suggest that to 
lower any standard in relation to those who may prescribe 
a hearing aid would be tantamount to lowering this stan- 
dard of health care. 


___ In the limited time available here, we have attempted 
to stress four areas of this legislation that we feel may be 
refined and improved. We recommend some further atten- 
tion to these areas with the intent of better delivery of 
quality health care as well as protection of the public. We 
feel that if these recommendations were to be acted upon, 
this legislation would be enhanced. 


The Canadian Association of Speech-Language Pathol- 
ogists and Audiologists appreciates this opportunity to 
/present to you today. We are pleased to be here on behalf of 
‘our members, and in support of the Ontario Association of 
Speech-Language Pathologists and Audiologists. We know 
‘that other groups and individuals are competing for your 
attention on these matters. Differing points of view will be 
heard. The voices of professional associations, consumer 
\groups and individuals should be heard. Our association, as a 
ational voice, has been pleased to be part of this process 
here in Ontario. I would be pleased to answer questions. 















_. Mr Sola: I am interested in your latest comments 
‘about the provision of inadequate hearing aids. I am won- 
‘dering how often this occurs, and which of the professions, 








or the professionals that prescribe hearing aids is most 
often the culprit? 


Mr King: I do not have specific information on that. 
The contention of our association at this time is more that 
the specific training at the highest level for the best health 
care is received by audiologists at the graduate level. It is 
that background and knowledge that they bring to this area 
of health care which is most important. I am not aware of a 
study that has compared the problems resulting from this 
between the two groups. 


Mr Sola: As the parent of a child who uses hearing 
aids, and another child that has a hearing problem in one 
ear, I am interested in getting the best service available for 
my children. At the same time, Ontario is a huge province, 
and as the presentation before you made clear, there are 
huge areas in the province that have little or no service of 
any kind. I would be interested in finding out if there is 
any study to confirm what you have said about the inade- 
quacy of hearing aids, because I would like to pinpoint 
who is responsible for that. 

If I lived in the north, or one of the areas that has no 
service right now, any service would be better than no 
service, because quite often these people cannot afford to 
come to southern Ontario to get treatment. I am not inter- 
ested in turf protection, if that is what is going on here. I 
am interested in getting the best service for the money, and 
adequate service for everybody in the province, rather than 
excellent service in selected areas in the province and no 
service whatsoever in other areas. 


Mr King: One comment I would like to make is that 
some service versus no service, if the service provided is 
not appropriate, is not good service. 


Mr Sola: That is why we need a study to pinpoint 
where the fault lies. 
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Mr J. Wilson: Continuing along the same line of ques- 
tioning, the non-audiologists, the Association of Hearing 
Instrument Practitioners of Ontario, claimed that it is not 
necessary to have a master’s degree to prescribe a hearing 
aid. Would you agree with that? Clearly you do not, but 
just to turn around the question from Mr Sola, is it really 
necessary, in your opinion, to have a master’s degree? We 
will give you a chance to explain it on the record. 


Mr King: Yes, I think it is necessary. It is an aspect of 
training at our level that is specifically designed for a high 
level of quality care. As I stated at the conclusion of that 
section, I think that to lower that is to lower the standard of 
health care. I know the Ontario association can present 
some information to you that the province is covered by 
services that are better than, I think, what was previously 
detailed. 

Mr J. Wilson: That is the contention, and yet no one 
has been able to bring forward any evidence that there is a 
serious risk of harm in the work that is being done by 
non-audiologists. As legislators, we cannot just go on con- 
tentions and hearsay. We have to go on fact. 


Mr King: I am not certain that the way the question is 
posed, professionals versus the others, is exactly the best 
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way to pose it. It will have to be looked at, I agree, but the 
suggestion that anything less than the best service and the 
most adequately trained people, and that you are going to 
allow that service to exist, is not, I think, in the best inter- 
est of the people of Ontario. The contention is that there is 
a risk of harm, and the risk of harm does exist. We do 
know that there is a risk of harm in the prescription of the 
wrong hearing aid. 


Mr J. Wilson: How many people are you graduating 
into audiology every year, and is it sufficient to cover the 
province? 

Mr King: It is not nearly enough, but it can be demon- 
strated that with the growth that is predicted, there will be 
much greater coverage in the province by audiologists than 
in the past. There are shortages of speech-language pathol- 
ogists and audiologists throughout Canada, but again we 
would suggest that another provider is not the answer. We 
would love to see more programs. There are only seven 
programs in communication disorders in all of Canada. I 
do not think the provision of others in the face of that is 
the answer. 


The Chair: Thank you very much for your presentation. 


ONTARIO ASSOCIATION OF SPEECH-LANGUAGE 
PATHOLOGISTS AND AUDIOLOGISTS 
The Chair: The next presenters are from the Ontario 
Association of Speech-Language Pathologists and Audiolo- 
gists. Would you introduce yourselves, and we would ask 
that in the 20-minute presentation you leave some time at 
the end for questions. 


Mr Murphy: We would like to thank each of you for 
the opportunity of speaking today. My name is Randy 
Murphy and I am a speech-language pathologist. My col- 
league is Barbara Kurpita and she is an audiologist. Today 
we were asked to speak on behalf of the Ontario Association 
of Speech-Language Pathologists and Audiologists to present 
the views and concerns of speech pathologists and audiolo- 
gists around the province with respect to the impact of this 
legislation on speech-, hearing- and swallowing-impaired 
patients throughout Ontario. 

We are here today to talk specifically about two areas. 
The first relates to support for the legislation in a generic 
way. Second, we will raise some of our concerns about the 
legislation as it is currently written, and this will be done 
under three main headings: diagnosis, title restriction, and 
prescription of a personal hearing aid. 

The Chair: Could I ask you to speak up a little bit? 
Some of the committee members are having some difficulty. 

Mr Murphy: Certainly. 

Mr Grandmaitre: They need a test. 

Ms Kurpita: That is my job. 

The Chair: The interjection is noted. Please continue. 

Mr Murphy: I would like to mention that our association 
overwhelmingly supports the intent of this legislation in 
that it serves to provide a broader degree of accountability 
than currently exists and will provide a unifying system for 
consumer protection. It will also help to ensure that the high 
quality of care that currently exists in the province will be 
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maintained, and will also result in a fairly cost-effectiv 
service across health care. 

However, there are several areas of concern we feel we 
would like to discuss today. The main concern for speec 
therapists and audiologists around the province is what 
impact some of the principles contained in the legislatio 
will have on our patients. 

I should start with the topic of diagnosis. As speech- 
language pathologists and audiologists, primarily we 
would collect information on patients, maybe do testing on 
them, and speak with other health care professionals 
around things that go on with either a speech, hearing o1 
swallowing problem. We would talk with you and you 
family to find out just how that is affecting broad aspec 
of your life. We would analyse the information and ther 













these things are going wrong for you. From that we woulc 
discuss with you and your family what kinds of treatment 
plans we could develop for you and with you, and how 
that might improve your ability to take life on. 

The process I have just described to you is perhaps bes 
described as diagnosis. That is the way, essentially, diagnosis 
may be defined in the legislation itself. Ministry officials 
have often indicated we really do not have to worry abou 
the way diagnosis is written, but quite frankly I do worry 
Our lawyer, and certainly the lawyers for a variety of othe: 
health care groups, have indicated that one very possible 
interpretation of the legislation is that I cannot do what | 
just described. I could assess you, I could develop a treat: 
ment plan and come to conclusions about what is going or 
with you with respect to a speech, hearing or swallow! 
problem, but I could not communicate that to you. For tha’ 
to happen, you would need to see someone who has ar 
authorized act to do that, which would include physiciaml 
psychologists and a few other groups. 

We feel this will create a number of problems, at leas; 
according to my legal opinion. First, it will create an in: 
crease in the length of time you will wait. I know the lengtt 
was discussed earlier. Certainly, if I cannot get on with my 
job and I have to send you on to somebody else who wil 
tell you what I just did, it may be a while before you mak¢ 
the appointment and eventually end up back on my door 
step again. : 

Second, there is a real potential to have a negative 
effect on the relationship we develop. You come and set 
me and all of a sudden we do this nice job, we spend at 
hour or two together discussing what is going on, and al 
that is left is to tell you: “You have to go on and talk t 
somebody else now. I cannot really let you know what is 
going on.” You are going to begin to wonder whether | 
really know what I am talking about and whether I cal 
really do the job. In the end, I guess one might even sup) 
pose that all this travelling back and forth has the potentia 
of increasing costs to OHIP. 

We urge you to change this situation now. It is ow 
belief that this issue could go to the courts. It may take ¢ 
number of years to decide. It is an issue that leaves man) 
of the health care professions, including ours, confused 
and we feel that same confusion will be brought upon thé 
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‘public as well. We feel it can be fixed now, that perhaps 
he committee could provide an amendment to do just that. 


Ms Kurpita: I would like to add a few points about 
liagnosis from an audiologist’s point of view. As an audi- 
dlogist, I first talk with the patient to find out what he 
hinks the problem is. Then I do a variety of tests to find 
‘put where his hearing loss is. I talk with that patient and 
‘ais family members or other people he has brought with 
nim to interpret my test results for them and to discuss 
appropriate recommendations. We have a dialogue during 
this time. They ask questions as I am discussing the test 
‘esults. It is important that people who come to see me 
nave enough time in my office to ask questions and that 
‘hey feel comfortable, that they do not feel intimidated. In 
ny setting, people often feel very comfortable and I am 
»oroud of the fact that they often leave my office saying: 
“Thank you, you have been very helpful. You have an- 
swered my questions.” 

If diagnosis, as it is currently written, means I cannot 
Jo what I have been doing, that I cannot talk with my 
oatients and discuss the test results, then we strongly feel it 
‘needs to be changed. 
' Our recommendations are on page 7 of the brief. 
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Mr Murphy: The next area I would like to raise for 
our discussion relates to title restriction. 

The legislation provides protection for the public in a 
couple of ways. Primarily it is through the provision of a 
number of authorized acts. That was bandied about earlier, 
that if there is the risk of harm those particular acts are gov- 
erned by the legislation and are given to specific groups. 








‘of professions have specific titles protected and anyone 
‘else who is not a member of the profession may not use 
those titles. To allow people the benefit of that aspect of 
the intent of the legislation, we urge you to protect the title 
“speech therapist.” Typically, in my job as a speech pathol- 
logist or speech therapist, when I meet patients I describe 
myself as a speech-language pathologist. More often that 
mot shoulders go up, eyebrows go up and they wonder 
whether I take bodies apart. 

Essentially, when I say the words “speech therapist,” 
Jot more calmness comes over people because it is a 16k 
less threatening, but they do seem to understand what I do 
‘there. They have had some experience with that. In fact, 
‘when government agencies look for one of us to work for 
all of you, you advertise the title “speech therapist.” There 
‘are some examples in the brief, in the appendices that 
indicate how that is done. 
' To eliminate the confusion on the part of consumers, 
‘the government as a consumer and other government agen- 
‘cies as consumers of our services, we ask that an amendment 
be placed forward to protect or include the title ‘ ‘speech 
therapist” along with “speech-language pathologist.” We 
feel this will have no impact on access to service. 

Essentially we do our assessments, come up with a 
‘treatment plan in terms of what might help you or your 
‘loved one best to overcome some type of communication 
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problem, and then we would enlist your help, sometimes a 
volunteer’s help, to actually carry all this work out. 

I believe part of what gets done in therapy can be done 
by others, and we encourage that this be done. That is a 
more cost-effective way of accomplishing our goal. 

We are not looking to prevent somebody who might be 
doing some effective therapy from doing so in the future. 
The idea of the legislation or its intent is to protect title. 
“Speech therapist” is a title to protect. We are not protect- 
ing the act of speech therapy, just that the consumer has 
the right to choose who is regulated by law and who is 
commonly known as that. Again, we would ask that this be 
done now before the legislation is passed. 

The next issue I would like to discuss relates to use of 
the phrase “in health care.” The recommendations initially 
provided by Schwartz were changed somewhat when this 
legislation was finally introduced. What ended up being 
changed was a phrase that said all groups that restrict title 
would be restricted, but in the course of providing health 
care. Perhaps on the surface that seems to make a little 
sense, but I think we need to look beyond that. 

There are a number of areas where service providers 
like myself may not work for a typical health care agency; 
school boards, for example. Industrial audiologists is an- 
other example. There are areas where people could easily 
say they work beyond the confines of health care. The 
legislation clearly will not protect people in situations like 
that. because of that narrow definition. The phrase “in 
health care” really limits public protection for a number of 
reasons, and I will tell you what we feel they are. 

“Heath care” itself is an ill-defined term. It is one I am 
sure will be discussed over the next little while, but one that 
apparently over the last few years has been very difficult to 
define adequately. Second, a number of professionals work 
in non-health settings, not only ourselves but some of the 
other allied health professions from whom you will be 
hearing and may already have heard. 

Certainly anyone could use one of the restricted titles, 
which is the basis for providing protection to the con- 
sumer, as wanting to do it in a setting which you can 
describe as non-health. In that situation, the consumer has 
no avenue for protection and yet this legislation’s initial 
intent was to provide consumer protection, not in a narrow 
area but across your life, all of your experience across the 
province. This inadequacy could be rectified by the provi- 
sion of an amendment at this time, and again we would 
suggest that the phrase in which “in health care” appears 
be deleted from the legislation. 

The next item is the holding out clause, which is related 
to title restriction in a way. Holding out relates to how you 
could really describe what you do and who you are. Lan- 
guage is not strong enough in the legislation and people 
may be misled. The public will be confused. For example, 
someone could put a shingle out that says, “Audiological 
services.” The consumer might realistically think an audi- 
ologist works there and one may not. 

We are suggesting that language in our brief. You will 
find a suggestion that goes back to something suggested by 
Schwartz in the health legislation review so that the gap cre- 
ated by this is filled, to decrease the possibility for confusion. 
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It is not our intent to stop people from working. It is our 
intent to strengthen the legislation based on the idea that 
you should be able to identify individuals covered by the 
legislation. That is what we feel this provision would do. 

Ms Kurpita: I am going to talk briefly about prescrip- 
tion of a personal hearing aid as a controlled act. As you 
know, it is an act that has been given to audiologists and to 
physicians. I am very happy to see that it is a controlled act 
included in this legislation and I strongly support the fact 
that it remain in this legislation. 

This legislation ensures that the public is protected be- 
cause hearing aids can cause harm. Some hearing aids, 
when they are sent to us from a manufacturer, come with a 
warning label stating to be sure they are not set to a certain 
setting because they can damage the hearing of the person 
who is wearing it. It is important that the hearing aids be 
prescribed by individuals who are fully aware of the fact 
that hearing aids can cause damage. 

There are some arguments that if this legislation is 
passed as is there is going to be some access problems and 
a cost to health care. These arguments are not true. Attached 
to our brief is a survey using Ministry of Health statistics 
that show there is not going to be an access problem. 

Currently audiologists prescribe the majority of hearing 
aids in Ontario. We are already doing it. This legislation 
formalizes what is already happening so there is not going 
to be any change. I urge you to keep this in the legislation. 
It is important for the public to make sure they are not 
harmed. I am sure you will have some questions about 
this, so we will go on to the rest of our presentation and 
you can ask me after. 


Mr Murphy: That reaches the last of our points. I 
would like to express our thanks again for an opportunity 
to speak today and to welcome any and all questions. 

1100 

Mr Owens: I was not sure I heard you properly at the 
beginning of your presentation, but did you indicate that 
your association supports the legislation with the qualifiers 
you have listed? 

Mr Murphy: That is correct. Overall, we are quite 
happy with the intent of the legislation. There are several 
refinements that we urge you to consider making. 


Mr Owens: The AHIP people made their presentation 
éarlier, and with their chart with respect to access to audi- 
ologists they painted a pretty grim picture of the reality 
now and what is going to happen a couple of years down 
the road. Do you see the legislation causing that type of 
grim prediction to come true? If not, what are you basing 
your figures on? The AHIP people seemed to feel the folks 
are not coming out of the programs as quickly as the need 
is growing. How do we balance the two needs, access and 
protection of your scope? 

Ms Kurpita: One main argument is the fact that this is 
a controlled act given to audiologists and physicians. A 
physician can prescribe a hearing aid. We also have had a 
number of people grandfathered to allow them to prescribe 
hearing aids. A number of people who have been dispens- 
ing hearing aids can continue to prescribe them. There are 
also some audiologists who have been grandfathered to 
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dispensing aids. So we have a whole generation of individ 
uals to work through and solve the problem. 

There are increasing numbers of people being graduated 
The Ministry of Colleges and Universities has been ve 
supportive in making sure that some of the programs are 
expanding. There are more programs and there are mor 
spaces in the Canadian universities for people to get out 
and to practise. We are very confident. I urge you to read 
the appendix to our brief, which shows that access will not 
be a problem. | 

Mr Grandmaitre: Mr Murphy, you alluded to protect 
ing title. How come all your PhDs, not matter where they, 
work, would like to be referred to as doctors? 


Mr Murphy: I think they are probably not much dif, 
ferent from any other segment of society where one is 
given an honourable title. One would like to be able to use ij 
in situations that are appropriate. It has been something thai 
has traditionally gone on for many years. We would in effec} 
be putting an end to current practice. People who have 
worked very diligently for years towards advanced trainin 
feel this now disallows that recognition and identification. 

Mr J. Wilson: It may be all very well to say that 
physicians under this act will be able to prescribe hearin 
aids, but I cannot think of any, and I know a lot of physi- 
cians, who have ever taken any courses or have really any 
knowledge of hearing aids other than reading the manual 
that comes with them. I just throw that out. 

Second, you mention in your brief and in your or 
submission that the non-audiologists who are currently 
prescribing and dispensing are grandfathered. Where is thai 
covered in the act? I know that is the current practice, but 
if this act were passed, their contention is that they would 
be shut out from prescribing, which is the way the scope) 
reads, the controlled act reads. How are they grandfathered 
if this were to pass? 

Mr Murphy: Thus far, the indication we have hac 
from ministry officials has been that this type of exemp- 
tion did not need to be written. Perhaps I am mistaken, and 
perhaps Ms Bohnen can correct that, but it is every inten{ 
at the Ministry of Health level that this practice continue. Iii 
is not something that is contentious for us. 

Mr J. Wilson: My understanding is that is not the case. 
think the ministry is more worried about conflict of interest in 
that area and would like to narrow the prescribing or re- 
Strict the prescribing and separate it from the dispensing 
except in remote areas where there are exceptions made, 
is current practice. I think your contention that they will be 
grandfathered needs clarification. Perhaps you are right. | 
ask, Madam Chair, that at some point this be done, that we 
once again clarify this point of whether or not the non- 
audiologists who are currently prescribing and dispensing 
really are grandfathered somehow in this new legislation! 
Certainly my reading of it does not indicate that. | 

The Chair: We appreciate your presentation. We may, 
have a gap in about 10 or 15 minutes, so the ministry may 
be able to put that on the record today through the parlia- 
mentary assistant, if you wish. : 

Mr Jackson: With the point being made about chal- 
lenging the contention of the cost saving to taxpayers, is if 








































‘possible for the committee to get a brief explanation or a 
‘written response to the costs for prescribing, I should say, 
for the audiologist, the physician and/or a hearing instru- 
/ment practitioner? 

The Chair: We will have an opportunity to ask ques- 
‘tions directly of the ministry when there is time. The sug- 
gestion I have in the meantime is that they are here and if 
‘you pass them a note, perhaps they could answer that for 
‘you. 

Mr Jackson: But it has been communicated that I 
‘would like that information. I am serving notice to the 
‘ministry that we would like to get that. 


STEFAN FRIDRIKSSON 


The Chair: Our next presenter is Stefan Fridriksson. 
You have 10 minutes for your presentation and we would 
‘ask you to leave a few minutes for questions by the com- 
mittee. 


Mr Fridriksson: First of all, I would like to say I am 
‘not presenting on behalf of any association; I am present- 
ing on behalf of myself. 

_ Many audiologists have expressed anger and sadness 
‘that Bill 44 will be their definition as professionals. Audi- 
ologists are the primary providers of hearing health care in 
‘this province. In diagnosing hearing impairment, we use 
“sophisticated equipment to determine the nature and de- 
igree of hearing loss. We relate our results to the patient and 
‘the referring physician and then design an appropriate 
‘treatment program: We play the central role in public and 
‘professional education regarding hearing loss and hearing 
loss prevention. 

As audiologists, we are required to have four years of 
undergraduate study, another three years of graduate school 
‘and then one year of clinical training. After eight years of study, 
‘we are granted the status of a clinically competent profes- 
‘sional. Before we are admitted, and while we are training, we 
‘must maintain an excellent grade point average. When we 
graduate, we must write qualifying exams that certify our 
skills in the assessment and diagnosis of hearing loss as well 
/as the prescription and dispensation of hearing aids. 

How is the audiologist defined in Bill 44? While the bill 
Tecognizes the assessment of hearing loss in our scope of 
‘practice, it does not allow us to form an audiological diag- 
‘nosis and relate this to our patients. In contrast, all physi- 
‘cians are granted the right in their legislation to use our 
‘Tesults and provide a patient with an audiological diagnosis. 

While on staff at Mount Sinai Hospital, I taught some 
of the University of Toronto ear, nose and throat and family 
‘medicine residents. Presumably, ear specialists should be 
the most qualified to disseminate audiological test results. 
“However, they received only 26.half-days of audiological 
training, while the family medicine residents received just 
‘two two-hour lecture/demonstrations during which they 
‘were given the absolute minimum outline of audiology. 
Neither the ENT nor the family practice residents are ever 
‘examined on their skills or abilities in the field of audiology, 
yet they are deemed to be our supervisors in most clinical 
Settings and can pretend that they interpret our results to 
| our patients. 


q 


———— 








| 12 AUGUST 1991 STANDING COMMITTEE ON SOCIAL DEVELOPMENT S-343 


In reality, it is the audiologist who tells your mother 
whether she has a hearing loss, whether her hearing can be 
corrected by a hearing aid or whether she needs to be seen 
by an ear specialist for a possible medical or surgical solution 
to her hearing problems. It is the audiologist who tells the 
parents whether their child is permanently deaf or is simply 
suffering from a temporary middle-ear dysfunction. We are 
the ones who determine the nature and the degree of hearing 
loss and interpret the audiometric results to the patients. 

As this legislation is now written, it does more than 
remove the diagnostic statement from the appropriate 
health professional; it puts our profession at legal risk. If I 
carry on as I have been doing for the past seven years, 
providing my patients and their referring physicians with 
the appropriate audiological diagnosis, I could be charged 
with practising medicine without a licence. 

When I addressed this concern to some of the physicians 
in my area, many of them were compelled to write letters 
of support on my behalf. I have included copies of letters 
from 29 physicians. Each one recognizes the fact that it is 
the audiologist who interprets the results and provides the 
patient and the referring physician with an audiological 
diagnosis. As one physician stated in her letter, “It would 
be a complete waste of time for everyone and money for the 
taxpayer if all you did was send me the raw data without 
interpretation of your audiological assessment.” It is ap- 
parent that a clause recognizing our skills would neither 
offend the medical community nor be an inappropriate as- 
signment of skill. 

The second problem: Subsection 15(1) of this bill 
states that no person other than a member may use the title 
“audiologist” in providing health care to individuals. Pres- 
ently, there is a group of hearing aid dealers in Toronto 
which calls itself an audiology clinic. According to legal 
advice, this practice would be allowed to continue because 
they are not delivering their services in a health care setting. 
It is obvious that by using that name they are attempting to 
fool the public into believing they have completed equivalent 
training to an audiologist. This problem could easily be re- 
solved by removing the word “health” from subsection 15(1). 
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In terms of health care providers, audiologists and optom- 
etrists are essentialiy identical professions serving different 
physical afflictions. The first university degree programs 
were offered to each profession in the 1930s. Both profes- 
sions developed from similar roots. Optometry grew from 
an offshoot of the fitters of eyeglasses called the refracting 
opticians and the medical body known as the ocularists, 
while audiology grew from the collaboration of the medi- 
cal specialty of otology and from a branch of speech pa- 
thology known as the auditory speech correctionists. 

Present-day training programs for each profession re- 
quire undergraduate work in physics, biology, chemistry, 
anatomy, physiology, psychology and mathematics. Dur- 
ing our professional programs, each of us studies the phys- 
ics of sound or optics, the measurement of hearing or 
visual impairment, and then learns the correct applicable 
formulae for aural or visual rehabilitation. 

Some comparisons made by the Academy of Dis- 
pensing Audiologists in co-operation with the American 
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Optometry Association point out the similarities and dif- 
ferences between our two professions. 

Audiology typically requires the same length or one or 
two more years of study than optometry to receive full 
clinical recognition. Both audiologists and optometrists 
have been providing diagnostic services and prescribing 
and dispensing corrective devices prior to and since the 
birth of their professions. Both audiologists and optome- 
trists have had periodic territorial disputes with medical 
professionals and paraprofessionals associated with their 
professions. 

For two so obviously similar professions, the differ- 
ences between the present legislation being offered to each 
is stark. Optometrists were granted full title protection, 
dispensing rights, diagnostic statements and a raft of defi- 
nitions of territory regarding treatment, use of diagnostic 
tools, and assessment. Conversely, audiologists, using the 
equivalent tools and performing the equivalent tasks, were 
granted a status equivalent to a technician. We ask our- 
selves, how can it be fair when one profession that is so 
obviously of the same calibre as another is granted so 
much while the other is granted so little? 

Is it because optometry has 870 members while audiol- 
ogy has only 250? That would be as unfair as granting obste- 
tricians/gynaeocologists more status than ophthalmologists. 
They presently enjoy equal but different status because the 
only difference between them is that they apply their skills to 
different but equally important parts of the body. 

Is it because the ears are somehow less important than the 
eyes? Obviously not to one of my clear-sighted hearing- 
impaired patients. Is it because we are under-qualified, 
under-examined or under-scrutinized? Both of our profes- 
sions have national bodies that set national exams, standards 
of ethics and practice and each of us has agents of the 
federal and provincial governments that monitor our conduct. 

Is it because audiology is dominated by females— 
82%—while optometry is dominated by males—76%? I 
hope not. Is it because optometry was previously recognized 
by legislation? I thought the idea of this legislation was to 
seek out fairness. Is it fair that because you forgot us last time 
you should ignore us again? 

Optometry and audiology are scientific and technical 


skills applied to the health care field. We both wanted | 


fairness from this process. Only one of us got it. 

I have come to the end of my presentation. After I read 
this to my wife, she asked: “How did it ever get this bad? 
After all those years of study, we owed over $35,000 in 
student loans. For seven years you were never home be- 
cause you were always studying at the university library. 
Now, after all this, they tell you the only thing you know 
how to do is prescribe a hearing aid.” 

I am asking the members of this committee to change 
that. I am asking you not to perpetuate the privilege of the 
old boys’ club that prevents the legitimate recognition of 
the contributions that the men and women of my profes- 
sion make to the health care field. 

Simply stated, audiologists are asking for two changes 
to this legislation: a diagnostic clause that allows us to 
relate our findings to our patients and to other health care 
professionals; and changes to our protection of title, in 
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order to prevent others from using our name outside the 
traditional health care setting. 

Mr J. Wilson: Extremely well done. Now, you are 
currently indicating the diagnosis to the patient. | 


Mr Fridriksson: Yes, I am. 


Mr J. Wilson: Just for the record, why are we bem 
asked to restrict that practice? 


Mr Fridriksson: I do not understand it. I have letters} 
from 29 physicians and I am expecting more by fax. Un-| 
fortunately, I had to leave before my fax machine got them} 
this morning. I am expecting faxes from places up in the 
north and various other physicians in my area, saying I am| 
the one who diagnoses hearing impairment. I do not under- 
stand where the process got lost. 


Mr J. Wilson: In the one quote you do cite from a 
physician, though, that is communicating between profes-' 
sionals. It is our understanding from the ministry that this 
would not be prohibited. 


Mr Fridriksson: Okay, can you read maybe in your 
spare time? There are about 29 letters here. Just take a glan 





say this to my patients. I recognize that you are the qualified 
one and I am not trained in this area.” 


Mr J. Wilson: We have heard this from a number of 
witnesses, and we certainly are going to take a serious 
look. It is my understanding we are trying to get rid of the 
non-regulated quacks out there, if there are any, from com- 
municating diagnoses, but in your case there seems to be 
very good evidence brought forward. If that is the current 
practice and people are not being harmed, and the medical 
profession is supporting you on that, we will certainly take 
a look at it. | 


Mr Fridriksson: Could I address some questions? 
People were talking about harm of hearing aids and they 
were also talking about prescribing. You were i 
about access. One of the people cancelled— 


The Chair: You are going to have to submit that in| 
writing to the committee. 


Mr Fridriksson: One of the people right after me can-| 
celled. I was wondering if I could use a tiny bit of that time! 
to address the question from Mr Sola. 


The Chair: No, I am sorry, you cannot. 
Mr J. Wilson: She cuts us off too. 


The Chair: It has been noted and we will have an 
opportunity to have those comments addressed. Perhaps 
they can be discussed at committee. If you hear anything 
you would like to submit in writing, that would be very 


helpful. Thank you very much for your presentation. | 


Mr Fridriksson: Okay. Thank you. 

The Chair: We have approximately five minutes be- 
fore the next presentation. There was a question that was 
posed to the ministry, and I will undertake a list. Mr Jackson, 
you had a request. Do you want to start out first? 

Mr Jackson: I think they are aware of my request. | 
know they cannot give me the details I am looking for ver- 
bally, so if we could get that in writing, I would appreciate it. 
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Ms Bohnen: Could you just restate what the request 
was? I think it was that you were interested to know the 
‘relative cost of a physician and audiologist or hearing aid 
dispenser diagnosing hearing loss? Is that how you put it? 


Mr Jackson: And prescribing. I would like to see the 
contention from the Canadian Association of Speech-Lan- 
guage Pathologists and Audiologists; they challenge the 
notion that it would be less expensive, and I would like to 
‘see a breakdown of the fee structures and how they are 
paid. I would like to know the difference between those 
which are regulated through order in council from the as- 
‘sistive devices program versus those which may be a fee 
‘that is negotiated through the OMA, and other fees. I 
would like to know how they arrive at their fee, who con- 
trols the fee and when it is paid by those three groups. If 
‘that is the turf war we are looking at here, I would like to 
look at the financial breakdowns and I will draw my own 
conclusions about what is going to be cheaper or more 
| expensive for taxpayers in Ontario. 


The Chair: Comment or question, Mr Cordiano, and 
then I have Mr Owens, and we have four minutes. 


Mr Cordiano: I have a question of the ministry with 

“respect to the last brief, and it centres on the whole ques- 
tion of the audiologist diagnosis versus—I would imagine 
‘what you outlined for us previously was the question of 
‘diagnosis versus assessment, and essentially the audiolo- 
gist is making an assessment, in your opinion, and the way 
‘the new legislation is crafted, that would be essentially an 
“assessment versus a diagnosis. Is that correct? 


i Ms Bohnen: That is correct. 


_ Mr Cordiano: What we then have to take is that one 
step further and how that assessment would be relayed to 
‘the physician, who would then make a diagnosis? 


__ Ms Bohnen: It would not necessarily go in that se- 
/quence. I think what you have heard is concern from this 
/group and previous groups that their assessment activity, 
‘including communicating the result of the assessment to 
‘the patient or client, would be unnecessarily and wrongly 
interfered with by the diagnosis controlled act. The issue I 
think comes down to how that diagnosis controlled act 
‘should be worded, and depending on how it is worded in 
‘the end, whether such things as clarification of the right to 
assess and communicate the assessment is necessary, or 
perhaps whether other groups do perform diagnosis, how- 
ever it is finally worded. That is the area we are talking 
about sorting. 


’ Mr Cordiano: But certainly you are making me come 
‘to the conclusion that it was not the intention of the minis- 
ter to exclude, for example, the audiologist from making 
his or her professional, shall we call it, diagnosis or assess- 
ment. 


| Ms Bohnen: There was absolutely no intention to stop 
audiologists or speech-language pathologists from assess- 
ing their patients or from directly communicating the out- 
jcome of the assessment to the patient. There is no 
‘Tequirement intended that they should have to use the phy- 
Sician as the intermediary. 


| 
| 
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Mr Cordiano: All right. So it is a question of clarify- 
ing that. Thank you. 


The Chair: Mr Owens, one minute. 


Mr Owens: I guess Mr Cordiano and Mr Jackson have 
both touched on the questions in terms of the different cost 
scenarios with respect to restricting one’s ability to diag- 
nose and prescribe and then for allowing the status quo. 
Has the ministry taken a look at different cost scenarios 
around that, and if you have, can we see those? 


Ms Bohnen: These recommendations that Schwartz 
made and that are incorporated in the legislation do not 
result directly from cost scenarios but rather a risk of harm 
to patients and ensuring quality care. But leaving that 
aside, I believe it is quite possible to provide the informa- 
tion you are looking for, which is I think partly, with these 
participants in the hearing aid service area, what are the 
costs associated with different participant groups playing 
different roles. 

One thing that I think complicates the analysis a little 
bit is the fact that during the course of Schwartz and the 
translation through legislation, the assistive devices pro- 
gram generated policies so that provincial moneys in the 
funding of hearing aid services would be properly spent. 
That changed the manner in which most hearing aid ser- 
vices were provided in Ontario, but it still should be possi- 
ble to come up with the information you are looking for 
and we will do that. 


The Chair: We will have to continue this discussion at 
another time. 
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ARNE JENSEN ZABELL 


The Chair: Our next presenter is Arne Zabell. Wel- 
come to the standing committee on social development. 
You have 10 minutes for your presentation and we would 
ask that you leave some time for questions at the end. 


Mr Zabell: Madam Chairperson, honourable members 
of the committee, my name if Arne Jensen Zabell. I am 
severely hearing-impaired. I wear two of the most power- 
ful hearing aids you can get. Beside me is my wife, Pamela 
Zabell. She is also a hearing aid specialist. She is here to 
channel me when I misunderstand what you say to me, 
because even with hearing aids there is a tendency to mis- 
understand even when you can hear. Hearing and under- 
standing are two different things. 

I am a certified hearing aid specialist graduated from 
Sheridan College in 1980. I have a certificate from the 
national hearing aid society that calls me a hearing-instru- 
ment specialist. The Ontario Ministry of Health assistive 
devices calls me tester-authorizer and vendor. I own and 
operate Zabell Hearing Aids in Hamilton and Hagersville. 
I am the only health care professional who guarantees sat- 
isfaction or money refunded. I have told you this so you 
will understand I have knowledge about the subject. 

I am here because I think you are making a mistake if you 
proceed with the bill as it is written. You have an opportunity 
to make the best audiology bill in North America if you 
will just use some of the German ideas. To do it complete 
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justice, you should go to Germany and study their struc- 
ture or invite somebody knowledgeable to testify. 

Consider this. Only a very small percentage of hearing- 
impaired can be helped medically or by surgery. Therefore, 
at the entrance into the system there should be a screening 
procedure, such as a simple audiological test that could be 
done by a second-year audiologist, who could be called a 
hearing aid specialist. They could decide if referral to an 
otolaryngologist or clinical audiologist were indicated. If 
not, then take them directly to a hearing aid evaluation. 
That alone would save thousands of dollars and ping-pong 
trips from place to place would not happen. 

To make it work, consider tiering audiology. Two-year 
students of audiology should learn about hearing aids, in- 
cluding practicum. Four-year students would be clinical 
audiologists but would lose hearing aid designation if they 
did not practise or attend updates. 

It is impossible for a clinical audiologist who spends 
much time doing brain stem tests and such to keep up to 
date with the new hearing aids and it is unnecessary for.a 
hearing aid fitter to know brain stem testing except to 
know when to refer. But they have a large pool of common 
expertise and therefore belong in the same college, both 
for the sake of equal progressive learning and cost benefit to 
the taxpayer. The common bonds between an audiologist 
and a hearing aid specialist can be stated more easily than 
the unnatural union of speech pathology and audiology. 
The audiologist association and the Association of Hearing 
Instrument Practitioners of Ontario should be forced to 
amalgamate. The government of the day saw nothing wrong 
in encouraging the Sheridan graduates’ association to 
amalgamate with the hearing aid fitters for the betterment 
of the system. Now is the time to go the last step and write 
the legislation in such a way that there will be no more turf 
wars and the hearing-impaired and the taxpayer will be 
better served. 

There will be moans and groans from both sides, but 
the fact is that very few clinical audiologists understand or 
keep up with the dozens of new hearing aids that come on 
the market every year, and they have tried to use an equal- 
loudness measure to fit air pressure hearing aids. If we get 
everyone into the same thorough schooling, the result will 
inevitably be better instrumentation, which in turn will 
_ give us better hearing aid fitting, and the audiologist in the 
first two years will learn all about hearing aids and ear 
molds and learn the use of an otoscope. 

The audiologist will gain by a closer association with 
the hearing aid fitters, and the fitters will gain from ex- 
panded knowledge of audiology. The hearing-impaired 
will gain from an expanded pool of knowledge. The medi- 
cal profession will undoubtedly approve, as they are al- 
ready tiered into specialists of the same profession. The 
taxpayers will gain by only having one school to pay for, 
and there will be only one professional organization to go 
to for discipline when there is a complaint. It is totally a 
win-win-win situation. 

As I see it, it will be a sad day if we lose this opportunity 
to make the best possible system for the hearing-impaired. 

I have spoken to some audiologists about this idea. They 
say, “It isn’t a bad idea, but please don’t tell others I said 
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that.” I have talked to some hearing aid specialists about it, 
and they have agreed but said, “Don’t quote me, I might be 
cut off from my referrals.” 

The past 10 years have seen an improvement in the} 
services to the hearing-impaired. You have the opportunity | 
to improve this bill and set an example for all of North! 
America by improving Bill 44 by the simple method I 
have suggested. I thank you for the opportunity to give you 
my ideas, and in the right-hand side of the folder I have the} 
papers which prove what I said. 

Mr J. Wilson: A great brief. I particularly appreciate 
the recommendation to travel to Germany. 

But on a Serious note, if I understand this, the audiologist 
is in university for four years doing an undergraduate degree} 
in sciences. You are recommending that the non-audiolo-| 
gist now—it sounds like the corollary would be that they 
would have to take at least two years of equivalent, two} 
years of university, which would be equivalent to the first 
two years an audiologist would go through, which would! 
mean a cursory review of the sciences, I would think. 


Mr Zabell: I have included in my explanation | 
McSpaden report, where everything is explained by a pro-| 
fessor who can do it much better than I can. I included that 
in there to answer whatever questions you have and who 
knows what, where and when. | 

Mr J. Wilson: Okay, sorry. I did not see that. I will be} 
sure to read that. 


Mr Owens: I concur with Mr Wilson that perhaps a 
look at what happens in Germany is a good idea. I did not 
get a sense in your presentation of whether you agree with 
the legislation as it is proposed. Do you think it is a good 
idea, and have you approached the AHIP people with respect 
to merger? 

Mr Zabell: I have spoken to them, but they say, “You 
know, when you hear two different stories, the truth is| 
usually somewhere in the middle.” That is what I come} 
with in this presentation. I wanted to make this presenta-| 
tion because I really deeply feel—and I am hearing-im-| 
paired myself—I would like to see the best possible} 
system, but as a taxpayer I certainly do not want to blow 
my money, because taxes are high enough as they are. 

I am a member of the association, and undoubtedly a 
lot of different things are going to come up from my pre- 
sentation, why I could have said this and why I could have} 
said that. I tried to explain that in here. 

I also have another thing in here about the jail term if I 
tell somebody that he has a hearing loss and he needs some- 
thing. I have an explanation of that in here too. My whole! 
object is to get the best possible for the hearing-impaired, 
since I am hearing-impaired, and the cheapest possible,| 
because I am a poor taxpayer. 

Mr Martin: I find your thoughts rather intriguing and 
interesting, to say the least, and I do hope that those who 
practise in the field of audiology will sit down with you) 
and look at that. I think it will be helpful for those of us 
here who struggle with the final version of what this legis-| 
lation will look like for you who work in this field. | 

The minister, when she was here last week, said that this, 
was living legislation; it is evolving. Certainly, the whole: 
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idelivery of health care in Ontario is evolving very dramati- 
ically in many ways. 

I would suggest that if, in fact, the legislation goes 
‘through without those corrections in it that you suggested 
jtoday and what some of the folks who presented earlier 
\suggested, both from the audiology and the hearing instru- 
‘ment professions, you continue to talk and that you come 
‘up with some things within that structure which will be in 
‘place to look at the evolution of how we deliver services, 
‘that you will participate in that discussion and allow this 
iwhole field to evolve as it should, to take into account 
those things that you presented today, because I think you 
present here the beginning of a coming together of two 
‘professions that have served us well to this point, and some- 
jhow we should be looking at a way to involve everybody. 


’ Mr Zabell: I certainly appreciate your comments. 
1130 






PAULA SQUARE 

_ The Chair: I would call now Paula Square. Welcome; 
you have 10 minutes for your presentation. 
Dr Square: Madam Chair and members of the standing 
committee, I am Professor Paula Square, chair of the gradu- 
vate department of speech pathology and director of the divi- 
| sion of speech pathology, faculty of medicine, University of 
‘Toronto. I hold the degree of doctor of philosophy i in speech 

pathology, and am both an academician and practitioner. 

I am most appreciative of the opportunity to address 

‘the committee today to present my thoughts concerning 
| Bill 43. The overall intent of the bill, the protection of the 
public with regard to health care, is laudable. 

In its current form, however, several sections may in 
‘fact disadvantage the public. Those same sections would 
‘be dramatically harmful to the present practice of speech- 
language pathology and the future of this health care pro- 
'fession, which is one of several designated by the Ministry 
of Health as a top priority for development. 
___ My primary concerns are two: the restriction of the use 

of the title “doctor” in health care settings, section 30, and 
“communication of diagnosis of disease, disorder and dys- 
' function to a patient or a patient’s representative, section 26. 
Consideration of subsections 30(1) and 30(2) will be 
addressed first. The bill, as currently worded, explicitly 
' disallows all allied health care professionals holding the doc- 
"tor of philosophy degree, with the exception of psychologists, 
to utilize their duly earned and university-conferred academic 
credentials of PhD when in the health care setting. 
If passed, Ontario will be distinct in North America 
‘and most probably the world in that our government will 
‘have effectively (1) infringed upon the rights of patients to 
know the degree status of all health care professionals 
_ from whom they receive treatment; (2) altered the historic 
and internationally accepted academic principles of the use 
| of title “doctor” by individuals holding the PhD regardless 
_ of professional environment; (3) negatively influenced the 
‘ability of the universities within Ontario to recruit PhD 
candidates into the allied health fields in which they are 
most desperately needed; and (4) fostered discrimination 
| against women in that many of the affected health care 
‘ fields are female-dominated professions. 
| 
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Most surely it was not the intent of the writers of this 
bill to promote such negative effects. Most surely it was not 
their intent to create further obstacles to the development of 
those health care professions which this ministry has des- 
ignated as top priorities for development. None the less, 
subsections 30(1) and 30(2) do just that in their present 
form. I urge you to consider the above points carefully, and 
most humbly I offer you. the following recommendation 
for rewording: 

Any person who has earned a PhD in a discipline 
whose scope of practice includes the provision of health 
care should be allowed to use the title “doctor.” 

It is also my desire that this committee reconsider 
subsection 26(2), that section of the bill which deals 
with the communication of diagnosis of disease, disor- 
der or dysfunction. 

A major role traditionally assumed by practitioners of 
speech-language pathology is the diagnosis of speech and 
language pathologies. The name of our discipline, speech- 
language pathology, denotes this role—the responsibility 
to diagnose disorders and dysfunction of speech and lan- 
guage, and to subsequently communicate to the patient or 
his/her representative all pertinent information concerning 
the nature, underlying causes, management recommenda- 
tions and a prognosis. 

Section 26 of Bill 43, if accepted in its present form, 
will effectively change the nature of the profession of 
speech-language pathology and alter the scopes of practice 
of this discipline. 

As the head of an outstanding graduate professional 
training program in speech-language pathology in North 
America, as the person who is ultimately responsible for 
the curriculum of this graduate program, and as an aca- 
demic administrator in the faculty of medicine and school 
of graduate studies at the University of Toronto, I can state 
categorically that no other health care profession can com- 
municate better to an individual with a speech and/or lan- 
guage disorder the nature of his speech-language 
pathology; no other health care professional can diagnose 
as accurately the disorder or dysfunction of communica- 
tion; and no other health care professional can prognosti- 
cate better as to the future course of the communication 
disorder/dysfunction. 

As an active participant in both administrative and aca- 
demic matters in the faculty of medicine, I can also state 
categorically that while medical students are trained in a 
superlative manner with regard to the nature, diagnosis and 
treatment of diseases, they are not adequately trained to 
assume those scopes of practices for which speech-lan- 
guage pathologists are trained. 

The depth and breadth of the requisite knowledge base 
which physicians must acquire with regard to disease pro- 
cesses and the diagnosis and treatment of disease pre- 
cludes their becoming knowledgeable in all aspects of 
health care, and most certainly precludes their abilities to 
assume the roles of other health care practitioners. 

The terms of section 26 of Bill 43 would place physicians 
under inordinate demands to acquire both the academic and 
practical knowledge required to assume the role of infor- 
mant and counsellor about the nature of communication 
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and its disorders, skills which speech-language patholo- 
gists acquire over two to three years of graduate education. 

The scopes of practice for the profession of speech- 
language pathology includes diagnosis, communication of 
a diagnosis and counselling, and have been clearly de- 
fined in a publication by the Department of National 
Health and Welfare. 

All seven Canadian graduate training programs address 
fully these scopes of practice in their curricula. 

The current wording of Bill 43 would redefine both the 
professions of speech-language pathology and medicine. 

I humbly again offer the following recommendation as 
a revision: “All regulated health care specialists may com- 
municate to patients and their representatives information 
relevant to the patient’s disease, disorder and dysfunction 
as specified by the scopes of practice of their respective 
disciplines.” 

1140 

Mr Owens: Thank you, Dr Square. I guess I can still 
say that without getting into trouble. One of the things that 
we are trying to sort out on the committee, and we heard a 
number of people from your profession last week who 
expressed the same sentiments with respect to the title 
“doctor,” is whether there is confusion or whether there 
would be confusion in the mind of the consumer around 
exactly what specialty with standing is presenting itself to the 
patient. Have you, in your experience, had any difficulty 
with that, or any of your students? 

Dr Square: I have not had that difficulty. I was at 
Mayo Clinic for several years and none of my patients at 
Mayo ever confused me for a physician. My name tag said, 
“Paula A. Square, PhD, speech language-pathologist.” If 
you are concerned about the confusion, then I query why 
psychologists could designate themselves as doctor, if that 
is your query. 

1140 

Mr Owens: One of the things that was suggested is 
that we take a look at perhaps the regulation on name tags 
or some level of identification indicating “Dr Square, PhD, 
speech pathologist.” That seems to be the standard in the 
field, at this point anyway. Would that be acceptable to 
yourself and the folks you represent? 

Dr Square: Most certainly. Of course “PhD” does des- 
ignate the designator of “doctor” in formal communication. 

Mr Cordiano: What you are recommending is that we 
use the title “PhD,” which would be satisfactory, as opposed 
to the actual use of the word “doctor” in the title. 

Dr Square: Yes, but in informal communication 
worldwide, the holder of a PhD is referred to as “doctor” 
in verbal communication. 

Mr Cordiano: Yes. 

Mr J. Wilson: Along that line, I do not see how this 
Legislature or any other could prohibit that. 

Dr Square: That is right. 

Mr J. Wilson: A PhD is a PhD. It is the highest degree 
earned in academia. I do not know which group of legislators 
along the way gave “doctor” to optometrists, but we are on 
a political slippery slope. We are giving the term which is 


held in high esteem by the public to essentially undergraduate 

degrees and technicians. I am certainly sympathetic to your 

wishes in that area. I do have one quick question, though. 
The Chair: Thank you, Mr Wilson. Time is up. 


Mr J. Wilson: He got my supp. I am going to ask this 
question now. 


The Chair: But you made a speech. 


Mr J. Wilson: I learned it from a particular party that 
was in last time. 


The Chair: I am going to have to ask that you ask 
your question of the witness outside, as time is up. | 


BARTON SALA 


The Chair: The next presentation is from Barton Sala. 
Welcome to the standing committee on social development. 
You have 10 minutes for your presentation. 


Ms Sala: I am not here as a professional practitioner. I 
am here as a user and a very successful user, I think. I 
wanted to make a few points about my experience with| 
speech-language pathology. 

A few years ago, for many reasons—not the least of 
which was a terrible cold—I lost my voice. For all intents 
and purposes, I sounded as though I had laryngitis all the| 
time; I was hoarse, I was raspy. It was particularly trouble-| 
some to me because I use my voice professionally. I make 
presentations often. I am on the phone a lot for my work. I 
attend an awful lot of meetings, public and private. I also| 
do recordings, videotape and audiotape recordings. So it 
was not just annoying to have this speech difficulty; it was 
making my work very, very difficult. 

I went to an ear-nose-throat doctor thinking that perhaps I 
had stress nodes, something physically wrong with me that 
could be easily or surgically corrected. I went to the doc-} 
tor. He took a case history, ran some tests, and reached a 
conclusion. The conclusion was that there was nothing 
physically wrong. While things were not really wrong, they} 
certainly were not right either, because nothing seemed to! 
be working correctly. He thought that I could probably 
benefit from speech therapy and he sent me to a speech-| 
language pathologist. 

When I went to the speech-language pathologist, similar! 
circumstances took place. She took a case history—what was 
my health history like, what was my speaking history like. | 
She ran a battery of tests—different tests, but a battery of| 
highly sophisticated tests—and she reached, as well, a 
speech-language diagnosis that while certainly nothing was 
physically wrong, there was an awful lot that I was doing) 
wrong. | 

You are probably not interested in the techniques and 
things, but I was not breathing properly, I was not holding) 
my throat properly; just a battery of things that just were 
not going very well. She discussed that with me. She told 
me various ways that I might have become this way, and 
there are many, many reasons. You get used to talking a’ 
certain way, especially if you have a bad cold and you are, 
forcing your voice. You might be speaking incorrectly and| 
this then becomes habitual and difficult to stop. 

She discussed it in great detail and at great length. She: 
talked about what the therapy was actually going to be. I| 
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‘of meetings with her where she worked as hard as I did 
‘and probably harder—breathing exercises, speaking exer- 
cises. It was very, very thorough. 

I guess if you could stand back from it, it was a fasci- 
‘nating experience. But in any event, after several months 
‘of this, I considered myself to be, if not perfectly well, 
‘much, much better. I am now back reading presentations 
and recording my voice and all that sort of thing, and I feel 
much better about it. 

Out of all of this, I just wanted to make some ‘points; 
‘because I really do feel it is important. I probably would 
not have, except that I am so delighted with what went on. 
| When the doctor told me I should seek speech therapy, I 
‘had heard of speech therapists but I was not really familiar 
with speech-language pathologists. I do not think people 
walking down the street can think about speech-language 

pathology, although they often consider speech therapy. 
| I think it is important to make the point that those two 
titles are absolutely synonymous for people. 

I did not say to people at work, “I am visiting a speech- 
_Janguage pathologist.” It takes too darn long to say, and 
‘nobody knows what it is. I was seeing a speech therapist, 
‘even though she was a pathologist with all the education 
/and training and everything that goes into that. So I wanted 
‘to let you know that I think speech therapists and speech- 
| language pathologists are synonymous, certainly with lay 

‘people like me. 

_ Talso want to make another point, that I think it is vital 
that this consistency of association be province-wide. I 
know that if I go to a dentist anywhere in the province of 
Ontario, there are going to be certain qualifications; there 
is going to be a certain education level; that any dentist is 
going to give me at least the same basic treatment that I 
“require. I have confidence in that. In fact, I went to a 
dentist who is not mine this morning for an emergency, 
with full confidence that I was going to get the kind of 
‘treatment I needed, because that person called himself a 
dentist. I think that is an important point. 

The other point I wanted to make, possibly more im- 
/ portant but maybe just on a different slant, is that it was 
' extremely important that the woman who ran the tests and 
did the diagnosis was able to sit down and discuss it with 
‘me. It means that I began to trust her a lot more quickly 
than if I had had to go somewhere else for an interpretation 
_ of the tests. She ran the tests. She talked to me about what 
' the tests were, what they meant, what the results were, 
‘what those results meant, and what the treatment was 
going to be. 

I think that is something that absolutely cannot be taken 
) away, that ability to communicate with me or anyone else. 

I just cannot imagine what it must be like—well, I can 
‘imagine. We have all been for X-rays, we have all been for 

other tests; you see five or six different people, none of 
whom tells you anything. Finally you get bounced back to 
another doctor, who sits there, looks at your tests and says: 
“Gee, I am not really sure what all this means.” 

I would like the person who does the tests and who is 
_ going to treat me to discuss them with me. I think that is 
| very important. 
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yentered into quite a lengthy and interesting and difficult set i i 


That is really all I have to say. I was hoping to be very 
brief today. If you have any questions, I would be more 
than happy to answer them for you. 

Mr J. Wilson: Are there many people, in your experi- 
ence,.holding themselves out as speech therapists who are 
not qualified as speech-language pathologists? 

Ms Sala: My experience is limited to one person. 

Mr J. Wilson: Have you heard any horror stories? 

Ms Sala: No, I have not, probably because any of my 
peers who have sought the same kind of treatment have 
gone to speech-language pathologists. | 

Mr J. Wilson: They were aware of what they wanted 
and sought a speech-language pathologist. 

Ms Sala: Somebody with very solid qualifications. If 
your voice is important to you, the treatment’ of that voice 
is important to you as well. 

1150 

Mr Owens: So in terms of a practitioner, you would 
look for somebody using the title “doctor”? You have 
probably been listening to some of the discussion around the 
use of the term “doctor” for PhDs. Would that, in your mind, 
present any confusion, or would you prefer seeing a person 
with the title “doctor”? How do you feel as a consumer? 

Ms Sala: Certainly as a consumer—we are So trained, 
when we see “doctor,” we see all of these— 

Mr Owens: We see excellence, allegedly? 

Ms Sala: We see certain qualifications. We see certain 
experiences and certain levels of training that lead us to 
believe there are certain levels, so “doctor” is always helpful. 
But knowing that speech-language pathologist A and speech- 
language pathologist B are going to have the same basic 
qualifications—let’s put it this way: Would I like my speech- 
language pathologist to be a doctor? 

Mr Owens: On a scale of 10, where would you put it in 
terms of concerns? 

Ms Sala: It is something I have never really considered. 

Mr Owens: Do you really care? 

Ms Sala: I think, for other people who do not take the 
time to investigate, perhaps “doctor” would help. “Speech- 
language pathologist” says to me an awful lot of medical 
knowledge. Perhaps “doctor” would round that off, I am 
really not sure. 

Mr Hope: When you see the title, not necessarily the 
word “doctor,” but “speech-language pathologist,” you know 
there is an academic level or degree of education involved. 
That is all you are concerned about. You do not want the title 
and then two different academic levels involved. You do not 
want one having a higher level of education than the other? 

Ms Sala: The doctor and the speech-language pathol- 
ogist? 

Mr Hope: No, get rid of the “doctor.” Now look at the 
speech-language pathologist. What you want to do is make 
sure that the level of education is the same for all. You 
referred to dentists; speech-language pathologist would be 
at the same level. You do not want two levels of education 
involved, where one down the street would have a higher 
education than the one across the street. 
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Ms Sala: That does not bother me, as long as the lower 
level of education meets the standards for that particular 
profession. 

The Chair: Thank you very much for your presentation. 

Ms Sala: Thank you very much. 

The Chair: The committee has seven minutes avail- 
able till we adjourn at noon. Mr Owens, you had some 
‘questions of the parliamentary assistant. We cut you off last 
time. Did you want to continue that live discussion now? 


Mr Owens: My questions were essentially around the 


cost comparisons between restriction and status quo; the © 


ministry staff indicated that it is possible to provide them. 

A further question on a totally different topic: I wonder 
if there is available an explanation or a rationale why the 
title “doctor” was restricted to the groups that are now 
currently within the legislation. I do not understand why 
all of a sudden it has changed. We have restricted it to 
certain groups, and we have other groups out there that are 
clearly able to use it and have earned the title through 
academic study. 

Mr Wessenger: I think I will refer that to the ministry 
staff. I would assume that it is based on the traditional use 
of the term. 

Ms Bohnen: The review inherited a landscape in 
which physicians, dentists and optometrists were permitted 
to use the title “doctor” in the course of providing health care, 
optometrists having acquired that right with the Health 
Disciplines Act in 1974. Prior to that, only physicians and 
dentists could use the title “doctor” 
health care. 

As the review developed, the criterion to determine 
which additional profession, if any, should be granted the 
statutory right to use the title “doctor” during the provision 
of health care was primarily whether a degree or diploma 
that said “doctor” was the entry-level academic require- 
ment for practice of the profession. The two additional 
professions which met that criterion were psychologists 
and chiropractors. 

To register in Ontario to practise psychology, you must 
have a PhD. To register in Ontario to practise as a speech- 
language pathologist in the future, once the legislation is 
enacted, in all likelihood the basic entry-level requirement 
will be a master’s level of preparation. Some practitioners 
do have PhDs, but the entry-level requirement gee all 
practitioners must have is not the PhD. 

A PhD is the requirement for psychologists, and a di- 
ploma with “doctor” in it is the requirement for chiropractors. 
Coupled with that, I think, was the issue of common usage 
attached to these professionals in the course of providing 
health care. 

Does that help you? 

Mr Owens: Looking at speech-language pathologists 
in particular, I am just wondering how it would upset prece- 
dent if the committee recommended that speech-language 
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pathologists, as an example, were allowed to use the title 
“doctor” if they had reached the PhD level. 


Ms Bohnen: You may recall the review also recom- 
mended there be an exception permitting anyone who 
worked in a regulated setting like a hospital, or university, 
I suppose, to use the title “doctor” if they had it. They felt 
that the management of those institutions would ensure 
there was no patient confusion. 

Currently, from what we heard this morning; a speech- 
language pathologist with a PhD works in a hospital or 
wherever; the name badge says “Linda Bohnen, PhD, 
speech-language pathology.” That will not stop. The new 
legislation does not restrict in any way the use of the 
letters “PhD.” 

In informal communication, some patients might say! 
“Dr Bohnen,” and others would say “Miss” or “Mrs” or 
whatever they chose. It is hard to imagine much enforcement 
should they use the wrong prefix to my name. 


Mr Cordiano: I think it is a question of where we are| 
drawing the line. In the case of speech-language pathologists, 
there are those who do not have PhDs who are practising as 
speech-language pathologists. To have two levels of practi- 
tioners, which would be viewed as two different profes- 
sional designations, is a bit of a quandary, if you will, for 





people who would then perceive one to have a PhD degree 


and another who might have a master’s. You are going to) 
create two tiers. Is that what the concern is? 


Mrs Bohnen: That is one concern. But the concern that 
primarily motivated the review to limit the use of “doctor” 
was that most Ontarians still think “doctor”, unless they 
are in a dentist’s office, means “physician.” The consumer} 
whom we just heard from said she went to her doctor. Her! 
doctor referred her to a speech-language pathologist. 

The review’s primary concern was that people think 
“doctor” means “physician.” If we let other practitioners, 
especially those practising privately outside settings where) 
there is responsible management necessarily in place, they 
will think they are being seen by a physician when they are) 
not. : 


Mr Cordiano: We are making it worse. I think I am| 
going to throw a wrench into all of this and say that wel 
should have restricted the terms to medical doctors. That! 
would have simplified everything. It is too late now because 
we have come along that slippery slope. There have been! 
many, many years of usage of those terms by dentists, by 
optometrists, and it is now very confusing. 

As for concern for the consumer, we do have a confusing 
situation on our hands, so I think we have to draw the line, 
with a view to the use of the term “PhD,” which is what I 
would recommend, and that is not restrictive. You still) 
have a real mess on your hands as far I am concerned. 


The Chair: The committee now stands adjourned until) 
2 o’clock this afternoon. 


The committee recessed at 1200. 
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The committee resumed at 1400. 

The Chair: Good afternoon. The standing committee on 
ysocial development is now in session. We have agreement from 
‘the Progressive Conservative caucus to begin promptly at 2 
‘0’clock. The parliamentary assistant is here. 

I understand there is going to be a joint presentation, or 





will be followed by the Ontario Society of Chiropodists. I 
understand you have a video presentation. Would you intro- 
duce yourselves for Hansard. I understand there is an agree- 
‘ment with the Ontario Society of Chiropodists that you 
_ will have a total of 25 minutes in your presentation and it 
will have 15 following. In total, there will be a 40-minute 
| presentation with questions and answers at the end of the 
two presentations. Is that agreed? 


_ Mr Springer: Actually, after my verbal presentation 
/we would prefer to separate the questioning. We will show 
the video in our part of the session, I will make a verbal 
| presentation and we can respond to questions. 

_ The Chair: In that case, as the agenda shows, there will 
‘be 20 minutes for each association and we ask you to leave 
‘time during your 20 minutes for questions. 

' Mr Springer: The society has agreed to give up five 
‘minutes of its presentation because of the length of the video. 
__ The Chair: In that case, you will have 25 minutes and 
they will have 15 minutes. 

j 





BOARD OF REGENTS OF CHIROPODY 


Mr Springer: My name is Andrew Springer. I am here to 
make a submission to the committee on behalf of the Board 
of Regents of Chiropody, the regulatory body of chiropody 
vand podiatry. Accompanying me are Neil Naftolin, a mem- 
ber of the board, and Peter Wilson, who is the chief of the 
Ontario chiropody program. Unfortunately, our chairman, 
(Dr Diana Schatz, is unable to attend due to the unfortunate 
_ passing of her father, Roland Michener, last week. 

' During the preparation for this presentation, and very 
“ commonly in years past, I have continually encountered 
_ Misconceptions regarding the function and the role of chi- 
‘ ropodists in the health care system. It has become increas- 
‘ingly evident that there is a lack of understanding about 
what it is that chiropodists do. This state of affairs is not 
surprising. Most people will not have encountered a chi- 
_ropodist and many have never heard of the profession. 

' In 1984 the board registered 150 practitioners, 34 of 
whom were chiropodists. In 1991 there are 319 practition- 
“ers registered with the board, 218 of whom are chiropo- 
_ dists. Compared to other professions which will be making 
' submissions here, this represents a very small group. Many 
_of you will not have had any direct contact or experience 
_ with chiropodists. To that end, our presentation is designed 
not only to allow for suggestions that we have to make 
regarding the Chiropody Act, but also to elevate chiropody 
from the conceptual level closer to a concrete reality, 
therefore providing you with another frame of reference 
for discussion. 
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With your indulgence, I will display a brief video 
which the Ontario Society of Chiropodists has agreed to 
include as part of its presentation. They are sacrificing, as 
you know, some of their time to allow for the showing of 
the video. The primary function of the video actually is for 
the recruitment of potential students, but I believe it will 
provide you with a broader understanding of what the pro- 
fession of chiropody has evolved into. 

Following the brief video, I will make my comments 
about our position on the act. 


[ Video presentation] 
1415 


Mr Springer: Thank you very much for your indul- 
gence. I hope that was informative for you. The board is 
very pleased that the Regulated Health Professions Act and 
its companion acts have reached this point in the legislative 
process. Certainly, in many ways, Bill 43 and Bill 45, the 
Chiropody Act, represent a significant improvement over 
the existing Chiropody Act, which, except for regulations, 
remains unchanged from its original form in 1944. 

We strongly endorse Bill 45 with one single suggestion 
for change. We believe the communication of a conclusion 
identifying a disease, dysfunction or disorder of the foot is 
an essential authorized act for chiropodists. We believe the 
nature of the authorized acts that chiropodists will perform— 


that is, cutting into the subcutaneous tissues of the foot, 


administering substances by injection into feet and prescrib- 
ing drugs—requires such communication. 

Every patient is entitled to informed consent to under- 
stand the nature and cause of their condition, the treatment 
of choice and the alternatives. Without the right to commu- 
nicate this information, the patients will not be fully in- 
formed. There has been some question as to the ability of 
chiropodists to actually provide this information. The edu- 
cation and training of chiropodists is designed to develop 
their powers of deductive reasoning, to allow them to come 
as close as possible to the cause of a problem and then to 
provide the appropriate care. 

This training, of necessity, has developed partially in 
response to public need and also in response to existing 
legislation and regulations which require presently that 
chiropodists furnish a diagnosis as part of each patient 
record. Included in our written submission is a list of chi- 
ropody-specific diseases and general systemic diseases 
which manifest themselves in the lower limbs. These are 
commonly seen in the practice of chiropody and are taught 
as part of the chiropody educational program. 

Chiropodists now provide approximately 250,000 patient 
visits per year in publicly funded clinical settings. This 
represents a very real saving in tax dollars because of the 
number of seniors particularly who are kept ambulatory as 
a result of their treatments. There is an impact on their 
physical and emotional wellbeing. Their ability to move 
around freely allows many to maintain a measure of inde- 
pendence and self-esteem that most of us do not value 
until it is threatened. 
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Being unable to diagnose will change the nature of the 
practice of chiropody. Recognizing the right of patients to 
full disclosure of information regarding their condition and 
treatment, chiropodists would have to refer patients back 
to their physicians to have the doctor relay information 
already discerned by the chiropodists and then send the 
patient back to the chiropodists for treatment. If this proce- 
-dure is projected over 250,000 visits, with allowances for 
the continual growth of chiropody in Ontario, this trans- 
lates into millions of dollars spent at no increased benefit 
to the consumer. 

You may ask why chiropodists, above other profes- 
sions who are seeking the same change in their acts, 
should be allowed to diagnose. Chiropodists are primary 
care practitioners. This means they commonly see patients 
without a physician’s referral. It is reasonable to assume 
that when a physician refers a patient to another health 
practitioner who is not primary care, a communication has 
already been made regarding the nature of the patient’s 
condition. This permits the patient to make an informed 
decision about his or her treatment. This assumption can- 
not be made about a patient who attends a chiropodist. 

By including this controlled act in the Chiropody Act, 
you will be ensuring that patients are fully and accurately 
informed by trained personnel, thus facilitating informed 
consent. 

In summary, the Board of Regents of Chiropody 
strongly urges you to seriously consider augmenting the 
list of authorized acts accorded to chiropodists in Bill 45 to 
include the communication of a conclusion identifying a 
disease, dysfunction or disorder of the foot. We feel that 
this is justified because the public has a right to informed 
consent; because this is not an expansion of the scope of 
chiropody practice but accurately reflects the training and 
practice of chiropody as it has existed in Ontario for quite 
some time; because there is a foreseeable increase in the 
cost of what is now a very cost-effective service to the 
province’s population; and because there is a legislative 
precedent in existence—specifically, the regulations of the 
present Chiropody Act, 1944. 

I thank the committee for its attention and hope that 
you will give our arguments every consideration. We will 
be glad to answer any questions you may have. 
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Mr Owens: That was an excellent presentation, Mr 
Springer. I have a question around your requested amend- 
ment, in that the video we saw was basically Toronto cen- 
tred. Have any morbidity and mortality studies been done 
in areas where chiropodists are available versus areas 
where they are not, with patients who have have circula- 
tory problems:as a result of diabetes or any of the other 
illnesses that would affect the feet? 


Mr Springer: I believe there have been some prelimi- 
nary studies. Mr Wilson might be able to respond to that. 


Mr P. Wilson: To my knowledge, there have been no 
such studies specific to chiropody. However, I understand 
there have been studies conducted which would lead one 
to the conclusion that if chiropody were introduced to that 
particular geographical region, there would certainly be an 
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impact and a need for that type of service and it would in 
fact enhance the health of the local community. 


Mr Owens: What happens now in some of the more 
remote areas where a chiropodist may be available but a 
physician is not available? Is the assessment and diagnosis 
made and passed on to the patient? Would this legislation 
be a change to current practice? 


Mr P. Wilson: First of all, with regard to current practice, 
since the introduction of chiropodists into the province in 
1982, physicians have not been involved in the referral of 
patients to chiropodists, nor have they been involved in the 
diagnosis of conditions of patients received by the chirop-| 
odists. The role of the physician has been that wherever 
there has been a designated physician in a particular hospital 
who would take an interest in chiropody, his or her respon- 
sibility has been to represent the chiropody department at 
the medical affairs level of the institution. It has been 
purely administrative. 

Aliso, to help smooth the introduction of this essentially | 
new profession or health discipline into the hospital, a 
physician has usually been identified but not in all cases. 
The relationship is not one where the chiropodist cannot | 
operate independently. 


Mr Cordiano: My question is probably directed at the 
ministry, but I would also like to direct my question to our 
presenters with respect to the point they make on the degree 
of sophistication of service they provide in the controlled act. 
Your suggestion is that because you provide that sophisti-} 
cated treatment, that you are authorized to perform those, 
acts, you would be able to evolve into a profession which | 
would be probably able to fill the gap which will be cre- 
ated when a cap comes into play in 1993 as suggested by 
this legislation for podiatrists. Correct? 


Mr Springer: I think that like any other profession, | 
there is room for evolution. The original ministry position, | 
I believe, felt that there was not really a gap in existence— 
above the level of scope of chiropody, that is—but that 
there was a lack of practitioners present. 

Our presentation is not based on the contention that we | 
want to evolve into that scope, but simply that to provide the) 
present scope as listed in authorized acts we would have to| 
be able to communicate this information to the patients. 


Mr Cordiano: I understand that. Perhaps I could direct 
my question to the ministry. 


The Chair: I have a question from Mr Wilson first anf 
there will be some time with the second presenter who will 
be discussing this. 


| 
Mr J. Wilson: I appreciate the answer to Mr 
Cordiano’s question, because it is a good one. As I under- 
stand it, you are currently communicating your assessment 
to your patients. 
Mr Springer: We are. | 
Mr J. Wilson: Do you know why you are being asked 
to restrict that function now? 
Mr Springer: I would have difficulty giving a full 
answer to that. My understanding is that there is an impact | 
on other professions, and that has been a concern. Our) 
response to that is that many of the professions that have’ 
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been presenting or will be presenting on this issue may not 
\be primary care. We can assume, if they are referred by a 
physician to that particular profession, that communication 
of that information has been passed on. 

_ I think it is an issue of professional pride as well for 
many people. Here we feel there is a very practical and 
real problem in restricting our present practice. 


| Mr Cordiano: To the ministry, then, I would simply 

put this: Will there, in your opinion, be a gap created be- 
tween the two professions at the time we are phasing out 
| podiatrists? There is not really anyone who is going to be 


| filling that void other than physicians. Is that what is en- 


| visaged by the ministry to take place? 


Mr Wessenger: I will have ministry staff reply to that 






Ms Bohnen: Specifically in terms of bone surgery? 
Mr Cordiano: That is what podiatrists are essentially 
practising in Ontario. That is the scope of their practice, if 
I understood correctly. 

Ms Bohnen: Podiatrists are not currently permitted by 
‘law to perform bone surgery. However, the review recog- 
‘nized that there would be demand for that service and 
evidence that podiatrists could competently perform lim- 
‘ited bone surgery, surgery that is in the bones of the toes 
and the forefoot, and so concluded that they should be 
‘permitted by law to do so. 

_ However, coupled with that was the decision that since 
Ontario in 1980 had decided to opt for a chiropody model, 
the number of podiatrists would be capped. As to whether 
‘there will be a gap in the accessibility of service, it was 
‘anticipated that those patients who require surgery and 
‘nothing but surgery will be able to obtain that service from 
the existing group of podiatrists when they are not available 
from orthopaedic surgeons. Other patients will be managed 
“more conservatively, using non-surgical techniques. 

Mr Cordiano: I am to understand, then, that orthopae- 
dic surgeons would perform the exact same function, or do 
‘that now, as a matter of course. What we are allowing in 
‘this legislation is for podiatrists to perform a minimal type 
surgery? 

Ms Bohnen: “Minimal” in the sense that it is only 
certain parts of the foot and certain kinds of surgery. 


Mr Cordiano: That is what I mean. 


Ms Bohnen: Yes, that is correct. Orthopaedic sur- 
geons, of course, also do surgery on the foot. 

Mr Cordiano: What impact would that have on ortho- 
| j paedic surgeons with respect to their practice at the present 
‘time? Podiatrists are not providing that service now, so 
orthopaedic surgeons are currently doing what is required 
with respect to surgery on the foot. 


Ms Bohnen: You may wish to ask this of the podia- 
_trists whom you will be hearing from shortly, but it is my 
understanding that in a sense they have been functioning in 
_akind of limbo. A number of them were performing this 
kind of surgery. One particular podiatrist was taken to court 
| by the College of Physicians and Surgeons of Ontario. 
| This highlighted the fact that the kind of bone surgery 
eos done was not lawfully provided by podiatrists at this 
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time and put the board of regents in the position of having 
to police a prohibition which perhaps previously had not been 
well enforced. I think you should ask the podiatrists to what 
extent, prior to announcement of this new legislation, their 
members had nevertheless been doing surgery which 
under current Ontario law is restricted to physicians. 


The Chair: We are going to have an opportunity this 
afternoon. We will be hearing from two more groups, the 
Ontario Society of Chiropody and also the Ontario Podia- 
trists Association. That should afford you an opportunity to 
pursue the line of questioning further. 

Thank you for your presentation. 
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ONTARIO SOCIETY OF CHIROPODISTS 


The Chair: I will call now on the Ontario Society of 
Chiropodists. Welcome to the standing committee on social 
development. You have 15 minutes for your presentation. 
We would ask that you please leave some time for ques- 
tioning from members of the committee. Please begin your 
presentation by introducing yourself. 


Mr Kerbl: My name is David Kerbl. I am a practising 
chiropodist. I am also the president of the Ontario Society 
of Chiropodists. Our society represents 107 practising chi- 
ropodists throughout Ontario. In addition, our position on the 
proposed Chiropody Act, the position I am about to present, 
is supported by 78 chiropodists who are not members of the 
society, which represents about 88% of practising chiropodists. 
They have shown their support through letters written to the 
executive, copies of which I will be happy to share with you. 

With me are Peter Guy, who has worked in institutional 
and private practice and is now clinical instructor at the 
Ontario chiropody program, and Olga Laland, who practises 
now at Victoria Hospital in London but previously prac- 
tised in clinics in northern Ontario in underserviced areas. 

Chiropodists are foot care specialists, and the develop- 
ment of chiropody in Ontario is a function of government 
policy. I thought it would be useful if I explain for a mo- 
ment how that came about. 

In 1970 an Ontario government task force forecast that 
the foot care needs of Ontarians, particularly seniors, would 
increase beyond the capacity of the established medical 


_ profession and other existing health care professions, in- 


cluding podiatry, to meet them. The task force recom- 
mended a model oriented specifically to foot care. This 
thrust is consistent with trends in other jurisdictions—the 
US, the UK and Australia—where chiropody or podiatry 
flourish by filling a gap in the health care spectrum. 

In 1981 a decision was made by the government in 
power that Ontario would accommodate the accelerating 
demand for foot care through the so-called UK chiropody 
model. This meant that a chiropody school was set up in 
Ontario, with the clinical parts of the curriculum being 
delivered at Toronto General Hospital and the didactic por- 
tions being delivered at George Brown College and in- 
creasingly at what is now called the Michener Institute. 
While awaiting graduation of Ontario-trained chiropodists 
to meet the demand, UK-trained chiropodists were im- 
ported to fill the gap. 
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Chiropody care is delivered through institutions such 
as hospitals and clinics. I should emphasize, because it is 
important background for what I am going to say later on, 
that an increasing number of chiropodists practise in com- 
munity-based clinics and provide chiropody services to 
nursing homes where there is little or no medical supervi- 
sion over the treatment the chiropodist provides. I, for ex- 
ample, practise in Ottawa in a group practice with two 
podiatrists. 


What distinguishes chiropody—and podiatry, by the . 


way—from other modes of foot care delivery is that our 
treatment modalities focus on the foot, and the approach to 
foot care revolves around the presumption that improper 
foot function, or “mechanics,” is the root of many foot 
problems. When confronted with a foot ailment, we ad- 
dress function as well as the actual symptoms. We believe 
this is what makes chiropody as a discipline a highly suc- 
cessful model. 

An unfortunate side-effect of the way in which chirop- 
ody has been developed in Ontario is that the interests of 
chiropody and podiatry have been placed in conflict. Many 
in our profession, the Ministry of Health and our regula- 
tory board see the continued existence of podiatry as a 
threat to our profession. 

We in the OSC know that chiropody alone, at least in 
its current configuration, cannot meet the demand for qual- 
ity foot care in Ontario. With current demographic and 
other trends, in particular what is known as the greying of 
Ontario, this situation will only get worse. However, we 
also know that as long as US-trained podiatrists are al- 
lowed to enter and practise in Ontario, chiropody will be 
stultified. It will never be able to grow and develop, as 
chiropody has elsewhere, in response to the legitimate and 
actual health care demands. 

It is unfortunate that the interests of one health care 
profession have been juxtaposed against another, espe- 
cially when today, demand for quality, professional, full- 
scope foot care far outstrips supply. But this is a function 
of a public policy decision made by a government over 10 
years ago and confirmed by every subsequent government. 

What those professionals whom I represent want, 
therefore, is a recognition by policymakers that chiropody 
must be allowed to evolve and grow in order to satisfy the 
foot care requirements of Ontarians. This was what the 
Health Professions Legislation Review process was all 
about: establishing, on one hand, an effective regulatory 
framework, while on the other hand making the frame- 
work flexible enough to respond and adapt to the legiti- 
mate and natural evolution of each profession. That 
evolution occurs because of constant developments in 
training and procedures and in response to patient demand. 

Chiropody has benefited greatly in Ontario by being a 
creature of government. In crude terms, were it not for a 
government decision made a decade ago, the chiropody 
model would not exist in Ontario. The burden of foot care 
would be delivered by podiatry—the profession chiropody 
has been designed to supplant—and by other health care 
professionals. 

Being a creature of government also has its disadvan- 
tages, the major one being the extent to which government 


fiscal and policy objectives, rather than patient demand, 
dictate the evolution of our profession. We recognize that 
fiscal constraints impact to some degree on every health 
care professional group. In our case, fiscal constraints have 
meant that insufficient resources are available to many 


hospitals and institutions for chiropodists to practise full- 


scope chiropody. While our training has generally evolved| 
to keep pace with chiropody elsewhere, particularly in the| 
UK, public policy constraints have kept us from practising 
full-scope chiropody as practised in most other jurisdictions. 
In practical terms, our scope of practice for chiropody— 
and I am talking about what most of us do in institutions, 
as opposed to what we are trained or legally qualified to 
do—now lags behind the UK model we were supposed to 
emulate. | 

I must convey to you the deep sense of frustration 
many chiropodists feel in being unable, because of policy 
constraints, to deliver the type of foot care we have been 
trained to provide. We have in our profession a revolution 
of rising expectations that are not being met. This unmet} 
revolution of rising expectations has caused a significant 
decline in the number of chiropody students enrolling in,) 
or graduating from, the chiropody program. It has caused a 
small number of chiropodists to move into private clinics} 
on a full- or part-time basis. A few chiropodists have left 
the profession; a few have gone to the US to train as 
podiatrists and hope to return to practise as podiatrists in| 
the “podiatric scope” defined by the proposed legislation. 

We would like, however, to thank the government and 
previous governments for bringing forward the Regulated’ 
Health Professions Act and the proposed Chiropody Act. 
Madam Chairman, if I might, I would like to acknowledge 
in particular the role you played as Minister of Health and 
the role you continue to play. The proposed legislation will| 
remove many anomalies and some uncertainties relating to 
our profession and will begin to bring our scope of prac- 
tice up to speed with our training, existing technology, and) 
patient and practitioner expectations. This brings me to) 
two specific issues I would like to address. . 

First, while our podiatry colleagues have the right to! 
diagnose under the proposed Chiropody Act, chiropodists} 
do not. We feel this is an unwarranted anomaly for four) 
reasons: . 

1. Under the existing Chiropody Act, we have to date 
exercised the right to diagnose. To the best of my knowledge, | 
there have been no issues or problems raised as a conse- 
quence of chiropodists exercising that statutory power, and| 
I see no reason for it to be removed. Our regulatory board 
is of the same view, as are our podiatric colleagues. 

2. In our clinical and didactic training, we are trained to 
diagnose. We can document and explain this further if you 
wish. Perhaps this is something Peter Guy, who teaches at) 
the school, can respond to. 

3. Without the power to diagnose, chiropodists cannot 
be primary contact practitioners. The practice of chiropody, 
will be restricted to institutions, under the supervision of a| 
medical practitioner. Such a restriction means that chiropody| 
can never become a decentralized, community-based system) 
in response either to patient demand or to the legitimate. 
aspirations of chiropodists. s| 
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| It also means that practitioners such as. Olga, who prac- 
_tised for a time in an outlying area and spent most of her 
time outside the hospital setting, will not be able to deliver 
| the service they now provide. Without the ability to diag- 
| nose, chiropody will be restricted, as a practical matter, to 
: large institutions in the larger urban centres. 
_ 4, Without the ability to diagnose, our patients cannot 
‘make an informed consent to the treatment being offered 
\by a chiropodist. 
| The other issue I would like to raise relates to the 
so-called podiatric cap, the provision whereby no podia- 
‘trist may be licensed in Ontario after July 1993. For the 
reasons I have set out in my introductory remarks, I want 
to make it clear that the Ontario Society of Chiropodists 
‘does not support the podiatric cap. It will impose a glass 
‘ceiling on our profession, an arbitrary restriction on the 
natural evolution of chiropody. 
The professionals I represent expect that some day 
‘Ontario-trained chiropodists will be able to perform the 
licensed acts now limited to podiatrists under the proposed 
Chiropody Act. Without that potential, our profession will 
stultify and grow stagnant. I have already mentioned that 
_chiropody in other countries is surpassing the Ontario 
model. In the UK, for example, on which our program is 
_supposed to be modelled, chiropodists are being trained in 
_post-graduate courses to perform bone surgery, and chirop- 
Odists routinely perform bone surgery in some National 
‘Health Service areas. In Ontario, bone surgery is reserved 
for podiatrists in the proposed act. As written, Ontario chi- 
_ropodists will never be allowed to perform bone surgery. 
I emphasize the point that the podiatry cap not only 
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‘son we oppose the cap and would support any amendment 
‘that allows chiropodists, some day and with the requisite 
‘training and in response to a demonstrated need, to per- 
form the licensed acts now reserved for podiatrists. 

Our solution is simple. The wording of subsection 3(2) 
need only be amended to apply to US or any other foreign- 
‘trained graduates of podiatric medicine, leaving it open to 
qualified Ontario- or Canadian-trained chiropodists to 
‘practise in the so-called podiatric scope. This will accom- 
‘modate the revolution of rising expectations that I men- 
‘tioned earlier and will, ultimately, be in the best interests 
of the public. | 
__ That concludes my remarks, and I will be happy to 
_Tespond to questions. 


_ Mr Owens: Thank you for your presentation, Mr 
/Kerbl. Looking at the act under section 4, which to us is the 
chiropodists, and then looking at the section that addresses 
podiatrists, can you tell me why you are allowed to do an 
“assessment and then treatment but not to tell me why you 
‘are doing what you are doing to me? Is there a rationale? 
‘Am I missing something in this language? 

| Mr Kerbk: This is our concern as well, in that we are 
currently communicating these conclusions to our patients. 
The current “assessment” versus “diagnosis” wording is very 
confusing. To our understanding, we require the ability to 
‘communicate this conclusion to our patients in order to 
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continue to treat patients the way we have over the last 
eight or so years since the program was developed. 


Mr Owens: Madam Chair, can I put this question on 
the list of supplementary questions that we will speak to 
the ministry about? 


The Chair: Yes. 


Mr Cordiano: I asked the question in the previous set 
of presentations, and I think you have answered most of it 
for me in your brief, with respect to where you would like 
to see chiropodists evolve into a practice that would in- 
clude, some day, the act of surgery being performed by 
your profession, I suppose. I think the question that I asked 
of the ministry earlier was, would the set of circumstances 
we are going to be imposing with the new act not create 
something of a gap down the road when, at some point, all 
of the podiatrists, by natural forces or otherwise, are no 
longer with us? What would happen to that niche in the 
health care market? If it is not going to be served by you, it 
would be served by, presumably, orthopaedic surgeons. 
How would you respond to that? 


Mr Kerbl: I totally agree, because there is a difference 
currently between—in the new act—what chiropodists and 
podiatrists would be willing to do. In fact, podiatry is 
phased out; there will be a segment that will no longer be 
delivered. Presumably that could be delivered by orthopaedic 
surgeons, and my response is that there is no reason they 
could not be providing that at the moment. 


Mr Cordiano: And they do not? I do not know; I am 
asking. Anybody can answer that. 


Mr Kerbl: I cannot speak on behalf of orthopaedic 
surgeons, but if those services were being provided, then 
there would be no reason for podiatrists at the moment to 
be providing them. We know that chiropody and podiatry 
exist because there is a lack in other professions and we do 
fill a niche. 


The Chair: Thank you very much for your presentation. 
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The Chair: I call now on the Ontario Podiatry Associ- 
ation. Welcome to the standing committee on social devel- 
opment. Would you begin by introducing yourselves. You 
have 20 minutes for your presentation, and we would ask 
that you leave some time at the end for questions from 
committee members. 


Mr Zamoje: Thank you. My name is Tony Zamojc. I 
am a doctor of podiatric medicine and I am the president of 
the Ontario Podiatry Association. With me is Neil Koven, 
the vice-president of the association. Neil is a doctor of 
podiatric medicine as well; he practises in Mississauga. 

The Ontario Podiatry Association represents the majority 
of podiatrists in Ontario and is part of the Canadian Podiatry 
Association. In Ontario, podiatrists are licensed and regu- 
lated by the Board of Regents of Chiropody under the 
Chiropody Act of 1944. 

Since there is no podiatry school in Canada, podiatrists 
earn their doctorate in podiatric medicine after a four-year 
program in one of the seven US colleges of podiatric 
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medicine. Entry to any of these colleges requires an under- 
graduate science degree. All applicants must also take the 
Medical College Admissions Test, also known as MCAT, 
and competition for entry is very intense. After graduation 
and before being licensed, many podiatrists serve a hospi- 
tal internship or residency, and this can range between one 
and four years. 

Before moving to the specifics of the proposed legisla- 
tion, I want to preface my remarks by stating that the 
proposed Chiropody Act is supported by my membership. 
Although both podiatry and chiropody are dedicated to 
foot care, the bill recognizes the distinctions between the 
two professions, which spring essentially from the differ- 
ences in our current levels of training. 

The Ontario Podiatry Association views chiropody and 
podiatry as complementary professions, sharing the same 


health care sector but focusing on different parts of the 


spectrum by virtue of our respective training, scopes of 
practice and delivery modes. For example, the unique and 
enhanced training associated with podiatry—generally, four 
years of post-graduate education for podiatry as opposed to 
three years of post-secondary training for chiropody—means 
that certain procedures are more appropriately attended to 
by one of the professions as opposed to the other. I point to 
section 5 of the proposed act, which draws a clear distinc- 
tion between podiatric and chiropody scopes of practice. 
Under section 5, podiatrists are granted the authority to, 
first, diagnose, and second, to perform bone surgery. 

I can tell the committee that the podiatric profession is 
pleased that the proposed act provides the legislative con- 
firmation of a podiatric scope of practice commensurate with 
our training, abilities and patient demand. For that reason 
alone podiatrists support this bill, and we acknowledge, 
with thanks, the role that the current and previous ministers 
of health—in particular you, Madam Chair—have played. 

Unfortunately, I cannot restrict myself to simply high- 
lighting the benefits of the proposed legislation. I must 
also address, in the time allotted, our outstanding concerns 
relating to two issues. 

The first relates to a mistaken perception that the interests 
of chiropody and podiatry are at odds or in conflict with 
each other; that somehow the development of foot care in 
Ontario has been a zero-sum game: a gain by one profes- 
sion was a loss to the other. As a result, one might con- 
clude that podiatrists would be opposed to chiropodists 
having the diagnosis function. I would like to state un- 
equivocally that the podiatry profession has no objection 
to the diagnosis function being accorded to chiropodists. 
By the diagnosis function, I mean the power to communi- 
cate a conclusion. In fact, it would be logical in our view 
that since chiropodists are to perform surgical procedures, 
they must be allowed to diagnose. Since we are not in- 
volved in any way in the chiropody training program, we 
have no basis on which to judge whether chiropodists are, 
indeed, trained to diagnose. The board of regents, how- 
ever, is, and we note that the board supports authorizing 
chiropodists to diagnose. 

In short, if the legislation is amended to allow chiropo- 
dists to diagnose as one of their licensed acts, you will get 
no argument from podiatry. 
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Our second and only other concern deals exclusively 
with podiatry. The Ontario Podiatry Association regrets 
that the proposed act would legislatively implement a plan 
on behalf of the ministry to eventually consolidate foot, 
care in this province under one profession: chiropody. The! 
ministry’s intention is accomplished by establishing July; 
1993 as the cutoff point, after which no new podiatrists| 
can be licensed to practise in Ontario. 

We find this regrettable and inconsistent. On the one 
hand, the ministry and act have recognized the unique| 
training and role that podiatry plays in foot care. On the 
other, however, it is prohibiting the entire foot care profes-| 
sion from evolving and growing in response to patient 
demand and natural professional evolution. 


There are two subsidiary issues here. First, the under-| 
standing we had with the Schwartz committee and the| 
ministry was that the effective date of the cap would be 
three years after the date on which the legislation was 
tabled. That, then, is July 1994. By moving the date to! 
1994, all Ontario residents currently in podiatry programs 
in the United States would have the opportunity to return 
to practise in Ontario. We strongly urge the committee to} 
make this very simple and valid amendment in the spirit of 
our original agreement with those responsible for the| 
Health Professions Legislation Review. 

The second concern is more substantive. Although| 
frankly we do not agree with the rationale, we understand) 
the public policy reasons for putting a cap on US-trained 
podiatrists practising in Ontario. What we do not under-| 
stand is why any government would want to prohibit 
Ontario-trained or even Canadian-trained podiatrists from| 
practising in Ontario at some date in the future. | 


The podiatry scope represents the natural evolution of 
the chiropody profession. We can document a persistent 
and growing demand for podiatric services. With the grey-| 
ing of Ontario, that demand will increase. As the number! 
of podiatrists declines, who will fill that need? Experience 
shows that orthopaedic surgeons and general medical prac-| 
titioners cannot. | 

The logical and natural successors to podiatrists in 
Ontario are chiropodists, trained to perform what is now} 
called the podiatric scope of practice. The Schwartz com- 
mittee recognized this, we recognize it and our colleagues 








The podiatric cap militates against the natural evolution| 
of the chiropody profession and will leave Ontario, some 
day, without enough qualified practitioners to respond to 
patient demand. We propose keeping to the podiatric 
cap—extended, of course, to 1994—but applying only to 
foreign-trained doctors of podiatric medicine. This pro- 
posal is in harmony with the intent of the legislation, that 
being to create a flexible framework that accommodates 
the natural and legitimate evolution of the regulated health 
care professions. To retain the cap is to place an arbitrary’ 
and artificial cap on chiropody and engage in an exercise 
of swimming against the tide. 

That concludes my remarks. I think you will agree that, 
our proposals are in the public interest, and we would be 
happy to entertain questions at this time. 
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. Mr J. Wilson: I am trying to get a better understand- 
“ng of the cap on podiatrists in 1993. Is it your understand- 
ing that it is the ministry’s intention to expand the scope of 
gractice of chiropodists at that time? We are not just put- 
sing podiatrists out of business; we are, I understand, put- 
_cing them into one profession called chiropody. 

_ Mr Zamoje: Yes, the legislation for the act is in basi- 
cally a two-tiered system. One will include the additional 
sortion as bone surgery for podiatrists in the province, and 
then the soft-tissue surgical procedures, ingrown toenails, 
warts and things like that, as well as injections and pre- 
scriptions, are extended to everybody. So there is that addi- 
tional section that makes the podiatric portion of the act 
slightly different. 


_ Mr J. Wilson: I understand that, but what about after 
July 1993? 

~ Mr Zamoje: In July 1993—or, what we are hoping 
for, 1994—basically any podiatrists who graduate in the 
United States, regardless of whether they are Canadian— 
for example, practising out in British Columbia—if they 
wish to come back to Ontario after that date, would be 
allowed to practise under only the chiropody side of the 
profession. They would not come in under the podiatric 
scope after 1993 or 1994. That is the end of that podiatric 
scope for anybody coming in at that time. 


_ MrJ. Wilson: So after July 1993 or 1994, chiropodists 
are limited to the scope of practice that we are being asked 
‘to pass. If this passes, podiatrists would then be limited to 
the same scope and neither will be doing bone surgery, 
which podiatrists are still doing. 

' Mr Zamoje: But American-trained podiatrists would 












‘scope. Actually, there is one error in that. 
_ Mr/J. Wilson: I am just trying to get a feel for the state 
of affairs after July 1993. 
Mr Zamojc: There is one error in that. The practising 
podiatrists in British Columbia, if they are licensed before 
the 1994 date, can enter Ontario and practise at the full 
Podiatric scope. 
_ The Chair: For clarification, I have had a request from 
the parliamentary assistant to clarify. Is that acceptable? It 
will probably use up your remaining time. 
_ Mr Wessenger: I would like the ministry to clarify this 
point. 
_ Ms Bohnen: The scope of practice of podiatry will not 
narrow on that date in 1993. What will happen is that no 
further additional podiatric registrants will become regis- 
tered with the college, so that there will be a limitation on 
‘the group of practitioners entitled to practise the expanded 
scope. That is the significance of that date. 
_ Mr J. Wilson: What happens eventually when your 
podiatrists die off? Who does bone surgery? 
Ms Bohnen: There are two answers to that. One answer 
‘is that orthopaedic surgeons do the bone surgery, which is 
what they do today. The second answer is that, should 
‘there be a need in the future identified for further practi- 
tioners of bone surgery and, second, should the educational 
perogram for chiropodists in this country be expanded to 


not be allowed into Ontario to practise under the podiatric 
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teach bone surgery, then at that point I think we would 
expect to see a proposal for an amendment to the act which 
would be circulated and placed before the advisory council. 

Mr Waters: What kind of cost difference are you talk- 
ing on these types of things? It is to serve the public. You 
are saying that as podiatrists die out, I guess, it will all be 
picked up by someone else. Is that an increased cost? 

Mr Burrows: I would like to suggest that question be 
best directed to the members of the profession in terms of 
comparative incomes and so forth. However, I would like 
to point out that the chiropody model, as a matter of minis- 
try policy, has existed since the early 1980s and has not 
changed under three successive governments. The need, in 
the ministry’s opinion, has been for a much broader access 
but limited scope of practice because the need in such 
groups as senior citizens for some sort of low-risk but 
preventive and supplementary care is what has led to the 
formation of that policy. 

But, as Linda pointed out, should circumstances 
change in the future, the notion under this legislation is 
that it is living legislation and should that need be there 
and the need for additional practitioners present itself, 
there is a fairly ready way of amending things so that 
could occur. But that would require a policy change and a 
decision at that time. 
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Mr Cordiano: So in that sense, the ministry has virtu- 
ally identified a lack of need for this type of specialized 
foot: care. At some point in the future when podiatrists are 
no longer with us, that void would naturally be filled by 
orthopaedic surgeons who are currently providing the 
same surgical treatment. 


Ms Bohnen: Yes. In respect of surgical treatment in 
the forefoot, yes, what you said is quite correct. 

Mr Cordiano: So orthopaedic surgeons are, as a mat- 
ter of course, doing this regularly at the present time? 


Ms Bohnen: I believe so. 
Mr Cordiano: I should ask the former minister. 


Mr Hope: Just for clarity, you are saying “foreign- 
trained” and they are saying “US- or foreign-trained.” I 
would like to know what the difference is. 


Mr Zamoje: We are basically stating that if there is a 
podiatrist produced in this country and working in British 
Columbia, because British Columbia also has a podiatry 
group, and Quebec is in the process of producing a podiatrist 
model with additional training out of New York colleges of 
podiatric medicine—the eventual evolution of a school of 
podiatric medicine in this country, which is conceivable 
either in Quebec or in British Columbia in the future—we 
want to make sure there is still an opening for those trained 
people to enter Ontario, rather than limiting it to just the 
American-trained. We can see the point of the Americans, 
but when it is our own citizens of anywhere in the country 
who do not have that free movement to practise, we basically 
say “foreign-trained.” That would be anybody outside of 


Canada. 


Mr Jackson: I am trying to get a sense of the concepts of 
deinstitutionalization and access here. I am getting nervous 
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about the phase-out of podiatrists coupled with the loss of 
diagnostic abilities for chiropodists. Essentially, the out- 
come of that would be the need for more physicians to 
examine foot ailments and do referrals to orthopaedic sur- 
geons. I have had bad experiences with orthopaedic sur- 
geons and really good ones with podiatrists and 
chiropodists; it has probably saved OHIP thousands of dol- 
lars. I am now nervous that both groups have referenced 
institutional settings and yet the model for care for the 
elderly in this province will be in a deinstitutionalized 
vein. I am really nervous about this because it will be more 
costly. It might be a Rolls-Royce health care system that 
we can fast-track them all to orthopaedic surgeons, but by 
the same token, there is a whole lot of preventive areas 
involved with foot care that might be limited here. Would 
you like to comment on my concern? 

Mr Zamoje: One problem in the legislation, especially 
with the cutoff date being so finite, is that there is no room 
for the evolution chiropodists have mentioned, as well as 
us, into what Ontario can have as a full scope of chirop- 
ody. There is one, then we die off and then there is some- 
thing else with this space in between. There is no evolving 
process going on with an interrelationship between the 
two. That is a weakness I see in the thing as well. That is 
possibly one of the reasons for the attempt at making the 
1994 date, which is still a finite date, but allows all the 
Canadians down in American schools to come back, as 
well as providing the other side of it to provide Canadian- 
trained podiatrists. There will be more of bridging that gap 
between the two, and the free movement of that level 
country-wide will provide that. In that respect, I feel this is 
going to help that gap we referred to earlier as well. That is 
really my only comment. 

The one thing I would like to note is with regard to the 
orthopaedic surgeons and us doing surgery or foot care as 
well, there are differences and similarities between the two, 
versus ambulatory foot surgery and the use of orthopaedic 
supports and devices and that kind of thing. There is a sort 
of continuum with the orthopaedic surgeons as well, so I 
feel we are all going towards the same goal providing a 
service at a multistaged sort of level. 


The Chair: Mr Owens, I have a note that you had a 
question on this matter of the ministry. Did you want to 
ask the parliamentary assistant at this time to get it on the 
record, or has it been answered in the discussions? 


Mr Owens: I think it has been answered. 


The Chair: A question from Mr Jackson to the parlia- 
mentary assistant to be answered at a later time? 


Mr Jackson: Yes, that has to do with long-term care 
reform. I would like to know to what extent foot care matters 
are being considered in that discussion paper as it relates to 
the issues I am concerned about with respect to access and 
deinstitutionalization. I would like to know to what extent 
there is a dialogue or thinking going on between this piece of 
legislation and the long-term care agenda. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate hearing from you. 
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the board of the vision council. 
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VISION COUNCIL OF CANADA 

The Chair: The next presenters, Vision Council o 

Canada, please come forward. We ask that you begin you 

presentation by introducing yourselves. You have 20 minutes 

and please leave some time at the end for questions fro 
committee members. 


Mr McArthur: Madam Chair, members of the com 
mittee, good afternoon. My name is John McArthur. I am 
pleased to be here to present this brief on Bill 59, An A 
respecting the regulation of the Profession of Opticianry 
in my capacity as president of the Vision Council of Can- 
ada. I am joined today by Ross King, who is a member 0 


First, I would like to give you a bit of backgroun 
about the Vision Council of Canada. The VCC is a nation 
wide, non-profit organization which was incorporated i 
early 1989. In Ontario its members represent a significan 
number of retail optical outlets. VCC members and sup- 
porters employ over 1,000 people, including more than 
25% of the province’s licensed opticians. Our mandate i 
to ensure that the highest quality of eye care products an 
services are available to the public at a reasonable cost. 

The VCC fully supports the goals of this package of 
legislation. We believe that the system of patchwork acts 
which currently regulates the various professions has ofte 
led to inconsistent policies and has made it extremely diffi- 
cult to address emerging problems. The RHPA and the 21 
acts governing the individual professions will ensure that 
the public will be accorded the same rights and remedies 
regardless of the professional providing the treatment ol 
advice. 

As it relates to the vision council and our presentation 
before your committee today, we believe the legislation 
governing the profession of opticianry falls short in one 
very important and fundamental respect: the absence of a 
precise definition of the act of dispensing eye wear, both in 
the opticianry scope of practice and the authorized act. 

The vision council believes that the lack of such a 
definition will or could result in unnecessary and costly 
commercial restrictions on the practice of opticianry. The 
Vision Council of Canada believes the following definitio 
of “dispensing” should be added to the Opticianry Act. ] 
will quote: 

“The final verification of an ophthalmic appliance for 
conformity and suitability to a prescription issued by a 
prescriber and the final fitting and delivery of the ophthal- 
mic appliance to the designated person.” 

For purposes of consistency, we would respectfully 
suggest that this definition also be included in Bill 60, An 
Act respecting the regulation of the Profession of Optome- 
try. We believe this definition, in conjunction with the con- 
trolled act, appropriately identifies and controls the limited 
risk involved in the dispensing of eye wear. At the same 
time it preserves the role of the optician in this process. 

Without a definition of dispensing, there is no certainty 
as to what the government intends to be a controlled act 
limited to the profession of opticianry. Conversely, there is 
no certainty about what is permitted to be done by their 
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mlicensed and unregulated assistants or staff. At the same 
ime, an overly broad definition of dispensing, such as the 
me under which opticians are currently regulated, neither 
lacreases accountability, and thereby the quality of our 
‘roduct, nor improves access. In fact, it potentially im- 
vedes access. Without a specific definition of dispensing or 
a one which is too broad, an optician could be required 





What does this mean in practical terms? It means that 
'n the majority of optical retail stores, the optician must 
‘hut down his store to go to lunch. It means that in the 
| xisting legislative framework and potentially under the 
/egislation we are discussing, should his assistant help a 
‘lient choose a frame, the optician can be charged by the 
|30ard of Ophthalmic Dispensers and/or its successor col- 
| ege with a violation of the act. It means that access to 
| uality eye care is more difficult and more expensive. This 
i's also the result of the broad definition of dispensing in- 
' cluded in the legislation currently regulating opticianry. 

We believe that in introducing the RHPA and its com- 
/ anion pieces of legislation, the government made a con- 
} scious decision to depart from the present system. We hope 
hat it will carry its decision through and include a focused 
' jefinition of dispensing 1 in Bill 59. 

| At this point it is important to note that what we are 
| suggesting would in no way create a greater risk of harm 
or the public. In a letter to the Board of Ophthalmic Dis- 
densers, Dr B. J. MacInnis, chairman, professional affairs, 
section on ophthalmology of the Ontario Medical Associa- 
tion, wrote as follows, “An incorrectly dispensed prescrip- 
tion for a visually mature adult may blur vision, cause 
diplopia”—which in lay terms means double vision—“in- 
| duce an heterophoria”—meaning causes problems with re- 
}gard_ to focusing on an  object—“cause 
asthenopia”—which is eyestrain—“or induce headaches.” 

| Most significantly, Dr MacInnis added, “No permanent 
harm ensues.” — 

| The section on ophthalmology does believe that con- 
tact lenses have a very definite potential for permanent 
harm and should be dispensed only by regulated profes- 
sionals. We agree. They state as well that an incorrectly 
dispensed prescription for a child under the age of visual 
maturity, which 99% of the time is under nine years old, 
carries the potential for harm in the form of amblyopia, 
which is a dimness of sight. Again we would agree. 

_ The vision council believes that these two potential 
areas of harm should be specifically controlled, either di- 
rectly i in the legislation or in ensuing regulations. We wish, 
however, to emphasize again the limited risk of harm over- 
| all that is associated with the dispensing of eyeglasses. 

: As you deliberate this issue, we hope that you will 
‘consider the following: A staff study by a US government 
| agency looking at issues similar to those reviewed in this 
| process found that, “commercial practice restrictions. ..ac- 
tually decrease the quality of care in the market by de- 
) creasing the frequency with which consumers obtain eye 
care.” In fact, there are many North American jurisdictions 
| which do not regulate opticians to the degree Ontario does, 
| without any adverse consequences to the public. 
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_In her comments during second reading of the legisla- 
tion, former Health minister Evelyn Gigantes commented, 
“It is important for us to acknowledge that there is such a 
thing as overmedicalization.” While Ms Gigantes was not 
directly referring to opticianry, we believe that the concept 
is applicable here. We are asking you not to overmedical- 
ize the provision of eyeglasses. 

Again, we support the intent and the direction of this 
legislation and heartily endorse one of its primary objec- 
tives, the protection of the public from risk of harm in 
health care. We ask, however, that you not use it for a 
purpose for which it was not intended. We ask that you not 
use it to protect the profession’s self-interest. We do ask 
that you use it to protect the public and to ensure a high- 
quality, cost-effective health care. Thank you very much. 
We would welcome your questions. 


Mr J. Wilson: Thank you for the presentation. I have 
yet today to hear any reason why your proposal concern- 
ing the definition of dispensing is not workable, but if we 
did not include it in the act as an amendment, just on the 
employment side, which is certainly not addressed—you 
have, I would imagine, among your members and in their 
shops a great many technicians—do you have any idea 
how many people might be affected? You would still need 
them to do some of the work, but if they are not actually 
doing the dispensing— 

Mr McArthur: You are talking about non-opticians? 

Mr J. Wilson: Non-opticians. 


Mr McArthur: I actually could not give you a number 
of individuals who would be affected. It would be a con- 
siderable number of that thousand that I referred to with 
respect to our specific membership. It would be signifi- 
cantly larger than that, considering all of the optical retail 
community. 


Mr J. Wilson: I ask because I have a couple of good 
friends who I think work for you. 


Mr McArthur: I am sure their jobs are secure. I think 
the absence of a definition, first, leaves in great question 
what exactly is the role of an optician and what can or 
cannot someone who is not an optician do. There are many 
today working with that uncertainty over their heads and 
they do not know what in fact they are allowed to do and 
not to do. That is why we believe that specifically defining 
what the act of dispensing is, and we believe, as we have 
suggested, that the definition ought to be restricted to those 
areas where there truly is a risk of harm, will protect the 
public and provide the most cost-effective and accessible 
health care. 


Mr J. Wilson: Would your amendment need another 
sentence added to do exactly that, restrict it to those areas 
where there is indeed severe risk of harm? You give a 
suggested definition on page 2, and then you do mention 
the two exceptions of children and contact lenses. 


Mr McArthur: I think in any event both of those con- 
ditions would be protected by the definition that we have 
proposed, in that nobody would be leaving an optical out- 
let without having had an optician check the ophthalmic 
appliance and verifying that it is correct according to the 
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prescription and that it has been fitted correctly to the 
patient’s or customer’s face or eyes. 

Mr J. Wilson: And the liability would still be with the 
optician, clearly? 

Mr McArthur: Absolutely. 


Mr Owens: If we were to agree to the proposal of the 
amendment, and you are suggesting this would lead to 
increased consumer protection, would it also help in terms 
of the cost of glasses and prescription lenses and things 
like that to some extent? How would it do that? 


Mr McArthur: The fact is that currently, with the un- 
certainty that revolves around what someone who is not an 
optician can do, it can lead to someone who has been 
trained for a two- to four-year period of time. doing a task 
you do not require that amount of training to do. 

A for instance is deciding on what set of frames you 
want, forgetting about the lenses that go inside them. That 
is to a great extent a fashion issue. It is also to a certain 
extent a comfort and fit issue. You do not require to be 
educated for that period of time. 

Having been educated, that accreditation carries with it 
a salary that is higher than would otherwise be the case, 
without necessarily providing any increased service to the 
public, and certainly not eliminating any degree of risk 
upon them. 

Mr J. Wilson: Just as a follow-up, we will have the 
OMA speaking before the committee at some point. Have 
you had discussions with them to see if they are comfort- 
able with your definition at this point? 

Mr McArthur: We have not been able to meet with 
the OMA. We have requested that meeting. We were not 
able to arrange it. 

The Chair: Thank you very much for your presentation. 
We appreciate the opportunity to hear your point of view. 


Mr McArthur: We appreciate it as well. Thank you. 
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BOARD OF OPHTHALMIC DISPENSERS 


The Chair: The next presenters, the Board of Ophthal- 
mic Dispensers, please come forward. Welcome to the 
standing committee on social development. We would ask 
that you begin by introducing yourselves. You have 20 
minutes for your presentation and we ask that you leave 


some time for questions from members of the committee- 


at the conclusion. 


Mr Buckstein: My name is Murray Buckstein. I am a 
public member on the Board of Ophthalmic Dispensers, 
and with me is Mrs Barbara Skinner, who is a professional 
member on the Board of Ophthalmic Dispensers. 

The Board of Ophthalmic Dispensers, established by 
the Ophthalmic Dispensers Act of 1961 and consolidated 
regulations under the act, is charged with the responsibility 
of administering and enforcing the act and its regulations. 
As the governing body for the profession of opticianry, the 
board ensures that citizens of Ontario receive the highest 
standards of care and service in all areas of ophthalmic 
dispensing, provided by opticians who under the act must 
be registered with and deemed competent by the board in 
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order to practise in this province. Currently in Ontaric 
student opticians must undergo community college training 
The professional dispensing service they provide, onc| 
registered by the board, involves the design and provisio} 
of eyeglasses, contact lenses and devices for subnorm 
vision, based on the interpretation of a prescription pro 
vided by an optometrist or a physician. 

Under the proposed Regulated Health Professions Acti 
1991, and the Opticianry Act, 1991, the board will con| 
tinue to function as the College of Opticians, charged wi 
the responsibility of regulating the profession of optician 
and ensuring that the public interest remains paramount it 
the provision of all professional ophthalmic dispensin 
services. Both acts also specify certain procedures anc 
powers with which the college and the courts may regulat 
those services, and they establish very specific penaltie; 
for breaches of various provisions. . 

In the view of the board, however, there is a very seriou; 
omission in the proposed act, the failure to provide, as doe: 
the present Ophthalmic Dispensers Act, a specific, sled 
definition of the word “dispensing,” the very activity i 
which professional opticians engage. Accordingly, th 
Board of Ophthalmic Dispensers respectfully submits this 
concern to the committee and hopes the committee wil 
take it into consideration when making recommendation: 
prior to third reading of the proposed acts. 

It is our firm belief that the inclusion of a definition 0! 
dispensing is mandatory. Without one, it will be left to th 
interpretation of individual opticians and/or the variou: 
corporations which employ a very large percentage 0: 
those practising in this province, some of which may, fo’ 
economic self-interest or other reasons, define dispensing 
in terms other than those understood by the college to be ir 
the public interest. This will make a determination of illega 
and unprofessional activity virtually impossible in cases it 
which charges involve the dispensing of ophthalmic ser: 
vices and products, necessitating, in turn, the time, expensé 
and involvement of the courts, all of which could be 
avoided by defining this most important term in the pro} 
posed Opticianry Act, that is, Bill 59. | 

After very careful consideration of the intent of the 
Regulated Health Professions Act and the Opticianry Act 
and ever-mindful of the college’s obligation to protect the 
interests of the public, the Board of Ophthalmic Dispens- 
ers, in consultation with the two professional associations 
to which opticians in Ontario belong, that is, the Ontaric 
Association of Dispensing Opticians and the Ontario Con- 
tact Lens Association, has established a definition which 
ensures the provision of professional services by trained, 
qualified persons only and which protects the public inter- 
est to the fullest. This addition, which we propose to be 
included in section 1 of Bill 59, that is, the section relating 
to definitions, would define the words “to dispense,’ 
which now appear in section 4, line 5, as follows, 

““To dispense’ will mean: (a) interpreting a prescrip- 
tion for; (b) evaluating or advising a person in respect of, 
or: (c) preparing, providing, verifying, adapting, fitting o1 
duplicating a device for subnormal vision, a contact lens o1 
eyeglasses.” : 






















‘arily involves considerable judgement and interpretation 
‘n the part of the optician in order to formulate the best 


‘ision aid for his or her patient, based not only on the 
‘rescription presented, but also on the personal needs and 
yocation of that patient. Most ophthalmic dispensing takes 
lace in what is generally considered to be a retail environ- 
‘nent. It is not performed under the same scrutiny or con- 
‘traint as provided by hospitals, clinics, or other 
‘astitutions regulated by the Public Hospitals Act, or by 
harmaceutical dispensaries regulated by the Pharmacy Act. 
Because of this, the board is of the unanimous opinion, 
xpressed by public and professional members alike, that 
tandards of quality already established and enforced to 
rotect the people of Ontario can only be maintained by 
acluding a clear, precise definition of dispensing in the 
)pticianry Act. With the defintion we are recommending, 
Il regulated functions of professional dispensing will be 
‘early defined and easily understood both by practitioners 
nd the public whom they serve. It provides the clarity and 
letail that is required to ensure the continuation of a pro- 
essional dispensing service and will therefore be in the 
yest interests of the public. 
_ To assist the standing committee in understanding the 
unctions of a professional optician, we have attached a 
shart on the following page to graphically illustrate those 
unctions. I might add that you will note, in glancing at 
hat chart, that some of the functions that may have been 
yreviously described to you as being regulated, such as 
ashion counselling and selection of frames, etc, are not 
turrently regulated, nor are they proposed to be regulated 
yy the board. That, Madam Chairman, is our formal pre- 
sentation and we would answer any questions that the 
committee may wish to ask. 


_ Mr Grandmaitre: I would like to ask the ministry to 
lefine the word “dispense.” Do they agree with what is 
vefore us? What were their initial thoughts on the word 
dispense”? 


__ Mr Wessenger: I will ask the ministry staff to indicate 
what the word means. 


_ Ms Bohnen: I do not think I can define the word for 
you at this moment, but I can tell you that the Health 
?rofessions Legislation Review came to the conclusion 
hat it was best not to define the word in the statute. The 
word “dispense” has a number of meanings in health pro- 
‘essions acts. It has a meaning in the context of pharmacies 
jispensing drugs. It has a meaning in the context of dis- 
ensing personal hearing aids. The review is of the opinion 
‘hat a statutory definition would not be helpful, that funda- 
mentally the standards of practice required of a regulated 
dealth professional were the key to ensuring the public 
teceives an adequate quality of professional service and 
chat within each industry a definition comes to be worked 
dut over time as business is conducted. I guess the key 
point is that the regulated professional is responsible for 
adhering to the standards of practice of his or her profession. 

' Mrs Skinner: If I could just help in that a little bit. 


Sometimes the word “dispense” as applicable in our industry 
is very difficult for the consumer to understand. Many of 
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you here today are wearing eyeglasses. We basically agree 
with our predecessors here today that a definition should 
be in place. The only difference we are talking about, I 
believe, in looking at the two proposals you have before 
you, is that the first proposal says you may pick up your 
eyeglasses from an optician and have them adjusted. How- 
ever, you may not see the optician up until the point of 
final delivery to the consumer. That is not as it has been in 
Ontario for the last 30 years. 

What it leaves out is the interpretation of the medical 
prescription prior to the manufacture of the eyeglasses. 
This means that when you come into an optician’s and you 
give him or her that paper with the numbers on it, those 
numbers are not always the numbers you get in your 
lenses. It is very simple and easy to understand. There is a 
judgement that is made by the optician prior to the manu- 
facture of the client’s eyeglasses or contact lenses. We 
have to use the training and experience we have on the 
vocation or avocation of the person. Do they want to read 
at 14 inches, which is on the prescription, or do they work 
at a computer all day, in which case that prescription will 
be useless for them? We have to make a judgement and 
that is what we are trained to do. 

We are hoping this second definition, as we are propos- 
ing, would include that members of the public would see 
the optician prior to the manufacture of the eyeglasses so 
that the design could be worked out with the intent of the 
prescription of the medical practitioner and, at the final 
verification of that design, would be concluded. That is 
what we are hoping to do here. We are certainly not trying 
to restrict fashion consulting or, as we also have listed 
here, acts not requiring registration: the product informa- 
tion, which could be generic lens designs to the consumer. 
We are hoping, after that fashion consulting is done, that 
the optician would be seeing the consumer even for a short 
moment to make sure of decisions such as, “The lovely red 
frames look beautiful, Mrs Jones, but your prescription 
won’t go into it.” We want to make sure those previous 
decisions on fashion are going to complement the intent of 
the appliance and be wearable for the patient. 


Mr J. Wilson: Is it possible that the Vision Council of 
Canada and your group could get together and bring back one 
definition or have you been hammering this out for 30 years? 


Mrs Skinner: We have met previously to this and pre- 
sented our reasons. Their feelings were that final verification 
was all that was necessary. It is a regressive step in Ontario. 
Opticians have been licensed to provide this eye care since 
1961 with a definition that includes the interpretation of 
prescription. Without the word “interpretation” in our act, our 
board is assuming the public will be protected with the inclu- 
sion of interpretation under the definition of “dispensing.” 


Mr J. Wilson: If you end up in court, for instance, the 
judge is going to ask the same thing. 


Mrs Skinner: Exactly. We are different from some 
regulated professions, where you may not take someone to 
court for pretending to be a doctor or doing those acts, but 
they do take people to court for illegal dispensing. We 
have a definition under the current legislation that is much 
lengthier than the proposed one which covers it in detail. 
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We have had a recent decision from the Court of Appeal 
for Ontario and it does hold up the present definition of 
“dispensing” under the Opthalmic Dispensers Act. So 
without a definition in there you are right; it would be a 
lengthy court case, probably, with the Court of Appeal left 
to decide what the intent was. We are hoping that can be 
eliminated by including a definition in this act. 


Mr J. Wilson: Where legislators are normally con- 
fronted with conflicting and not quite consistent definitions 
from two different parties, probably that is what the review 
panel found and decided not to put a definition in at all. 


Mrs Skinner: I hope you give some consideration to 
the source of the two definitions you have before you. One 
is from the regulatory board, which is ourselves, setting the 
quality assurance standards and the standards of practice. 
One is from membership of corporate entities who, I agree, 
are employers that often have an economic interest, which 
we do not at the present time. 


Mr J. Wilson: They are employers and they are pro- 
viding a service to people. It could boil down to a question 
of access and efficiencies. 


Mr Buckstein: I think too, Mr Wilson, having sat on 
the disciplinary committee for some three or four years 
and listened to some of the cases that have come before us, 
and some of the charges of unprofessional conduct, if the 
intent of the Regulated Health Professions Act is to ensure 
that the public receives public health care in all areas, it 
would be very difficult to do without the definition we 
described in the detail that we described. Again, I think 
they are being very realistic. There is an economic self-in- 
terest that is involved in the case of some employers, some 
corporations, and we see that before us when these charges 
are raised all the time. As the regulatory body charged with 
the responsibility of ensuring that the public receives pro- 
fessional eye care service, we feel that this definition we 
propose covers all the bases. 
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ONTARIO ASSOCIATION OF OPTOMETRISTS 


The Chair: The Ontario Association of Optometrists, 
we are five minutes early, but if you are prepared and 
ready to go we could begin now. Please come forward. We 
ask that you begin your presentation by introducing your- 
selves to the committee and leave a few minutes at the end 
of your presentation for questions from committee members. 
You have 20 minutes for your presentation. 


Dr Trinaistich: I would like to introduce myself first. I 
am Dr Mary Trinaistich, president of the Ontario Association 
of Optometrists. With me are Dr Lynn Carter, chairman of 
our legislative committee, Dr Marvin Langer, a member of 
the legislative committee, and Dr Mira Acs, vice-president 
of the Ontario Association of Optometrists. 

Members of the legislation committee of the Ontario 
Association of Optometrists and our board of directors 
thank you for this opportunity to appear before you. Our 
brief submission today on Bill 60, An Act respecting the 
regulation of the Profession of Optometry, focuses on the 
effects Bill 60 will have on the delivery of eye and vision 
care services and programs. 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 























12 AUGUST 199 


Let me begin our dialogue with a short description 0; 
the profession of optometry in Ontario. We are an indepen 
dent, primary health care profession that has been self-reg 
ulated since the passage of the optometry act in 1919) 
Optometry is one of the five health professions currently 
regulated under the Health Disciplines Act. : 

We, the Ontario Association of Optometrists, incorpo} 
rated in 1909, are a voluntary professional association. Th 
regulatory and licensing body is the College of Optome 
trists of Ontario, which replaced the Board of Examiner 
in 1960. Its published standards of practice, which are con} 
tinuously reviewed and updated, have been in place fo 
more than 20 years. These standards have been upheld by 
the Health Services Appeal Board and the courts. 

The school of optometry, in the faculty of science al 
the University of Waterloo, has provided since 1969 th 
academic and clinical training of optometrists. Upon com 
pletion of a four-year professional university program, th 
entry into which requires the prior successful completioy 
of a minimum of one year of a university science program| 
a doctor of optometry degree is awarded. 

Optometrists then are self-regulating, provincially lij 
censed, professionally educated and clinically trained td 
assess, to diagnose, to treat and to prevent conditions, ie 
diseases, disorders and dysfunctions, of the eye and visu 
system. In so doing, optometrists are required to provid 
this care to their patients in accordance with the standard: 
of practice published by the College of Optometrists. 

Currently there are approximately 850 licensed optom: 
etrists in Ontario practising in 80% of the communities 
with a population of 1,500 or more. In 75% of these com 
munities, optometrists are the only source of eye and vi 
sion care. In fact, outside of the larger urban centre 
optometrists are for the most part the only specialized eyé 
care professionals available. Changes to the practice 0 
optometry are therefore sure to have a very signific 
effect on the eye and vision care services in many locali 
ties. The geographical impact of these effects can be seet 
in attachment (a). : 

The two sections of Bill 60 we would like to addres) 
specifically are section 3, scope of practice statement, an 
section 4, authorized acts. 

Scope of practice, section 3: “The practice of optome: 
try is the assessment of the eye and vision system and thé 
diagnosis, treatment and prevention of vision and oculo: 
motor dysfunctions of the eye.” 

Authorized acts, section 4: “In the course of engaging 
in the practice of optometry, a member is authorized, sub 
ject to the terms, conditions and limitations imposed on hit 
or her certificate of registration, to perform the following: | 

“1. Communicating a conclusion identifying a visio1 
or oculomotor dysfunction of the eye as the cause of / 
person’s symptoms. 

“2. Prescribing or dispensing, for vision or eye prob, 
lems, subnormal vision devices, contact lenses or eys 
glasses.” | 

In an overview of impacts of Bill 60, at the outset let us 
state that if the intent of the legislation is that the practicé 
of optometry in Ontario should continue as it is under par 
V of the Health Disciplines Act, then amendments must b¢ 
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nade to sections 3 and 4 of Bill 60. We understand that in 
1er briefing on August 6, Linda Bohnen stated that in the 
»pinion of Alan Schwartz’s team, optometry got the status 
uo. Respectfully, this is not so. 

The considerations which we will raise with you now 
te not, as it may be suggested, motivated either by eco- 
,omic considerations or by the desire to maintain or obtain 
\xclusivity over the area of practice. Plainly put, we are 
nterested in being able to continue to provide the same level 
if health care services to our patients and, in so doing, pro- 
yide them services in an efficient and cost-effective way. 

In the executive summary of Striking a New Balance: 
‘A Blueprint for the Regulation of Ontario’s Health Profes- 
ions, Mr Schwartz described one purpose of a scope of 
yractice statement. He wrote, “It will describe for consum- 
‘ts, members of the profession, employers, and the courts 
‘he proper range of the profession’s scope of practice.” 
(540 

| With respect, we point out that the scope of practice 
statement and authorized acts in Bill 60 will place severe 
-onstraints on the range of services optometrists may le- 
tally provide. The current proposals will restrict the histor- 
ical pattern of optometric practice. These restrictions have 
»otentially grave consequences for the effective delivery 
yf eye and vision care services in Ontario. These would 
include negative impacts on health service expenditures, 
‘imitations on access to and availability of services and the 
lisruption of existing public health care programs. 

These restrictions on or limitations to optometric practice 
will arise because of the omission in the scope of practice 
statement and in the first authorized act of conditions de- 
scribed as “diseases” and “disorders.” Optometrists have 
uways diagnosed, treated—including monitoring—and 
»revented diseases and disorders of the eye. The result of 
hese omissions will be that patients can no longer receive the 
services they have come to expect from their optometrists. 
All of the organized bodies of optometry in the province 
relieve this proposed redefinition of optometry will move 
he practice of optometry to a more limited position than it 
Aas ever occupied in Ontario. This will severely restrict the 
srovision of eye and vision care services. 

_ When we first received the Health Professions Legisla- 
‘ion Review proposals in 1989, and after consultation with 
yur colleagues, we sought the opinion of three legal counsel 
on the impact these proposals would have on optometric 
oractice. We have provided their opinions for your review 
n attachment (b). 

Briefly, these opinions all state that the definition now 
pefore you in Bill 60, coupled with the authorized acts, 
will narrow the profession of optometry from its current 
scope of practice. They all agree that optometrists will not 
‘egally be able to continue to provide all of the services 
hey currently provide, as they will be prohibited from 
communicating the diagnosis and identification of diseases 
and disorders of the eye and visual system to their patients. 
If this happens, the OAO will be forced to advise its 
members that in order to maintain their professional liability 
coverage, they must now refer patients for whom they 
fave previously provided care and who currently, under 
the Health Disciplines Act, do not require referral. Let me 
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take a minute now to give you two examples from my daily 
practice that will demonstrate just how these limitations 
will disrupt our services and care to our patients. 

In the case of a patient with cataract, in current practice 
I make a diagnosis of a cataract, monitor its development, 
provide for changes in the patient’s visual needs and con- 
sult with my patient. I would refer this patient for surgery 
for the cataract when it reached the stage where surgical 
intervention was appropriate. In future practice under Bill 
60, I would have to immediately refer this patient, because 
I would be prohibited from communicating my diagnosis 
and effectively monitoring this patient. 

In the case of a patient with blepharitis, in current practice 
I make a diagnosis of blepharitis—a disease condition of the 
eyelid whose appearance is red, flaky lids—in my patient 
and I recommend the appropriate treatment for it. If it is a 
severe case, I refer this patient to a medical practitioner. In 
future practice under Bill 60, I would have to immediately 
refer this patient to a medical practitioner, because I would 
be prohibited from communicating my diagnosis of this 
disease, recommending treatment and monitoring the effi- 
cacy for this patient. 

Turning now to the financial consequences, we believe 
that unless Bill 60 is amended, the cost of eye care services 
will dramatically increase. The increase will arise as a result 
of unnecessary referrals to physicians to have optometric 
findings confirmed. 

In 1980, Dr W. Harding le Riche authored a study doc- 
umenting the eye and vision care services provided by 
optometrists to a representative sample of patients in On- 
tario. The study found that optometrists diagnosed disease 
for 42% of their patients and subsequently had cause to 
refer about 13%. Under the provision of Bill 60, the almost 
30% of patients in this study who did not require referral at 
that stage, if at all, would now be referred, at considerable 
cost. For example, according to OHIP statistics, optome- 
trists provided services to 1.7 million patients in 1988-89. 
Applying the results of the le Riche study, there would be 
over 500,000 extra referrals to other health care practition- 
ers, at a conservatively estimated cost of over $20 million 
with no benefit to the patients. It would be imprudent, we 
believe, to increase eye and vision care delivery costs 
without any expansion of services Simply because of a 
poorly worded definition. 

In addition to increasing the cost of eye and vision care 
delivery, these legislative proposals will ensure that many 
patients will suffer unnecessary delays in obtaining treat- 
ment and will have to travel outside of their communities 
at personal and/or public expense to receive treatment. 

Optometrists are the most accessible and available eye 
and vision care professionals in Ontario. Optometrists 
practise in all Ontario counties, districts, regional munici- 
palities and in more than 80% of Ontario’s communities 
with a population of over 1,500. As a result, patients of 
optometrists have consistently reported waits of two weeks 
or less for appointments. If optometrists must now unnec- 
essarily refer more than 500,000 patients yearly to ophthal- 
mologists, it will increase the waiting time of 
non-emergency eye care. Where no ophthalmologists are 
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available locally, patients will have to travel, often at great 
distances and at considerable cost. 

The magnitude of this potential problem is difficult to 
assess. However, we have identified 15 counties/districts 
with an estimated 1991 population of 681,000 with no 
ophthalmologists. These same areas have 68 full-time 
practising optometrists. 

The Ministry of Health has an assistive devices pro- 
gram which provides financial assistance to visually im- 
paired residents for the purpose of obtaining specified 
low-vision aids. The ADP recognizes optometrists as au- 
thorizers, with physicians, of low-vision devices. In their 
role as authorizers, the optometrists must provide “primary 


diagnosis (eg, achromotopsia) including level of functional . 


visual disability...secondary diagnosis if any, eg, cataract, 
cerebral palsy.” We believe that with the current legislative 
proposals, optometrists will be prevented from continuing 
to practise in the Ministry of Health’s ADP. 

The federal Minister of Finance amended the Income 
Tax Act and the disability reporting certificate for the 1988 
taxation year to allow optometrists to certify severe and 
prolonged sight impairments. Optometrists as well as phy- 
sicians must provide a “diagnosis of the disabling condi- 
tion and any other associated conditions causing the 
marked restriction in ability to perform basic activities of 
daily living.” Again, it appears that with the proposed leg- 
islative changes optometrists will be forced to discontinue 
providing this service for their patients. 

The government stated, when introducing this package 
of legislation, that it provides for uniformity in the regula- 
tory framework; enhancement of public protection; protec- 
tion of the right of consumers to receive health services 
that are competently performed to suit both their needs and 
desires; protection of the right of health professionals to 
work in an equitable system that recognizes their auton- 
omy and respects their contributions; and establishment of 
a system that reflects the reality of the health care system 
and facilitates evolution within it. 

We support these intentions. Indeed, we have been will- 
ing supporters and participants in this lengthy review process. 
It is no secret, however, that we have been less than happy 
with the outcome. We do not believe that these goals have 
been achieved for our profession and optometric patients. 

We are pleased that the Minister of Health views this as 
“living legislation.” If the status quo had been achieved 
with Bill 60, we would be far more willing to adopt a wait- 
and-see attitude, to monitor the impact of the legislation 
and see what evolves. However, it has not been achieved 
and we cannot, indeed we must not, abdicate our profes- 
sional responsibility to our patients, to our communities 
and, yes, to ourselves as well-trained professionals in a 
scientific health discipline to try to amend this legislation. 

We offer the following suggestions for amendments in 
that spirit. We believe they are in keeping with the stated 
intent of this health legislation. We propose for a scope of 
practice statement to consider the services currently per- 
formed by optometrists, “The practice of optometry is the 
assessment, diagnosis, treatment and prevention of diseases, 
disorders and dysfunctions of the eye and visual system.” 
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We further request that section 4 be amended to th 
following: 

“1, Communicating a conclusion identifying a disease, 
disorder or dysfunction of the eye and visual system as the 
cause of a person’s symptoms. 

“2. Performing a procedure on tissue in or below th 
surface of the cornea. 

“3. Applying or ordering the application of a pre 
scribed form of energy. 

“4, Prescribing a drug. 

“5. Prescribing or dispensing subnormal vision de- 
vices, contact lenses or eyeglasses. 

“6. Allergy challenge testing of a kind in which a posi- 








“7. Prescribing or ordering orthoptic and/or vision 
therapy.” 

In summary, the scope of practice statement in Bill 60 
the Optometry Act, 1991, will substantially alter optomet- 
ric practice, increase costs and reduce accessibility in the 
delivery of eye and vision care services in Ontario. 

We are unreservedly opposed to the proposed restrictions 
of optometric practice that this legislation will necessitate. 

We believe the Ministry of Health and members of the 
committee will understand that the changes to the eye and 
vision care system that are consequent to these legislative 
proposals are not in the best interest of the people of On- 
tario and will take the appropriate action to amend this 
legislation. 

Thank you for this opportunity to make our concerns 
known to the committee. We would be pleased to make 
available any other information or points of clarificatior 
which you require. | 


Mr Owens: If we were to pass the scope of practice as 
is proposed currently, where would it put you in comparisor 
to other practitioners in other jurisdictions in Canada anc 
the United States? If we were to accept your amendments) 
where would you draw the line between yourselves anc 
ophthalmologists? . | 


Dr Trinaistich: I would like to pass that question on t¢ 
Dr Carter. He will answer that. 


Dr Carter: There is not another jurisdiction that we ar¢ 
aware of in North America that would restrict optometry 
as much as this proposal is going to do. We are not aware 
of any jurisdiction which prohibits optometrists from com: 
municating to the patient, for example, that he has a cata: 
ract. I guess the example that needs to be elaborated is ir 
that the United States, in those jurisdictions there has beer 
a bit of a trend recently, in the past 10 years’ time, to no} 
only allow optometrists to continue to diagnose and dis: 
cuss that diagnosis or treatment or the pathology with the 
patient, but indeed to actually treat it. In 1981 there was 
not a single state south of the border that allowed, fo; 
example, optometrists to prescribe therapeutic drugs. Now 
there are 27 or 28 of them. So while we are going in one 
direction in this proposal, other jurisdictions are going ac: 
tually counter to that. | 

Mr J. Wilson: So what you are saying here is that the 
proposed scope of practice in the proposed act is really 
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arrowing your current practice. Again, I have asked other 
roups this: Do you have any idea why we are being asked 
) do that? Were there complaints? Are optometrists cur- 
ently causing severe harm to patients? 

Dr Carter: That is a very good question. We frankly 
o not know why the ministry or the review has come up 
vith the decision it has come up with. Certainly there has 
een some ongoing communication with ophthalmology 
ond we believe that ophthalmology has promoted 
_ phthalmologists’ interests. 

_ Mr J. Wilson: We will have a chance to talk to the 
‘phthalmologists. 
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_ Mr Carter: It has been somewhat difficult over the 
ears. We attempted on one occasion and as an association 
id sit down. We did not really accomplish a great deal. 
lust recently our college has had an opportunity to sit 
own, and again there really was not an awful lot of con- 
ensus that could be drawn. 
| The problem in respect to ophthalmology is that at 
ome point the policymakers with the Ministry of Health 
“re going to have to come to the conclusion that you are 
“ot going to keep both groups happy. I really do not think 
rou can keep both groups happy. The system we have in 
‘lace as far as optometry is concerned has evolved over a 
‘natter of the last 20 years’ time with the HDA. Optome- 
tists are filling the role that was left open to them under 
he HDA and that role is going to be restricted under the 
ew act. 
_ Mr Waters: Where would the line be drawn between 
‘ourselves and the ophthalmologists, is it, the other group? 
_ Dr Carter: The line would be drawn in the fact that 
yptometrists do not treat pathology such as glaucoma, op- 
ometrists do not treat pathology such as cataract. It is not 
he intent of our submission today to ask for that, and it is 
hot the intent of our proposals to the ministry to ask for 
hat. If it was the intent of optometrists to do those proce- 
jures, then we would be asking for surgery, for example, 
ind we have not requested a licence to act for surgery. 


About the only thing that is contentious in our mind, 
when it comes to our proposals, is prescribing drugs. The 
orescribing drugs is in there for two purposes. 

_ The first purpose is that we wanted to ensure that op- 
‘ometrists did not lose the capacity to utilize over-the- 
sounter pharmaceuticals which are currently part of 
)ptometric practice. Indeed, there are 19 drugs that occur 
on the scheduled drug benefits that are currently used in 
optometric practice. We wanted to ensure that a not fa- 
wourable interpretation by the courts would not eliminate 
the use of those over-the-counter medications. 

_ The other function that we wanted to establish by pre- 
scribing drugs is the one that Alan Schwartz said in the first 
place. The legislative model was supposed to facilitate an 
evolution. We firmly believe that if the Ministry of Health 
looks very closely at our profession, down the road it will 
come to the same conclusion that optometrists can be better 
‘utilized by prescribing therapeutic drugs in this province. 

_ The Chair: Thank you very much for your presenta- 
tion. We appreciate your coming before the committee this 
afternoon. 


| 
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VISION INSTITUTE OF CANADA 


The Chair: The next presenters, Vision Institute of 
Canada, come forward now, introduce yourselves, and you 
have 20 minutes for your presentation. We would ask that 
you leave some time for questions by committee members 
at the end of your presentation. 


Dr Acs: My name is Dr Mira Acs. I am the past presi- 
dent of Vision Institute of Canada. Our current president, 
Jim Passmore, could not be here. With me is Dr Mitchell 
Samek, who is the executive director of the Vision Institute 
of Canada. 

The Vision Institute of Canada is a non-profit charitable 
organization established in August of 1981. The institute is 
overseen by a voluntary board of directors. The institute is 
entirely funded through donations from individuals and 
corporations, service delivery programs, corporate and 
foundation grants. The institute does not receive any govern- 
ment funding in support of its programs. 

Our mandate is to improve the quality of vision care 
services in the community. Our objectives that help us 
attempt to achieve this mandate are the support of a clinic 
providing high-quality vision care services, the sponsorship 
of high-quality educational programs and the support of 
scientifically based clinical research. 

Some background on the clinical services that we pro- 
vide: The vision institute operates a clinical facility in To- 
ronto, staffed by optometrists. Our clinical staff provide 
over 4,000 diagnostic services annually in the following 
service categories: primary vision care, low vision care, 
contact lens care, binocular vision care, pediatric vision care, 
electro-diagnostic services, community outreach programs 
including geriatric services. . 

I will elaborate on one or two of these presently in 
order to provide you with some understanding of the scope 
of these services and their relationship to the proposed 
legislation. 

Clinical education services first: In order to achieve 
dissemination of information relevant to the delivery of 
high-quality vision care, the vision institute sponsors con- 
tinuing education programs for optometrists. These pro- 
grams are attended by professionals from across Canada. 
The purpose is to enhance knowledge, skills and tech- 
niques of practitioners through lecture and workshop pro- 
grams. These programs are accepted by the College of 
Optometrists of Ontario for renewal of licences. 

We also provide education programs for other health 
professions including nursing, chiropractic, pharmacy and 
medicine. 

In keeping with our commitment to the community, we 
freely provide public education presentations to various 
lay groups such as seniors organizations and parent- 
teacher groups. 

In terms of our clinical research services, although the 
institute engages in various research projects, we are lim- 
ited by our resources to projects wholly funded through 
corporate grants or foundation support. Some of our pro- 
jects have included evaluation of new materials in contact 
lens solutions, evaluation of new instrumentation and the 
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epidemiology of diseases, disorders and dysfunctions of 
the eye and visual system. 

The current legislation defines optometry as those ser- 
vices optometrists provide within their level of knowledge, 
skill and training. That is under the HDA. Thus, diagnosis 
and treatment or referral of a wide array of diseases, disor- 
ders and dysfunctions are managed by our clinical staff on 
a regular basis. The following will highlight for you some 
specific areas in terms of primary care. 

Primary care: To dispel a misconception that glaucoma 
is simply high intraocular pressure, it should be noted that 
a large percentage of glaucoma falls into a diagnostic cate- 
gory of low-tension glaucoma. Additionally, several other 
categories of glaucoma of lesser or greater severity exist. 
The differential diagnosis is critical in the appropriate 
management of the disease. 

Glaucoma work-ups include visual field testing, pres- 
sure measurements and extensive evaluation of the optic 
nerve heads and an extensive evaluation of the retina. Al- 
though not all-inclusive of full testing, these procedures 
are performed routinely by our staff. Patients are coun- 
selled accordingly and referrals or monitoring are made 
based upon professional judgement related to the test re- 
sults. Irrespective of the fact that optometrists in Canada 
do not treat glaucoma, they must be able to diagnose the 
disease in order to manage the patient appropriately. 

Low vision services: These provide opportunity for our 
staff to treat through optical and non-optical means a num- 
ber of conditions which are non-medically or surgically 
treatable or beyond further medical and/or surgical care. 


For example, macular degeneration is a common de- 
generative condition found principally among the elderly. 
It results in death of the vision fibres affecting central 
vision only, thus reading vision is impaired most pro- 
foundly. Over 99% of macular degenerations are not treat- 
able medically or surgically. Significant improvement of 
function can be achieved through optical means, however. 

Other causes of low vision include inherited conditions 
such as retinitis pigmentosa or the consequences of a cerebral 
vascular accident, a stroke. 

The assistive devices program of the Ministry of 
Health currently has optometrists authorizing patients to 
enter this program through a completion of certification 
which includes the diagnosis of the cause of the low vision. 
The vision institute staff currently provide in excess of 300 
complete low vision assessments annually. It is anticipated 
that this service will grow in excess of 25% annually for the 
next several years. In 1990 dollars, each of these patients is 
subsidized by the institute to the level of about $60. 

Let me give you some examples of electro-diagnostic 
services. This service includes the measurement of eye and 
brain wave recordings generated by a visual stimulus such as 
a flashing coloured light. Certain conditions which can be 
diagnosed with these tests include optic neuritis, which may 
be associated with multiple sclerosis; retinitis pigmentosa, 
an inherited degenerative condition resulting in night 
blindness and tunnel vision; and possible pituitary tumours. 

Patient referrals for these diagnostic tests are received 
from neurologists, ophthalmologists, optometrists and 
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community agencies and facilities including Toronto Sick 
Children’s Hospital. : 

Let me now finally talk about the impact of RHPA 
proposals. The limited scope of practice currently pro- 
posed by the RHPA will significantly impair our traditional 
role in the delivery of high-quality, efficient, accepte 
health care. It will prevent us from communicating with 
patients the diagnosis of the disease or disorder causin 
their visual symptoms such as cataract. This effectively 
interferes with the traditional patient-practitioner relationship, 

The effect of such a limited view of optometrists’ capa- 
bilities will necessitate over-referral of patients, with in| 


costs will not only affect the OHIP payment system, bil 
also affect the patient through the necessity to attend an-| 
other practitioner’s office with associated loss of incom 
for the patient. 

The current proposed scope of practice for optometr 
specifically denies the policy objective of promoting evo- 
lution in the roles played by individual professions and 
flexibility in how individual professionals can be utilized 
that health services are delivered with maximum efficiency. 

The proposed scope of practice fails to recognize the ex- 
tensive level of professional education and clinical training), 
undertaken by optometrists. The University of Waterloo pro-| 
gram involves four years of education only after a minimum), 
of one to two years general science at the university level. 

Let me talk about a solution. The current legal account- | 
ability and professional responsibilities must be recognized) 
The scope of practice must include the diagnosis and treat: 
ment of diseases and disorders of the eye and vision system} 





_ and the controlled act should recognize this change. Ii 


should be noted that this proposed change in scope oj) 
practice is neither status-seeking nor an attempt to obtair | 
financial gain, but merely reflects the current practice oj 


optometry in this province. ; 


In summary, the vision institute has provided high) | 
quality vision care to the community for the past niné 


{ 


years: services to the elderly, the multiply handicapped, the 
institutionalized, to those with strokes, infants, childre 
and to patients of all racial and ethnic origins. Patients 
have sought our counsel with respect to the diagnosis 
treatment and management of their various eye and visua 
system problems. Irrespective of the ultimate management 
including referral as necessary, we have openly communi: 
cated our diagnoses and management options with them 
On behalf of our patients and their families, we ask tha 
you amend the proposed legislation and grant optometrists 
the right to continue to serve the public in the same profes: 
sional manner they have for decades. 


The Chair: Thank you very much for your presentation. | 


Mr Waters: Maybe I am slow on the uptake or some: 
thing, but I seem to be getting the opinion here that there is 
going to be a major change. I represent a very rural riding) 
I am somewhat concerned. From what you are saying an¢ 
what other people have said, what is going to happen tc 
the people in my riding? Let’s say a small rural town if 
Muskoka or up in the Collingwood area, these small rur 
communities, are they going to have to go to a place lik 
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arrie to have their eyes checked? Under this new thing, is 
jis what is going to be a standard practice? 

| Dr Acs: Yes. For some situations, for certain types of 
tients, yes, they are going to be going someplace else— 
‘ter they see you, because they are still going to go see 
xe optometrist. | 

_ Mr Waters: But you are saying that they have been 
\fely treated at the optometrist— 

Dr Acs: At the optometrist’s office. Yes, I am saying that. 

' Mr Waters: And a proper diagnosis has been made, 
‘ad now you are not even allowed to tell about the diagnosis. 
‘ou have to— 

Dr Acs: We have been sort of told that what you could 
iI] them, couched in the language, is that you could say 
‘erhaps, “I think you may perhaps have—” 

Mr Waters: Okay. Can I have a supplementary to that 
) the ministry? Could they respond to that answer? 

The Chair: Mr Wessenger. 

Mr Wessenger: I will turn this over to the staff, be- 
ause I think it does require some clarification. 

Ms Bohnen: First of all, in case there has been confusion 
bout the diagnosis issue vis-a-vis optometry, then from some 
f the other professions that you have heard concern about, 
‘would like to remind you that the scope of practice of 
‘ptometry recommended by the review does include diag- 
osis of vision and oculomotor dysfunctions of the eye. 
What you have heard from optometrists is that they believe 
nat they diagnose, in addition to vision and oculomotor 
lysfunctions of the eye, diseases and disorders of the eye 
ond vision systems. So, first of all, that is what the issue is 
‘bout. It is about the extent of the ability to diagnose. 

The review came to the conclusion that optometrists do 
jot diagnose all diseases, all disorders, all dysfunctions of 
‘he eye, which is what ophthalmologists do, but rather that 
‘hey do something more confined than that, and that is, as I 
just spouted to you, the diagnosis of vision and oculomotor 
lysfunctions of the eye. 

Now, of course, in addition to conclusively diagnosing 
‘hose dysfunctions, it is well recognized that optometrists 
assess the eye and vision system and are quite capable of 
identifying the symptoms of cataract, the anomalies of 
pressure that indicate glaucoma, of monitoring patients with 
hose conditions and of referring them to ophthalmologists 
‘or treatment at the appropriate time. 

That being the case, it was not the review’s belief or 
‘ntention nor has it been the government’s belief or intention 
‘hat this would alter current practice by optometrists. So 
‘hat no, patients who had been going to their local optome- 
crist would not find themselves in a position of having to 
drive 60 miles to the closest city with an an ophthalmologist. 
1610 

Mr Waters: Especially when they cannot see. 

Ms Bohnen: Especially when they cannot see. 

Finally, just because you heard about it, the scope of 
practice of optometry in the Health Disciplines Act says, 
“The practice of optometry means the services usually per- 
formed by an optometrist, including the measurement and 
assessment of vision other than by the use of drugs, except 
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such drugs for such purposes as are described by the regu- 
lations, the prescribing and dispensing of ophthalmic appli- 
ances and the prescribing and providing of orthoptics’—and 
it goes on a bit. But I guess the salient part is, “The practice 
of optometry means the services usually performed by an 
optometrist, including the measurement and assessment of 
vision.” The review concluded that the services usually 
performed by an optometrist are what you see proposed in 
the Optometry Act. 

The Chair: I have a further comment from the deputa- 
tion, and then a question by Mr Wilson. 


Dr Acs: I would like to respectfully disagree with what 
was just said, and what was said was that optometrists are 
quite capable of identifying X and then are capable of 
monitoring it. With all due respect, unless you are able to 
communicate what it is that you are identifying to the 
patient, you cannot expect the patient to keep coming back 
to you for monitoring if the patient does not know why he 
is coming back for monitoring. They are going to travel to 
somebody else who will tell them, “You’re coming back 
for the monitoring of cataracts.” 

The Chair: A clarification. 

Ms Bohnen: I am sorry. I should have gone on to say 
that of course the outcome of an assessment can be com- 
municated to a patient. That is the same for optometry as 
for all of the other professions you have heard from who 
are justifiably concerned that they can tell patients the out- 
come of an assessment. 


Mr J. Wilson: This is really a question to the ministry. 
Do we have any independent legal opinions to back up the 
ministry’s belief that you have not changed the status quo, 
for instance, in the practice of optometry? 

Mr Wessenger: I will refer that to ministry staff, but 
the legislation has, in effect, been drafted in accordance 
with the intent of the— 

Mr J. Wilson: I trust in our legal department, but I was 
just wondering if we had any independent opinions on this. 


Mr Wessenger: To be fair, there seems to be a confu- 
sion among various groups about the difference between 
assessment and diagnosis. There was never any intention, 
as I understand it— 


Mr J. Wilson: It is not just among groups; it is among 
legislators, I assure you. 

Mr Wessenger: There is certainly no intention to limit 
the assessment of problems and the communication with 
respect to that assessment, and I think that should be made 
clear to the committee as well. 


Mr J. Wilson: I gather the government would not 
bring this forward unless it was comfortable with it. We 
have had group after group saying they are not comfortable 
with it. We have some legal opinions in appendages to briefs. 
I am wondering if the government itself has any indepen- 
dent legal opinions backing up the fact that we should be 
comfortable with the legislation it puts before us. 


Mr Wessenger: Perhaps I will just let ministry staff 
add to what has been said. 


S-368 





Ms Bohnen: As you have heard, different groups are 
uncomfortable with different aspects of the diagnosis-as- 
sessment issue. Most of the groups you have heard from, 
prior to the optometry groups, are uncomfortable because 
they have not been given the authority to diagnose at all, 
and therefore all they can do is assess. In various ways I 
think they have told you that they need some comfort that 
they can continue to assess their patients and communicate 
the results of those assessments. I think you have heard the 
minister, when she came to the committee, say that she 
anticipates the need for some amendment in this area and 
was hopeful to hear the advice of the committee, but that is 
quite a different issue from the issue of whether a group 
that has been authorized to diagnose has been authorized 
to diagnose the correct subset of health conditions, and that 
is the issue that optometrists are uncomfortable with. 

I think the issue was stated correctly to you, that op- 
tometrists believe that they diagnose all diseases, disorders 
and dysfunctions of the eye and vision system. The review 
did not agree with that. The review looked at what optom- 
etrists do and said, “We agree on what you do; we disagree 
on the characterization of what you do.” I do not think the 
ministry considered a further legal opinion about that issue 
as being really helpful to the point. 


_ Mr Cordiano: To carry on with this: In a sense, the 
scope of practice, as defined by the review, essentially is 
unchanged. It is a status quo situation that we are bringing 
forward in the legislation, and it more clearly defines what 
optometrists do. 


Ms Bohnen: The Health Disciplines Act uses those 
rather indistinct words, “the services usually performed by an 
optometrist.” The review looked at what optometrists actually 
do, and said, “We describe that as diagnosis of dysfunction 
and assessment of other health conditions.” The review said, 
“Look, that’s how we write down the status quo.” What you 
are hearing from optometry is that, “No, the right words to 
describe what we do are diagnosis of all of these health con- 
ditions.” That is what the argument is about, I think. 


Mr Cordiano: Let me quickly ask the optometrist: 
With respect to diagnosis, currently you are, in your opin- 
ion, diagnosing, say, a disease as it comes up. Is that what 
you think you are currently doing? 

Dr Acs: Yes. 


Mr Cordiano: And the legislation would now prohibit 
you from doing that, correct? 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


























12 AUGUST 1991 
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Ms Bohnen: The legislation would say, “You can diag) 
nose dysfunctions. You may not diagnose diseases. How: 
ever, you can assess patients and tell them the results oj 
the assessments,” and where that assessment includes ¢ 
sign or symptom of a disease, certainly that could be com. 
municated to a patient. 


The Chair: Thank you very much for the clarification 
I know that in the course of these hearings there will be ar 
opportunity to pursue this and other similar matters or 
other occasions. I want to thank you for your presentation. 

For the information of all committee members, the 
video that was presented by chiropody is available in thé: 
clerk’s office and will be available to any member of th 
committee or anyone who is subbing on the committee; fo) 
that matter, any interested member of the Legislature whc 
would like to view it, until such time as the committee ha: 
completed its deliberations. Actually the clerk has in 
formed me that they can make a copy of it so that it will 
available indefinitely. | 

The second item of business before we adjourn is ¢, 
report of the subcommittee, which met briefly the othe}. 
day and agreed to meet on September 16, which is a Mon: 
day, and on September 19, which is a Thursday, not t¢ 
have witnesses and public hearings but to have ministry, 
specific presentations. On the 16th and 19th Mr Schwart; 
is coming. We had considered the other dates during tha 
week but they are the high holiday dates, and so the deter 
mination should be the 16th and the 19th. | 


Mr Martin: Again, with all due respect, the 16th an¢ 
the 19th, for people who travel from the north, makes for 
big problem if we want to spend any time back in ow 
constituencies before we go into the House. I just want t 
put that on the record. 


The Chair: I understand the problem was that the min} 
istry staff were not available on the 17th, and with thi 
holiday period out of consideration the committee deter 
mined that if it was necessary we would meet on the 19th 
Excuse me just one moment. 

For the information of the committee and the subcom 
mittee, we will discuss it further. It may be possible, pro; 
vided we adjourn not too late on the 17th, to actually mee} 
the 16th and the 17th until approximately 3 o’clock to hel 
with that problem of out-of-town participation. The sub), 
committee will consider the matter further, and I will re, 
port back to the committee at another time. Thank you. | 


The committee adjourned at 1620 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


| STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


The committee met at 1002 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 

LOI DE 1991 SUR LES PROFESSIONS 

| DE LA SANTE REGLEMENTEES 

ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 
Aealth Professions Act, 1991, and its companion legisla- 
ion, Bills 44-64. 
Reprise de 1’étude du projet de loi 43, Loi de 1991 sur 
es professions de la santé réglementées et les projets de 
oi, 44 a 64, qui l’accompagnent. 
__ The Chair: I call the meeting to order. We are holding 
oublic hearings on the Regulated Health Professions Act 
and its companion legislation, Bills 44-64, inclusive. We 
dave agreement from the Progressive Conservative caucus 
: chat we can begin the hearings on time and expect that they 
will be here very shortly. 
| The first item of business is the tabling of the subcom- 
mittee report, which I believe all members have. With the 
agreement of the subcommittee, the committee will meet 
Monday, September 16, and Mr Schwartz, the co-ordinator 
of the Health Professions Legislation Review, will be in 
attendance. The agenda for the afternoon will be to have a 
briefing from ministry staff. 
_ Second, on September 17 we would be able to have 
people from the Ministry of Community and Social Ser- 
vices as well as any other experts we would like to invite 
in on those two days. One request that has been made is 
that because of the high holidays on the 17th, if we could 
adjourn by 3 pm and perhaps work into the lunch hour if 
we needed additional time, that would be appreciated. 
_ That is the report of the subcommittee. Can I ask for 
agreement and concurrence from the committee at this 
time? All in favour for approval? Any opposed? Agreed. 


ONTARIO ASSOCIATION 
OF MEDICAL RADIATION TECHNOLOGISTS 


BOARD OF RADIOLOGICAL TECHNICIANS 


ONTARIO ASSOCIATION 
OF RADIOLOGY MANAGERS 


The Chair: I welcome the Ontario Association of 
Medical Radiation Technologists, the Board of Radiologi- 
‘cal Technicians and the Ontario Association of Radiology 
Managers. Introduce yourselves, and you have 20 minutes 
for your presentation. 

_ Mr Hamilton: I am John Hamilton, representing all 
‘three bodies. I will ask the members to introduce them- 
‘Selves as we go across. 

Mr Roberts: My name is Richard Roberts and I am the 
‘representative from the Ontario Association of Radiology 
)Managers. 
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Ms Morgan: Janet Morgan, chairman of the Board of 
Radiological Technicians. 

Ms Lachance: Mary Jon Lachance, past president of the 
Ontario Association of Medical Radiation Technologists. 


Ms Pope: I am Hilda Pope. I represent the magnetic 
resonance imagers. 


Ms Ayre: I am Mary Ayre. I am representing 
sonographers from the Canadian Society of Diagnostic 
Medical Sonographers, Ontario region. 


Mr Scott: I am Dave Scott. I represent the nuclear 
medicine technologists, and I am also a member of the 
Board of Radiological Technicians. 


The Chair: I would ask that you leave some time at 
the end of your presentation to allow for questions from 
the committee. The time begins now. 


Mr Hamilton: The submission of the three bodies is 
in the hands of the members of the committee. I intend to 
refer to a few points very briefly and leave most of the 
time for questions, if that is appropriate. 

The first point deals with Bill 43 and is a matter of 
considerable concern. In clause 28(b) it provides that a 
student must be “under the supervision or direction of’ a 
registered person in order to perform certain acts. There is 
no definition of either of these terms. It appears to us it 
should be “supervision and direction.” 

Looking at it in its worst possible light, a registered 
person could, from off the site, phone a student and say do 
a particular thing. The student is under the direction of the 
registered person but not under the supervision, and no 
matter how careful the student is, no matter how dedicated 
the student is, the public may still be at risk because of 
being treated by someone who is not registered. It is our 
submission that the word “or” should be changed to “and.” 
It is again a matier of protecting the public. 

The second point has been partly covered by the pro- 
posed amendments to Bill 54; that is, it is now provided in 
the proposed amendments that not only is ionizing radiation 
covered, but also any other form of energy prescribed by 
regulation. This is for diagnostic purposes. However, this 
does not cover therapy. There are other forms of energy 
now being used for therapy and there may well be other 
forms coming downstream. In this increasingly technological 
age, who knows what is going to turn up next week? 

The submission is that the same provision should be 
made for therapy as for diagnosis; that is, provision in the 
regulations to add other forms of energy if, as and when 
appropriate. Again, it is a matter of protecting the public, 
but also a matter of not having to come back to the House 
to allow some other form which needs to be added. A 
matter of regulation is, as you all know, somewhat simpler 
than getting legislation passed, although there are times 
with when regulations you wonder a bit, too. 
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The other point we have is strictly an editorial one. In 
Bill 54, I think there is a misprint. It refers to members of 
council who are “selected” and I think it means “elected.” 
To my mind, it does not seem to make complete sense 
saying “selected.” But there are members of council who 
are “elected,” and if the council may make regulations 
dealing with the matter of election of its elected members, 
obviously council cannot do anything about those who are 
appointed by the Lieutenant Governor in Council. 

Those are the three points. I have the experts with me 
who may, I hope, be able to answer any questions. 
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Mr Beer: Thank you very much for your submission. 
I think it is probably fair to say for all of us lay members 
of this committee that your field, one always has the sense, 
is continually pushing the envelope. I think how we deal 
with new developments then does become important. I just 
want to make sure I understand your point 2 you raised, so 
that on page 3 of your submission that is the way you 
would suggest we deal with that, which would then mean 
that required regulations would be able to be passed to 
bring that under. 


Mr Hamilton: Yes. 


Mr Beer: Did this come up when Schwartz was looking 
at this, or has this appeared in any earlier form? 


Mr Hamilton: It has been discussed for many years 
and for a long time the answer was, “There aren’t any other 
forms of radiation which are liable to do any harm to people.” 
As far as I know, I pass to the experts, but I think the jury is 
out on a number of forms of— 


Mr Beer: If this was not there the concern would be, 
you would need to come back for a specific change in 
legislation to then be able to do that procedure. 


Mr Hamilton: Right. 


Mr Beer: On the supervision and direction issue, in 
terms of your present rules of operating, what is the situation? 


Mr Hamilton: Supervision. 


Mr Beer: Okay, so just that one word is used and 
therefore is your concern that with the two, one is a lesser 
meaning, or what does it mean? 


Mr Hamilton: Yes, direction could mean a lot less 
than supervision. 


Mr Owens: Further to Mr Beer’s question around the 
college forming regs as opposed to having to come back to 
the government, how would you see that furthering public 
protection with respect to other forms of energy? 


Mr Hamilton: It would not be the college that made 
the regulations; it would still have to be regulations made 
by the Lieutenant Governor in Council. If you mean not 
having to come back to the Legislature every time some new 
form of energy has been either adapted, used or for any other 
purpose, it is already set up that way for diagnosis in the 
proposed amendments to the legislation. But I understand 
that right now there are forms of energy other than ionizing 
radiation used for treatment of cancer patients. There is heat 
and light to a certain extent. 













Mr Owens: So in terms of serving the public interes 
that would mean it would get things, newer modalities off 
treatment, on track faster, and perhaps be less costly. | 


Mr Hamilton: And being sure they are being used by| 
| 


energy which is not regulated in any way, anybody can us 
it on patients, which in our view is entirely inappropriate, 
to say dangerous. 

Ms Lachance: One point to bear in mind also is that 
in our line of technology a lot of the harm may not even be 
realized until there has been another generation, so the 
indiscriminate use of an energy could go on for years anc 
years and nobody would really appreciate that there was é 
problem. We bumped our nose many years ago the harc 
way so we are a little more careful now and we say that if 
we could control this initially, until we absolutely know 
there is no harm—because it takes so long for it to show. 


Mr Hamilton: It must be remembered that M™* Curi¢ 
died of radiation burns. 


Mr Wessenger: Yes, I believe we could have som 
clarification by ministry staff on some of these items. 


Ms Bohnen: In terms of the proposed further amend’ 
ment to the scope of practice, I think it should be pointe 
out that the scope of practice statement describes the activ 
ities members of the college engage in; it does not contro 
the performance of any particular procedure. One of th 
controlled acts in section 26 of the RHPA is ordering 0 
applying prescribed forms of energy. The intention is tha 
the minister will make regulations under the RHPA, identi 
fying as they develop or as risks are identified those form: 
of energy the ordering or application of which are rej 
stricted to particular occupational groups. So making ai, 
amendment to the scope of practice itself does not provid 
any control over who can prescribe or apply particular form| 
of energy. That is handled elsewhere in the legislation. | 

The Chair: Thank you very much for your presentatior, 
I have no further questions from the committee. | 

The other point I would make today, which I did no 
mention yesterday to those who were here, is that if organiza 
tions or individuals wish to communicate with the commit 
tee, they may do so at any time in the form of a letter 
written brief between now and the end of the committe} 
hearings. Please feel free to do that. | 


COUNCIL OF ONTARIO FACULTIES OF MEDICINE 


The Chair: I call now the Council of Ontario Facultie 
of Medicine. Welcome to the standing committee on socié, 
development. Please introduce yourself. You have 20 min) 
utes for your presentation. I would ask that you leave | 
few minutes for questions from the committee at the end 
if possible. 

Dr Provan: I am John Provan. I am the associate dea) 
for post-credit education here in Toronto. I am representin) 
the Council of Ontario Faculties of Medicine. That is th 
body that represents the five medical schools in Ontario.) 
sit on that committee. } 

COFM, as it is called, has no major concerns regardin 
the act respecting the regulation of the profession of medicin| 
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xcept for the proposal that the number of university repre- 
entatives on the council of the College of Physicians and 
urgeons of Ontario be reduced from its current number of 
jive, ie, one for each school, to three. 

There are various reasons why we think this is inappro- 
jriate and why we have rejected this proposal. First, as 
urrently constituted, the act prevents any full-time mem- 
ver of a medical school from being eligible for election to 
ae College of Physicians and Surgeons of Ontario. This 
‘aeans that the medical schools as such cannot be repre- 
‘ented in the electoral process. You could say we could 
hange that situation to permit people to be elected, but I 
fink there is a risk that then the regular representation 
tom the rest of the profession in the province might be- 
‘ome overbalanced. 

COFM believes that a reduction is the number of uni- 


‘ersity representatives on the council of the College of 
*~hysicians and Surgeons from five to three would primar- 
ly deny access to council of the breadth and depth of 
“xperience of the university representatives. These individ- 
tals over the years—I think there has been a university 
epresentative on the CPSO council since council was first 
sonstituted—have provided a unique resource which | 
‘hink would not otherwise be available. 

| The university representatives have a unique adminis- 
tative experience. They represént the teaching hospitals, 
where they often have positions of leadership. They repre- 
vent the medical schools and they bring to council the 
vepresentation of national and international bodies that 
these individuals represent as well. They tend to be leaders 
‘nm the profession and they have often been chairmen of 
ilepartments of medicine, surgery or other specialties as 
well as hospital department heads. That leadership has 
»yeen very useful to the council of the CPSO in the past. 
They also provide professional expertise in issues that 
are often not clearly understood either by the professional 
members of council or particularly by the public represen- 
fprives on the council. These relate particularly to educa- 
ion, in so far as it affects both undergraduates and 
dost-graduates in training, and particularly with regard to 
‘esearch. Indeed, it has been pointed out to me by people 
rom the CPSO that the university representatives are actually 
whe linchpin which provides experience for the CPSO in 
serms of medical research. 
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_ The university representatives also have a clear under- 
standing of issues which relate to registration and licen- 
sure. These are sometimes complex and in the interests of 
public protection need careful elucidation. As these are 
‘issues with which the university representatives are deal- 
‘ing all the time, they provide special expertise in this area. 
They also bring regional representation to the CPSO, and 
that, in itself, may be important. 

I think it is also important to note that in the past these 
umiversity representatives have served council extremely 
well. Many of them have become presidents of the College 
of Physicians and Surgeons. They have represented vari- 
‘ous specialty committees, such as the registration commit- 
tee and the education committee of the college. They are 

tticulate representatives of the profession. They are gen- 
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erally at the forefront of changes, and in the past they have 
provided a very useful means of interaction between the 
public and the college by seeing where changes in medical 
education and medical practice are taking place, so they 
have been able to improve that. Somebody wrote the other 
day stating that these five representatives have performed 
incalculable service to the college. 

Finally, we believe that these university representa- 
tives, above all, have the time to serve the college well. 
This is a very time-consuming process, and those involved 
in private practice solely are often not as easily able to 
spend the time doing this. University representatives have 
a process in place which enables them to spend their time, 
and as university representatives, they are spending a lot of 
their time thinking. They are looking ahead and we believe 
that their creativity and innovation would be lost to the 
council if the numbers were reduced. 

I think it is also important to note that the five universi- 
ties themselves represent different facets of medicine in 
Ontario. Ottawa, for example, represents the francophone 
component. McMaster tends to take more mature and a 
higher percentage of female students. Kingston represents 
a small, compact school in a small area, and Toronto has a 
huge medical resource with many of the leaders in the 
profession, whose expertise might well be lost if they were 
not able to be present at the discussions of the council of 
the CPSO. 


Mr J. Wilson: Thank you for the presentation. What 
does the CPSO itself think about your proposal? 


Dr Provan: The CPSO has discussed this issue and, I 
think virtually unanimously, is against any reduction of the 
university representatives from five to three. They had felt, 
I think, very strongly that some of the issues I brought up 
are being of incalculable service to the council. 


Mr J. Wilson: Do you have any idea how three crept 
into the draft legislation? 


Dr Provan: No, I do not. The initial numbers put for- 
ward by the previous government reduced it from five to 
three, but it is my understanding that the council is not in 
favour of this. 

Mr Grandmaitre: Maybe my question would be better 
directed to the ministry. How did the recommendation come 
about for the reduction of representatives from five to three? 


Mr Wessenger: I could take a guess at that answer, 
but I will turn it over to ministry staff. 


Mr Burrows: It is unfortunate Linda is not here, be- 
cause she was with the review, but it is my understanding 
that the review carefully considered this issue and made its 
recommendation to maintain an overall balance on college 
council. Also, it looked at the fact that medicine alone 
would have had a very sizeable number of academic mem- 
bers compared to other professions where, at most, they 
had two, and many only had one academic member, and 
the principle of equitable treatment entered into this. Per- 
haps Linda could elaborate a little bit on this now she is 
back. They are asking, Linda, for the history of the five 
versus three. 
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Ms Bohnen: The review considered the various pro- 
fessional interests and the public interest to be represented 
on the college council. In addition, it becomes something 
of a juggling act when you are trying to increase the pro- 
portion of public representatives on the council. The re- 
view concluded that there should be a maximum of three 
academics on the council of the College of Physicians and 
Surgeons, that this was the appropriate proportion of aca- 
demic involvement in the affairs of the council. That has 
been retained in the bill and will be retained in the bill, 
even though the proportion of public representatives has 
been proposed to be increased, as you know, to just under 
half. So the CPSO will still have more academics than any 
other college council. 

The Chair: Thank you for your presentation. We ap- 
preciate your appearing before us today. Next is the Gov- 
erning Board of Dental Technicians of Ontario. Are they 
not here yet? In that case, we are a few minutes early. If 
any members of the committee would like to raise any 
issues at this point with the ministry, we can. 

Mr Waters: I would like some clarification of this 
five versus three. How many people sit on the board and 
what do they represent? 

Ms Bohnen: In this version of Bill 55, the council is 
composed of 16 elected professional members and nine 
persons appointed by the Lieutenant Governor in Council— 
those are the public members, the lay people—plus three 
academics. That will be revised again because of the 
minister’s commitment to increasing the number of public 
members to just under half, but that is what appears now in 
the bill. 

Mr Owens: I would like to pursue something we 
started looking at yesterday, around the chiropodists espe- 
cially—it seemed to be the most apparent—and that is the 
issue of being able to assess and treat, but not being able to 
communicate the reason why you are treating. I am just 
wondering how we have made that leap from assessment 
to treatment without having the bridge of being able to 
communicate? 

Ms Bohnen: We have not. What they were saying was 
that because chiropodists have not been authorized in their 
controlled acts to diagnose, it is their view that they cannot 
communicate the results of an assessment. The ministry’s 
position and the government’s position is that although 
they cannot diagnose, they certainly can assess their pa- 
tients and communicate the results of the assessment. So 
we disagree with them as to the effect of not being author- 
ized to perform the controlled act of diagnosis. That is one 
aspect of the issue you have heard many groups speaking 
about. If they cannot diagnose, how can they be assured 
that they can nevertheless assess their patients and discuss 
the results of the assessment with their patients? 

Mr Owens: But without specific language around 
communication, I am not sure that assessment is really 
tandem—assessment and communication. Not having legal 
training and trying to shuffle through the nuances of the 
language, I find it problematic in the way that it is written. 

Ms Bohnen: You are not alone among individuals and 
groups who have problems with the way it is written. I 


think that is why the minister said she hoped to be guided 
by the committee in making some changes that would still 
protect the public in terms of restricting who can diagnose, 
but would comfort both professional groups and the public} 
that they can be properly assessed and find out the results 
of the assessment. 

The Chair: Any further discussion or questions of the} 
parliamentary assistant or ministry? Is the Governing Board 
of Dental Technicians of Ontario here yet? The committee 
will adjourn for 10 minutes and reconvene at 10:40. 

The committee recessed at 1030. 
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GOVERNING BOARD 
OF DENTAL TECHNICIANS OF ONTARIO 

The Chair: I call on the Governing Board of Dental 
Technicians Of Ontario. Introduce yourselves to the com- 
mittee. We would appreciate it if you could leave a few 
minutes at the end of your presentation, if you wish, for 
questions from the members of the committee. You have 
20 minutes, beginning now, for your presentation. Thank 
you for joining us this morning. 

Mr Doel: I would like to introduce myself, Jim Doel, 
as chairman of the governing board of dental technicians. 
With me is our legal counsel, Peter Downard; Petey 
Ferraro, RDT, and a member of the governing board of 
dental technicians; and Dan Huber, RDT, and past chair- 
man of the governing board of dental technicians. 

The Governing Board of Dental Technicians of Ontari 
strongly endorses the many important steps which have 
been taken to rationalize the legislation—excuse me, please. ] 
am just going to get some water, here. I am a little nervous} 


The Chair: Do not be nervous. ; 
Mr Doel: No, I will not be nervous. 


The Chair: No, I can tell. The committee is very 
friendly this morning. Yesterday I was not sure, but I can tel) 
this morning that everyone is in a good mood. So please dd 
not be nervous and just continue with your presentation. | 


Mr Doel: The Governing Board of Dental Technicians 
of Ontario strongly endorses the many important step‘ 
which have been taken to rationalize the legislation appli’ 
cable to all the health professions in Ontario and applauds 
the very substantial efforts of those who have done s 
much to move this process towards fruition. 

That being said, the governing board today wishes t 
explain to the members of this committee the reasons fo) 
the serious concerns we have about the Regulated Healt] 
Professions Act, 1991, and the Dental Technology Act, 1991) 
Our concern is shared by many other relevant participant 
in the dental health care system and we understand tha 
those concerns are also fully appreciated by the Ministry 
of Health. | 

Our concern is that the RHPA and the the Dental Tech) 
nology Act, 1991, as presently worded do not contain mea) 
sures sufficient to protect the public. This is a matter 0, 
profound concern for the governing board, which by stat 
ute has been charged with the obligation of regulating thy 
practice of-dental technology in the public interest for al} 
most 50 years. A 
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In our submission today, we wish to provide you with 
in explanation of why it is that the adequate regulation of 
dental technology is so important. Second, we will explain 
why the RHPA and the Dental Technology Act, 1991, as 
»resently worded do not yet adequately regulate the pro- 
‘ession. Third, we will outline for you our proposed solu- 
ion to this problem, which we understand is supported by 
all the relevant partners in the dental care field, as well as 
yhe Ministry of Health. 

Through our submission today, we hope to provide you 
with some assistance in understanding the need for and the 
yurpose of a statutory amendment which you will be dealing 
with during the clause-by-clause stage of your deliberations. 
The problem posed by the RHPA and the Dental Tech- 
aology Act, 1991, as presently worded is best understood 
when one appreciates the reason why adequate regulation 
of the dental technology profession is necessary. 
| Appropriately qualified dental technologists serve as 
critical links in the dental health care process. They ensure 
patients receive dental appliances which are constructed in 
jaccordance with dentists’ prescriptions and that the dental 
appliances have been produced using appropriate materials 
jand methods. 

The risk of harm to the public that may result from the 
inappropriate practice of dental technology is considerable. 
Potential harm arises from the possible use of harmful or 
‘toxic materials in the construction of dental appliances. 
The same risk arises from biologically incompatible design 
jor workmanship. In either case, the patient can be harmed 
both physically and emotionally. 

It must be clearly understood that mistakes or improper 
choices with respect to these matters may be undetectable by 
‘the dentist. Almost all dental appliances manufactured in On- 
'tario are produced outside of dentists’ offices and beyond 
‘dentists’ control or supervision. Because faults in material 
‘or workmanship in dental appliances may only be detect- 
able at the point of their construction, dentists place heavy 
‘reliance upon the professionalism of dental technologists. 
In its submission to the committee, the Royal College 
/of Dental Surgeons of Ontario has stated its strong view that, 
“The college understands and supports the concerns of the 
/governing board of dental technicians that the quality of 
idental prostheses be protected by ensuring that only qualified 
/persons be permitted to dispense them.” 

Similarly, the Ontario Dental Association stated in its 
submission to the Health Professions Legislation Review: 
“Dental technicianry is an integral part of the practice 
of dentistry. Without their reliable, professional contributions, 
‘the practice of dentistry in Ontario would no doubt be 
i much lower on the world scale than it is—second to none. 
5 We would ask the review to recommend that anyone practis- 
ing dental technicianry in Ontario be licensed by the college 
of dental technicians. This would ensure that continuation 
| of standards which have taken generations to develop and 
on which we have all come to depend.” 

| The fundamental deficiency of the RHPA and the Den- 
tal Technology Act, 1991, as proposed is that they do noth- 
‘ing to ensure that control is exercised over the materials 
and methods used in dental technology by an appropriately 
| qualified person. Under the RHPA and the proposed 






























Dental Technology Act, 1991, unqualified persons wishing 
to practise dental technology would be free to do so with- 
out restraint, as long as they did not call themselves dental 
technologists or dental technicians or otherwise represent 
themselves as being qualified to practise as dental technol- 
ogists or in a specialty of dental technology. The legisla- 
tion in its present form would do nothing to prevent 
unqualified persons from carrying on the practice of dental 
technology under some other title. 

Ironically, the Dental Technology Act, 1991, creates a 
more elaborate administrative structure for the regulation 
of the profession of dental technology than has ever ex- 
isted before. However, by omitting any requirement that a 
qualified person exercise control over the materials and 
methods of dental technology, it would leave the regula- 
tion of the profession without any meaningful foundation 
and would leave consumers without adequate protection. If 
left unamended, the RHPA and the Dental Technology Act, 
1991, would result in the effective deregulation of dental 
technicians in Ontario for the first time in almost 50 years. 

The problem is made ali the more troubling by the fact 
that the need for effective regulation is currently greater 
than ever. Committee members may be shocked to learn 
that a substantial number of commercial dental labora- 
tories are now operating illegally in Ontario. These are 
laboratories which carry on their activities without the 
slightest involvement of a registered dental technician. The 
governing board has undertaken a test case under its cur- 
rent legislation in order to address this problem. 

Under the Dental Technology Act, 1991, as presently 
worded, such illegal operations would continue unhindered, 
as long as no one involved with them called themselves 
members of the college of dental technologists or otherwise 
held themselves out as appropriately qualified persons. 
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The governing board strongly believes the government 
must ensure that the inappropriate practice of dental tech- 
nology does not continue. We are therefore asking the 
members of this committee to approve amendments requir- 
ing that a member of the college of dental technologists su- 


pervise all dental technology work performed in this 


province. Without such a requirement, this government and 
the governing board will be powerless to protect the public 
from the provision of substandard and potentially harmful 
dental care that unscrupulous operators may provide in an 
unregulated environment. 

In addition to the dramatic impact the proposed legisla- 
tion would have upon the protection of the public in On- 
tario, it should also be noted that inadequate regulation of 
dental technology would also have a negative effect upon 
the post-secondary education of dentists in Ontario and on 
the provincial taxpayers. 

The University of Toronto and the University of Western 
Ontario have both stated their recognition of the reliance 
placed by dental technologists upon qualified dental tech- 
nicians. In particular, they have pointed out that they have 
increasingly shifted their undergraduate program away 
from dental technology to other priority areas, such as bio- 
logical sciences. The dean of the faculty of dentistry of the 
University of Toronto has stated that such changes “were 
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only possible because we were secure in the knowledge 
that there existed a sound infrastructure to the dental pro- 
fession, namely, a well-trained and regulated licensed den- 
tal technician.” If this practice of dental technology were 
to be effectively deregulated, the current ability of dental 
faculties to rely upon the dental technology profession 
would be dramatically undermined. 

The University of Toronto has estimated that unless the 
wording of the Dental Technology Act, 1991, is changed, 
university dental faculties would have to add an additional 
one year to the curriculum, at a cost of $3.5 million per 
year and $2 million in capital costs. Dental students would 
also be faced with an additional year of study and an in- 
crease in the cost of their education of approximately 
$10,000 per student. 

For its part, the faculty of dentistry of the University of 
Western Ontario has stated through its dean: 

“There is a very strong feeling within this faculty that 
the abandonment of dental technology as a licensed act 
would have grave implications for dentistry and would 
adversely affect the public. It is a retrograde step and we 
would that it will not come about.” 

In these circumstances, all of the participants in the 
legislative review process have acknowledged that as pres- 
ently worded, the Dental Technology Act, 1991, does not 
provide adequate measures to ensure the appropriate prac- 
tice of dental technology and that it must therefore be 
amended to ensure an adequate protection of the public. 

In the governing board’s view, protection of the public 
may be secured by a statutory amendment requiring that 
no dental technology work may be performed in Ontario 
unless that work is done under the supervision of a mem- 
ber of the college of dental technologists. The supervision 
of a properly qualified member is essential to ensure that 
appropriate procedures are followed and that satisfactory 
materials are used in the construction of dental appliances. 
This policy is widely supported by participants in the den- 
tal care field, which includes the Association of Registered 
Dental Technologists and the Commercial Dental Labora- 
tory Conference. 

It is important that the members of this committee un- 
derstand that the government has also acknowledged that 
the RHPA and the Dental Technology Act, 1991, as presently 
framed do not satisfactorily achieve the goal of protecting 
the public. It is the governing board’s understanding that 
the Ministry of Health agrees in principle with the need for 
an amendment which will better protect the public by en- 
suring that dental technology work is supervised by a 
member of the college of dental technologists. 

The governing board wishes to make clear to the com- 
mittee that it is absolutely fundamental that the statutory 
amendment achieve two goals: First, it must ensure that no 
person may perform dental technology functions unless 
that work is supervised by a member of the college of 
dental technologists; second, where dental technology 
work is performed and is not supervised by a member of 
the college, the amendment must ensure that both the per- 
son or business organization carrying on the business and 
the unqualified person supervising the work are liable to a 
provincial offence. 


In the governing board’s view, these purposes can be} 
achieved by the provision which we have outlined in page| 
10 of our submission. 

The purpose of this amendment would be (1) to ensure ; 
that dental technology work is not performed unless it is! 
supervised by an appropriately qualified person, and (2) to| 
ensure that where dental technology work is performed in} 
the absence of appropriate supervision, all relevant parties} 
are liable to a provincial offence. In this regard, particu- 
larly given the existing problems regarding the growth of} 
illegal commercial dental laboratories, the governing board 
considers it to be particularly important that the amend-| 
ments clearly and specifically ensure that all these business} 
organizations carrying on inappropriate activities be liable} 
to an offence. 

At this time, the governing board understands that leg- 
islative counsel has been instructed to prepare a statutory) 
amendment which will reflect the Ministry of Health’s) 
agreement in principle that the dental technologist must be) 
supervised by an appropriately qualified person. With} 
other relevant parties, we await the result of legislative 
counsel’s work. The details of appropriate exemptions 
from our proposed amendment for professionals who derive} 
adequate expertise from other training, such as dentists, are} 
also currently being refined. We are confident, however, that} 
the existing consensus on the needs and goals of adequate} 
regulation among all relevant parties will ensure that satis-) 
factory amendments will soon be in a final form, and that it| 
will form an appropriate foundation for the adequate regula-| 
tion of the dental technology profession in the public interest. 


The Chair: Thank you very much for an excellent) 
presentation. Some members would like to ask questions.| 
We have approximately four minutes. I ask that you be 
aware of the time. | 


Mr Owens: Mr Doel, thank you for the excellent pre- 
sentation. I am really pleased that you raised the issue of 
illegal labs operating, because in my meetings with mem-} 
bers of your industry these rumours surfaced. You can} 
have the greatest regulation in the world. My question is,| 
quite simply, how is it going to be more enforceable than| 
what we have currently proposed? If we accept your 
amendment, how would the government or the industry be 
able to enforce that to ensure that these illegal operationg 
are not up and running? 


Mr Downard: In our view the amendment we ond 
pose will just go all that much further to make sure this) 
activity is stopped. We see a loophole in the act as pro-| 
posed that one can drive a truck through and we think the, 
amendment we have proposed will close that loophole. As) 
a lawyer, I am aware there probably has never been a piece) 
of legislation invented that another lawyer could not find 
something around, but the fact remains that we strongly, 
believe the amendment we have proposed will go a very) 
long way towards addressing this serious problem. 

Mr Beer: It is probably fair to say that all this legisla-; 
tion is going to provide lawyers with some interesting} 
challenges regardless of what amendments come through. 

I take it, from the end of your presentation that if 
these amendments that are going to be coming from the} 
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government are what you think they might be, that will 
‘end the problem. Is the issue then around the dental labora- 
tories association? There is an Ontario or Canadian associ- 
| ation. Are they concerned or are they the ones who did not 
want this change made, or where is the conflict here? Who 
is saying, “No, we don’t want all these acts to be directed 
by some other body”? Where is the opposition here? 


+ Mr Downard: As we understand it, doing the best we 
can to canvass all the relevant opinions, there is indeed 
/now a consensus in the dental technology industry that 
dental technology should only be carried on where it is 
supervised by a member of the future college. That policy 
appears to be the subject of a firm consensus. We are in the 
‘process of refining the precise mechanism by which the 
policy can best be realized, and in that regard we are dealing 
on an ongoing basis with all relevant parties. But we are very 
confident that there is a firm foundation of consensus as to 
the essential policy. 

. Mr Beer: That being done, then, you would be content 
with the act as it would then be. 

Mr Downard: That is the case. 

1100 

_ Mr J. Wilson: I have a quick question to get an under- 
standing of what the current status is. You mention in your 
brief that there are a number of commercial entities carrying 
_on unregulated, I gather, and unaccountable. How is that the 
case? You have a college now. One would assume it was 
supposed to be doing this or would have been given the 
authority to do this. 

Mr Downard: There have been some concerns about 
the adequacy of the language of the current legislation, 
which I will not dwell on further here. Also, until relatively 
| recently there was only a nominal fine structure in place 
for violations of the legislation, which apparently gave 
_ some operators an incentive to disregard the law and made 
it more difficult to face the task of enforcing the law. 


The Chair: Thank you very much for your presenta- 
‘tion. We appreciate your appearing here this morning. 
| Please feel free at any time over the course of these hearings 
“to communicate further with the committee in writing, al- 
though you have presented us with a very substantial brief. 
_ Mr Jackson: Madam Chairman, would it not be ap- 
| propriate, where a deputant presents a point that the govern- 
ment has already agreed to a substantive change, that we 
have that statement corroborated? That would have been 
| my question to the ministry. 

The Chair: If you wish. There are times we can do 
_ that or you can ask to do that at this point, if you like. 
Mr Jackson: If there is any conflict I would like that 
| to be flagged, if there is a disagreement on the part of the 
_ ministry. I am accepting the statement, but it is an agreement 
which implies to the other parties—it would be helpful; 
that is all. 


Mr Wessenger: Yes, we are working on an amend- 
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_ ment, substantially as represented, to try to accommodate 





the interests of the dental technicians as well as the dental 
_ profession, the medical profession. 


The Chair: That will be presented at a later time? 


Mr Wessenger: Yes, it will be presented. 


Mr Jackson: It is helpful at this point to know that, 
and I appreciate that. 

The Chair: For the advice of members of the commit- 
teé, for issues such as Mr Jackson has just raised, that is 
different than a questioners’ list. If you signal to me that 
you have a question for the parliamentary assistant, I will 
keep a separate list and do that at the end of the presentation. 


PSYCHIATRIC PATIENT ADVOCATE OFFICE 


The Chair: Next is the Psychiatric Patient Advocate 
Office. Welcome. You have 20 minutes for your presenta- 
tion, if you would begin now. We ask that you leave a few 
minutes for questions at the end. 


Mr Giuffrida: I will indeed; I am David Giuffrida, 
legal counsel to the Psychiatric Patient Advocate Office. 
We are a quasi-independent program of the Ministry of 
Health that has been working in the area of rights of psy- 
chiatric inpatients in the 10 provincial psychiatric hospitals 
since our program began in 1983. We have enjoyed, since 
we began, the latitude to address committees such as yours 
and of course in doing so do not speak for the ministry. 

I want to comment on several aspects of the Regulated 
Health Professions Act, Bill 43, that have ramifications for 
the rights of psychiatric patients and other patients. I admit 
to having been awakened to the relevance of this particular 
bill for our client group fairly late in the game. Many of 
the comments I am going to make to you are ones the 
patient advocate office and other patients’ rights groups 
have made in other forums, in particular the sex abuse task 
force of the college of physicians. We have made these 
sorts of suggestions to regulatory bodies as well. 

The first point regards compliance with laws relating to 
informed consent to treatment and in that regard I am sure 
the committee is aware of other legislative initiatives by 
this government, many of which have been evolving over 
many years and many governments, but in particular Bills 
108 and 109 relating to substitute decisions for incapable 
persons and the Consent to Treatment Act. 

In public discussions to seek feedback from members 
of the community about this legislation, one resounding 
complaint was the lack of enforceabilty, the fact that in- 
formed consent now is more honoured in the breach 
among health care professionals than it is honoured in 
practice, and the fact that Bill 108 and Bill 109 lack any 
penalty or enforcement provisions that would penalize 
health care professionals for flagrantly disregarding the re- 
quirements, that they get the personal informed consent of 
a competent patient or the substitute consent of, for exam- 
ple, a relative of an incompetent patient. 

It may be appropriate that we not overly legalize the 
practice of medicine and the practice of other health services. 
However, the experience is so universal that time and again, 
patients who are incapable but are acquiescing are treated 
without any consent at all. Patients who are vulnerable, 
who are inpatients in provincial psychiatric hospitals and 
other institutions and people with disabilities are treated 
without personal or substitute consent. So many of these 
complaints have been heard that we believe it is appropri- 
ate to have some mechanism to remind professions that it 
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is a requirement of the professional discharge of their par- 
ticular discipline that they get the personal consent of their 
patients, or substitute consent where appropriate. 

Just to pick from among many different sources, I note 


two decisions of the mental health review board, one in — 


which the chair writes, “The doctor has taken a somewhat 
surprising position that although he believes the patient to 
be incompetent to consent to both ECT and medication, he 
has proceeded to administer medication to the patient,” 
and another in which he says, “In this case, however, the 
board accepts the somewhat startling evidence of the doctor 
that staff continue their attempts to treat without valid consent 
for the simple reason that it is hospital policy to do so.” 

We have noted that despite amendments to the Mental 
Health Act in 1986 and 1987 that amply clarify the re- 
quirement to get informed consent, we observed in subse- 
quent years whole wards, particularly of psychogeriatric 
patients, where treatment was administered without any 
regard to legal requirements of consent. That situation has 
improved now, but we believe it would be important if it is 
stated that it is an example of professional misconduct to 
flagrantly violate the requirements of informed consent. 

In saying so, I am aware of the fact that the structure in 
the current Health Disciplines Act puts such lists of profes- 
sional misconduct in the regulations rather than in the stat- 
ute, and that may be an appropriate structure. I am just not 
terribly optimistic that the disciplines, left to their own 
devices, would decide to enumerate this as an example of 
professional misconduct, but I will leave that as an issue 
for your attention. 

The second item I wanted to discuss concerns rules 
relating to the process of investigating complaints. Again, 
this can be a little difficult to get a handle on, but I wanted 
to share with you some of the frustration in cases I have 
been involved in. These have been confined to the college 
of nurses. In one case a complainant says: “The health care 
providers did X to me and I am aggrieved about that and I 
am complaining. I think what they did was illegal and 
violated my rights.” The response from the college is that 
it will not refer it to discipline. They set out the allegations 
and say, “We’ve decided we weren’t going to refer this to 
discipline,” and the complainant is left in the dark: “Did the 
college make a finding that what I said happened did happen 
or did they disbelieve me? Did they believe the provider 
and not believe me? If they believed what I said happened 
did happen, did they believe it was an illegal act or not?” 

For example, it could be forcibly confining an informal 
patient when the Mental Health Act says nothing in this act 
authorizes detaining or restraining an informal patient. 
None the less, they restrained an informal patient. The patient 
makes a complaint to the college of nurses. The college 
says, “We find no unprofessional conduct here.” Well, did 
they agree that the restraint happened? Did they believe it 
happened but they do not think it was unprofessional con- 
duct? Do they believe it is permissible for members of 
their profession to break the Mental Health Act? There is 
absolutely nothing responsive to the complaint. At the initial 
complaint stage, it is my understanding that there are no 
formal findings of fact made and yet an important decision 


must be made: Should this case be referred to discipline or 
should it not be? | 

I think the situation is analogous to a police investigation. | 
The police and the crown attorney begin a case neutrally, 
but in the course of investigating form an opinion about 
whether this is the kind of case that could stand up if it 
were sent to trial if a charge were laid, if that is what the 
colleges are meant to be doing at the complaint stage; 
forming an opinion about the discipline likely being suc- 
cessful if this went to discipline; If not, then you should 
not waste anybody’s time: if it would, then you should. If 
you decide not to refer it to discipline, I think you owe it to! 
the complainant to explain to him why you decided not to 
refer it to discipline. The current practice does not do that. 

The third item is rules relating to competence of a 
witness to testify at a discipline proceeding. I want to add 
this is a topic the committee is likely to hear a lot about 
from the sex abuse task force because the college of} 
physicians’ sex abuse task force deals primarily with a 
very difficult situation in which there is an allegation of 
sexual misconduct in a room with only two people, the} 
complainant and the respondent, so often it turns on issues 
of credibility. 
1110 











whom our society has traditionally accorded less credibility) 
than other Ontarians, someone who has a developmental | 
handicap or is labelled mentally disordered or has a physical} 
handicap that makes it difficult for him to communicate in| 
ordinary spoken language. 

I am aware of a case, again before the College of Nurses| 
of Ontario, where a complainant said he was physically} 
abused by staff while an inpatient in a hospital, and as aj 
result of the proceedings, at the beginning, the health care) 
professional who responded in the proceeding argued that) 
the patient was not competent to testify and was successful.| 
The consequence of that is that the patient never even had} 
the opportunity to get on the stand and tell his story. 

Some complainants will be incapable of testifying, but} 
I think that is an improper procedure and looking at other} 










_law reform initiatives that are afoot having to do with the} 


Criminal Code of Canada and the Canada Evidence Act, 
rather than have the zero sum, black and white, either you) 
are competent or you are incompetent sort of notion, I) 
support a policy that would permit anyone who agrees to) 
tell the truth to get on the witness stand to tell his story. If| 
the other side wishes to introduce evidence that their capacity | 
to give testimony is impaired, let them introduce that evi-| 
dence and the finder of fact, the committee, the judge, the| 
board, will assign a certain weight to their testimony based) 
on the clinical evidence of their capacity. 

In the particular case I am thinking of, I was given 
information that had the case been allowed to proceed,| 
another patient would testify that he was approached by a’ 
health care provider and offered a bribe to lie and corrobo-; 
rate the provider story rather than the complainant story. I) 
think it is a travesty that the discipline committee never got! 
to hear the whole tale and rather just threw it all out. | 

If there are very clear cases related to health discipline, 
if a physician leaves in a sponge during surgery, we will! 


(3 AUGUST 1991 





STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-379 





aave the easiest time dealing with those sorts of cases. 
[hese are the most difficult ones relating to people who 
are some of the largest consumers of health care services, 
oeople who are vulnerable because of mental or physical 
‘aandicaps, people who are institutionalized. We have to 
ensure that the complaints procedure is responsive to their 
complaints and can accept their evidence in a mode that 
hey are able to give. 

Finally, I wanted to touch upon the duty of hospital 
administrators to report a physician’s loss of privileges for 
\ssues relating to conduct or competence. I wanted to say, 
first of all, that in the code that is a part of Bill 43, section 
36—I was delighted to find it there—it imposes an obliga- 
‘ion on all people who employ regulated health profession- 
als and obliges them to report any revocation, suspension 
or restriction on privileges of a member. 

Another triggering event is the dissolving of a partnership 
jt association with a member for reason of professional 
‘misconduct, incompetence or incapacity. That is good, be- 
ause unlike the Public Hospitals Act which only covers 
‘oublic hospitals and only covers physicians, this deals with 
all regulated health professionals and all employers. 

I contrast it with section 30 of the Public Hospitals Act. 
As I said, that act only covers the setting of public hospitals 
and only physicians, so section 86 is a welcomed addition. 
‘However, there are some other triggering events in section 30 
of the Public Hospitals Act that the committee would do 
well to consider, for example, where the application of a 
physician for appointment or reappointment to a medical 
‘staff of a hospital is rejected by reason of his incompetence, 
negligence or misconduct. 

_ That is another event that triggers a report to the college, 
ithe rejection of an application or reappointment or where a 
physician voluntarily or involuntarily resigns from a medi- 
cal staff of a hospital during the course of an investigation 
‘into his competence, negligence or conduct. I think these 
additional events that trigger a mandatory report to the 
college are important and one option would be for the 
‘committee to consider their inclusion in section 86. 

I anticipate section 30 will remain in the Public Hospitals 
‘Act I am aware of it because of its conspicuous absence from 
‘the Mental Hospitals Act and that is the act under which 
the 10 provincial psychiatric hospitals operate. There is no 
corresponding obligation for administrators in the 10 pro- 
vincial psychiatric hospitals to report to a college a physi- 
‘cian who is in these circumstances. 

Tam aware of situations—thankfully, they are rare, and 
hope my comments are not taken as a witchhunt on phy- 
Sicians or any other health care professionals, but I am 
aware of cases in which the contract of a physician has not 
been renewed or a physician has been permitted to resign 
in really alarming circumstances. 

_ J recall a circumstance in which the nursing staff ap- 
proached the patient advocate to get the advocate’s assis- 
tance in inquiring to find out if this person was in fact a 
doctor, because the nurses found this doctor’s prescribing 
‘Practices so bizarre. This doctor was permitted to resign 
and no report was made to the college of physician and 
‘surgeons. I would like to see reporting to be mandatory in 
‘those circumstances. 
































I will stop there to give time for questions and I antici- 
pate the opportunity of filing something in a little more 
detail with the committee before the end of the month. 

The Chair: Thank you very much for a very thoughtful 
presentation. 


Mr Jackson: David, it is good to see you again. I 
enjoyed your presentation. There are a couple of areas and 
I will try and move through them quickly. Having read the 
Weisstub report and having difficulty reading it as any 
layperson would, I know we still have problems with the 
definition of competence in this province and that it is an 
unresolved matter. Is that at the root of why we are not as 
clearly inclusive in this bill, in your opinion? Perhaps you 
could share that with me because my background in this 
field leads me to that conclusion. 


Mr Giuffrida: Is this in regard to the first issue I 
raised around informed consent to treatment? Whenever 
the law creates a distinction, there will be clear examples 
on either side of the line and there will be one real close to 
the line that everyone will struggle with. I do not think the 
problem I am describing can only be related to those diffi- 
cult issues that are near the line. 

I am looking at a report in which our advocates re- 
viewed a psycho-geriatric ward in which there were just 
dozens of patients that the advocates could not carry on a 
conversation with. The advocates are laypeople, but they 
could not have a basic exchange of information. Reviewing 
the clinical records of these patients, they were considered 
by the physician to be competent in all spheres, financially 
competent, treatment competent. It just did not add up. ! 
think the most cursory assessment of their capacity would 
have led the physician to conclude that they were incapable. 


Mr Jackson: Item 4 zaises some important points. Have 
you had any feedback from the government with respect to 
your proposed amendments and would you be able to table 
with us your suggestion in proposed amendment form? 

I certainly support what you are suggesting here. In 
most other cases that we are dealing with, the public has a 
secondary recourse through the courts, but for your con- 
stituency, in almost all the cases, it is not. So there is moral 
pressure on us as legislators to ensure that this is the one 
and only opportunity for protection for these particularly 
vulnerable Ontarians. 

I want to look very seriously at this and hopefully the 
committee will. I am asking you if the government has 
indicated in its informal discussions with you, an openness 
to look at those amendments? 


Mr Giuffrida: I must apologize there because I have 
come to Bill 43 fairly late in the game and have not given 
the opportunity for the government to express its views. It 
has been very open in consulting with our program and with 
other people representing various consumer and survivor 
groups, so we look forward to discussions with them, but 
we have not had them yet on this issue. 

Mr Hope: You have raised a number of issues dealing 
with vulnerable people. Will the legislation the Minister of 
Citizenship has introduced alleviate a lot of the problems 
dealing with advocacy, with what is going on with advo- 
cacy in dealing with patients? 
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Mr Giuffrida: We are quite excited about the pros- 
pect of the passage of advocacy legislation that will ex- 
pand advocacy services to settings and to consumers who 
do not now have the services of advocates. 

There are many pieces to the puzzle. Advocacy is nec- 
essary, but not sufficient. If a client approaches an advo- 
cate, the advocate investigates the situation and says, “The 
provider is doing X,” but if there is no indication that what 
they are doing is wrong or no remedy to correct it, then it 
is an incomplete system. 

In the provincial psychiatric hospitals, patients have 
had advocates from our program for eight years now. But 
particularly, for example, on the issue of compliance with 
the Mental Health Act, it is quite discouraging to report the 
level at which health care providers are ignoring the Mental 
Health Act despite the presence of advocates. 

I have sat in the office of a medical director who basi- 
cally said: “I don’t care what the act says. I don’t think it is 
in the best interests of my patient. I will not do it.” That is 
despite having an advocacy program. I think they also 
need to hear from their peers. They need to hear from other 
groups, “No, you must behave according to the law.” 


1120 

Mr J. Wilson: On your point 2 on investigating com- 
plaints, the way I read sections 24 to 27 or so—tell me if I am 
wrong—if someone submits a written complaint, a panel 
shall be struck. On your point about the panel not giving 
reasons if it does not take any action, I see there is a 
section here that says that the panel must give a copy of its 
reasons if the panel decided to take no action with respect to a 
complaint, or to do anything under the previous paragraphs. 
Is that satisfactory? Have you had a chance to look at that? 


Mr Giuffrida: I am conscious of the fact that the con- 
cerns I am raising in item 2, may not be completely amenable 
to resolution in legislation. Some of it is just practice, and 
the college of nurses, to its credit, has begun publishing in 
full many of its decisions—anonymized—and it is communi- 
cated to all members. It is a very open, progressive policy. 
My concern is that the wording of them is not terribly 
responsive, and I am not quite sure how you legislate that. 

What I understand to be the system is that the person 
within the college who does the investigating then reports 
back to another body which does the deciding. I am not 
sure why that is so. It would be, for example, as if a judge 
heard all the testimony of the parties and then referred the 
final decision to someone else who was not in the room at the 
time. I am not sure why that is so, why it would be wrong 
for the investigator to form an opinion about the possibility 
of success, if this were to be referred to discipline, and to 
share that with the complainant. 

The Chair: Thank you very much for your presenta- 
tion, and we will look forward to the brief you will be 
tabling with the committee in due course. 


SHELLEY O’NEILL 
The Chair: I call Shelley O’Neill. Welcome to the 
standing committee on social development. You have 10 
minutes for your presentation, and we would ask you, if 
you wish to leave a few minutes for questions. 


Ms O’Neill: My name is Shelley O’Neill and I am a) 
registered nurse. I am employed in a recovery room at! 
Women’s College Hospital. I would like to thank the com-| 
mittee for the opportunity to discuss the Regulated Healt 
Professions Act. 

I am here today because I care about the direction in| 
which my profession is heading and its impact on the pa- 
tients I care for. Many nurses, including myself, have al- 
ways referred to our certificate of competence as th | 
licence. When I understood the full implications of being 
licensed, I could easily see why this profession has bee , 
forced to accept the role of handmaiden. 

It is well documented that I can do 60% of what a 
doctor does. It does not take two sticks to rub together to, 
see why doctors, pharmacists and dentists were originally, 
licensed, and nurses were left to become registered. It was 
turf protection at its finest. So when I say to you that as | 
nurse I want to be licensed, why should I be any different 
to doctors, dentists or pharmacists, who have up to now 
protected and created a monopoly. 

The education of a nurse is done in a very broad, gen; 
eral sense. We are educated to see the patient as a whole} 
Nurses impact on many professions and vice-versa. Foil 
example, on Saturday night I had a patient who came intc 
recovery room after having his gall bladder removed. My, 
biggest claim to fame in the recovery room is airway man: 
agement. The act of managing respiratory therapy, as ]) 
understand it, is not listed for nursing. Airway manage; 
ment is the first thing that happens in recovery. The patien| 
gets oxygen, and is usually placed on some form of moni: 
toring. The scope of respiratory management is listed fo1 
respiratory therapists. 

The act of communication is not listed for nurses ir 
this legislation. The first thing I say to a patient is: “one 
you are okay. Second, you are in recovery room and you 
operation is finished.” I do not know if any of you have 
had operations, but what is the next question that comes 
out of your mouth? You usually ask first, “What did they 
do to me?” If I tell the patient that his gall bladder is out} 
then I am helping him reach a conclusion about his diagnosis} 

The act of communicating is essential in recovery room 
So now the patient requires something for pain, and he has 
allergies to the common drugs used for analgesics. At 2 am 
there is no pharmacist, and I am then dispensing a medica} 
tion from a night cart. At this point, it is very clear what ac: 
I am performing, and I really should not be performing. — 

I think I have got this patient all sorted out. He ij 
comfortable. He is informed, but he is complaining of ¢ 
sore back. After two hours on a stretcher, I would have ¢ 
sore back too. According to this legislation, I would se¢ 
performing a back rub as interfering with the scope 0) 
practice and acts of a massage therapist. 

Just to finish off, the patient’s wife has gone into labou) 
because of the stress of the situation, the nurses in obstet) 
rics cannot find a doctor and she does not have a midwife; 
Now what do we do. Who is going to manage the labour? | 

I can go on and on, but these are everyday occurrence! 
I go through as a staff nurse in this province. | 

I have no desire to create a monopoly, and in fact ap. 
preciate the expertise of other health care professionals. A’ 
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. 
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a nurse, it is impossible to have the knowledge base of 
drugs a pharmacist would have, but I am certainly glad 
they are available to answer my questions. In terms of 
ymassage therapy, I have a limited knowledge base but the 
orinciple that massage therapy is comforting is something 
we can agree on wholeheartedly. 

_ Nurses must be licensed. It is not for selfish means. 
Other provinces in this country have licensed their nurses, 


me. My profession needs to be licensed. We need a legal 
right to define our scope of practice. As a nurse, my prac- 
tice overlaps with a great many professions because I am a 
generalist who sees the patient as a whole. 

’ As anurse I diagnose, and because I am the health care 
provider who is there 24 hours a day, it is logical to as- 
‘sume I will be able to identify the needs of the patient and 
make arrangements for the appropriate health care provider. 
In order for this profession to flourish and survive, it 
must be given a legal right to define its scope. The elusive- 
ness of being a professional body is not found in higher 
education, but in the ability to function freely within its 
scope of practice. The legislation makes me feel compro- 
mised as a practising nurse, and if I cannot practise freely 
then the patient care in this province will be the loser. 


/ The Chair: Thank you very much for your presentation. 
Thave a request from Mr Wessenger to clarify on behalf of 
the ministry. Is that agreed by the committee? It may use 
up some of the time. 


Mr Wessenger: Yes, I would like to have ministry 
staff indicate some response to this. 


Ms Bohnen: Some of the speaker’s concerns might be 
tesolved by recognizing that the scopes of practice described 
for the other professions do not in any way detract from 
the scope of practice of nursing. The fact that some activi- 
ties are described, such as the scope of practice of respira- 
tory therapy, certainly does not remove it from the scope 
of practice of nursing, which is expressed very broadly in 
section 3 of the Nursing Act and it is the scope of practice 
that was collaborated on by nursing organizations. 

Nurses have a much longer list of controlled acts than 
any other profession, and I guess medicine and dentistry, 
and those can be performed on the order of the physician, 
or on the order of a qualified person who may, in the 
Circumstances to be set out in regulations, be a nurse. So 
within the framework of this new regulatory model, nurses 
have a very broad scope of practice, because as you say 
they are generalists and have authority to perform many 
controlled acts. 

Mr Owens: The comment with respect to patient care 
suffering as a result of nurses not being licensed: I wonder 
if you could expand on that a little bit. I have some knowl- 
edge of hospitals, and as I have stated before the compart- 
‘mentalization or specialization of medical care makes the 
stuff with respect to nurses a little bit more problematic. 
‘You mentioned respiratory therapists and I think Linda 
‘Bohnen just mentioned on the order of physician. Is it easy 
to find a doctor after 5 o’clock at a Toronto hospital? 


_ Ms ONeill: It is difficult to find a physician. 
_ Mr Owens: So what do you folks do now? 







| 


| 


and why Ontario must remain in the dark ages is beyond. 








Ms O’Neill: If someone comes into recovery room 
and I feel his breathing is compromised, what would I do 
first? I would put oxygen on and I would put an oxygen 
saturation monitor on. 

Mr Owens: And then? 


Ms O'Neill: That is about the extent of what I can do. 
At this point in time, that is what I will do. 
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Mr Owens: You make a note of it that this is what you 
have done. Do you have to receive permission retroactively 
for the stuff that you do, and what happens if a physician 
or a person who is “qualified” refuses to write that order or 
to give you that permission? What happens then? 


Ms O’Neill: I will give an example. If someone was 
COBD, chronic obstructive lung disease, he cannot tolerate 
high levels of oxygen. So if I put that on and something 
happens to that patient, I may not get an order from the 
physician to cover it, that says I have done it. 


Mr Owens: Which puts you in jeopardy in terms of 
your licence to practise or your certificate. 


Ms O'Neill: It is a certificate of competence; it is not 
a licence. 


Mr Wessenger: I think we need further clarification. 


Ms Bohnen: The real world, of course, of how hospitals 
currently operate is that— 


Ms O’Neill: I know the real world. 


Ms Bohnen: —there are many standing orders in 
hospital protocol— 


Ms O'Neill: Not ours. 


Ms Bohnen: —that permit staff to operate when 
somebody who is authorized to prescribe or authorize some 
other invasive activity to take place is not present. That is, 
in the ministry’s view and in the government’s view, exactly 
how they will continue to operate. 


Ms O’Neill: Has the ministry ever been in the situation 
where it has had to accept standing orders? You make an 
assumption about standing orders and you have no idea of 
reality. 

Mr Owens: If I could pose this question on the record 
to deal with at the end of the day with the ministry, does 
the ministry follow up with hospitals to ensure that stand- 
ing orders are in place, whether they are appropriate, how 
they are utilized, if they are utilized? I think that is very 
important, especially with the changes coming to the nurs- 
ing profession. I think you make a good point that what is 
on paper is not necessarily what is happening in the field. I 
would like to know with respect to quality assurance what 
is going on in the field. 

The Chair: The question is noted and on the record. 
Thank you very much for your presentation. 


Mr J. Wilson: I have a couple of questions for the 
ministry. First, I would like an explanation at some point 
today, I suppose, of the difference between licensed and reg- 
istered for nurses. I have a concept of both in my mind, but I 
am not sure it is what the legal definition would be. Second, I 
was wondering whether in the College of Physicians and 
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Surgeons of Ontario authority they are allowed to delegate 
controlled acts to nurses. 


JIM FRASER 


The Chair: Jim Fraser, welcome to the standing com- 
mittee on social development. You have 10 minutes for 
your presentation. We would ask that you leave some time 
for questions from the committee. 


Mr Fraser: Good morning, my name is Jim Fraser. I 
am a registered nurse practising in the province of Ontario 
and I am employed at the Toronto General Hospital in the 
operating room. I am pleased to be here to address some 
concerns about the Nursing Act with specifics about ac- 
countability of nurses. 

I would like to thank the various Health ministers and 
their staff for the lengthy hours they put into preparing this 
legislation and for the opportunity to have input into the 
process. 

At the onset, as a nurse I must say I was disappointed 
with the legislation. I had hoped and expected that my role as 
a registered nurse would be licensed and that my experience 
and skills would be more efficiently and effectively used by 
allowing me to do more controlled acts independently. 

I believe the legislation neglects to recognize me as a 
nurse, but most importantly as an autonomous member of 
the health care team. The legislation puts me in a difficult 
position to be able to deliver the best possible health care 
to our patients. The legislation makes it extremely difficult 
for me to remain a patient advocate when I could be disci- 
plined, fined or imprisoned if I act without an order of a 
qualified person. 

Currently nurses must exercise their judgement in de- 
termining whether to carry out treatment ordered for patients 
and are accountable for exercising suitable judgement. 
Nurses have been found guilty of negligence for carrying 
out inappropriate orders. The proposed legislation would 
enable other governing bodies that have control under the 
acts to investigate. I have great concerns about this. I could 
be found not guilty by the College of Nurses of Ontario 
and by the College of Physicians and Surgeons of Ontario, 
but still could be prosecuted in a court of law. 

I strongly believe that the college of nurses has the 
necessary knowledge to determine whether a nurse has 
met the appropriate standards of practice, and therefore the 
college of nurses should be the only governing body able 
to investigate complaints about its members. 

The government, by amending the Public Hospitals 
Act to allow registered nurses to be part of hospital decision- 
making committees, began to recognize the knowledge, 
expertise and accountability that nurses provide to the citi- 
zens of this province. The proposed legislation does not 
allow nurses to perform any controlled acts independently. 
I feel this has turned back the hands of time, putting nurses 
in the handmaidens’ role again, only being able to act on the 
order of a qualified person. Nurses have proven themselves 
to be competent, qualified and accountable practitioners. If 
nurses were legislated more independence, duplication of 
services could be decreased, resulting in a more cost-effective 
and efficient system of health care. 















I also expected, to protect the public fully, that all reg- 
istered nurses would become totally accountable under th 
legislation and to their governing body. By “all register 
nurses,” I mean staff nurses, nurses who are administra 
tors, nursing management, teachers and researchers. It is 
worth noting that the Canadian Nurses Association has 
recognized this need by establishing its own standards fo1 
nurses who are administrators, educators and researchers. 
have attached that as appendix 1. 

It is crucial for these nurses to become accountable tc 
their governing body in order for the public to be fully 
protected. Nursing administration and nursing manage: 
ment are so far removed from the bedside and direct pa: 
tient care that they may not be making best use of the 
resources and their decisions may jeopardize the quality 0: 
care our patients deserve. 

To give you an example, I work in an operating room| 
When I am working evenings, nights or weekends and th¢ 
OR is quiet, I have been told by the nursing supervisor tha! 
I must go to relieve in recovery room while one of the twa 
recovery room nurses goes to relieve in one of the inten{ 
sive care units. I make my objection well known to thd 
nursing supervisor that I am not qualified to work in re} 
covery room, which I am required to do by my governing 
body, the College of Nurses of Ontario. Working for 4 
unionized employer, I have the right to file a professional 
responsibility complaint or to file a grievance, but in bot! 
incidents I must obey and take action following the incident} 
But most importantly, by placing me in recovery room it ha/ 
removed me from my specialty and has placed the patient: 
in recovery room in a less than desirable care situation. | 

My scope of practice for the past five years has been ii] 
the operating room, for which I have a post-graduate cer) 
tificate. All nursing units function under the minimun) 
standards of nursing practice with required expanded role} 
for their unit certified under “Added Nursing Skills” as se} 
out by the college of nurses and “Sanctioned Medica) 
Acts” as set out by the college of physicians and surgeons, 
By being put in a highly skilled area such as the recover) 
room, I am not certified to perform any of their sanctioned 
acts or added nursing skills, therefore placing more of { 
burden on the only nurse capable of performing such duties, 
which results in increased risk of harm to patients an 
decrease in the quality of care the patients deserve, tha 
their tax dollars pay for, and the high quality of care the’ 
have enjoyed in this province. | 

To cite a further example, if the nursing manager of | 
cardiology floor does not staff the unit appropriately: Ther! 
are 24 patients, four of which are on cardiac monitoring, 
Two registered nurses are ill for the night shift, leaving on’ 
registered nurse and two registered nursing assistants ti 








7 


cover the floor for a 12-hour night shift. The nursing manage 
calls some of her casual staif, but no one can come in, so sh) 
calls the evening administrator-supervisor and asks her fo, 
staff for the floor. The supervisor says she will do her besth 

The nurse coming in at 1915 hours is told by the shif 
going off that the nurse manager has made arrangement! 
with the evening supervisor for staff to come in and hel} 
on the floor. The floor is sent a new graduate nurse, not yel 
registered, and a registered nursing assistant for the shifi 
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The RN on the floor immediately calls the supervisor and 
tells her that this is unacceptable because she is the only 
| qualified RN with monitoring skills and cannot leave the 
/monitors unattended. The new graduate nurse cannot carry 
) narcotic keys or give all medications necessary to the patients 
on the floor, such as intravenous narcotics, some intravenous 
| medications that you have to be a registered nurse and certi- 
| fied to give. The cardiology nurse has to respond to all car- 
diac arrests in the hospital for the night shift, and that is 
_ impossible because of the inappropriate staffing of the floor. 

| The RNAs are limited by their educational back- 
| ground, therefore limiting their scope of practice. They can 
provide basic care only to patients and will not risk their 
‘registration by performing skills outside their scope of 
practice. The patients in this situation, because of inappro- 
priate staffing, have had their lives put in jeopardy, but 
also the RN in charge of the floor has had her registration 
_ with the college of nurses put in jeopardy because she is the 
; only one in this situation who is totally accountable to the 
college of nurses, because currently nursing administrators, 
| management, educators and researchers are not accountable 
| to the college. I refer you to appendices 2 through 5. 

‘In closing, I would like to urge the committee to re- 
_view my concerns and added appendices. I strongly be- 
lieve that all professions should be licensed with definite 
i scopes of practice, therefore ensuring accountability of 
| their members; that registered nurses who are administra- 
‘tors, educators and researchers should be included in the 
legislation to ensure that they become accountable in order 
; to protect the public; that the legislation should be 
amended to enable registered nurses to perform designated 
/ controlled acts independently; and that nurses remain the 
_ patient advocate to ensure patients receive the high quality 
/ of care they deserve as citizens in Ontario. 

1140 

' MrJ. Wilson: Thank you very much for this excellent 
| presentation, and in particular the description of a night on 
' the hospital ward. I was wondering if you could help me in 
\ trying to understand the difference between licensing and 
‘registration. The sense I am getting on licensing is that if 
the nurses were licensed, the college would be able to 
' define, really, its own scope of practice. Is that your under- 
standing? 

| Mr Fraser: Yes. By being able to define their own 
scope of practice, hopefully with licensing we would be 
_able to bring nurse administrators, educators and research- 
ers in and make them totally accountable. 


. Mr Wessenger: I think I would like to have that clari- 
fied for the committee. 


Ms Bohnen: Under current legislation some profes- 
‘sions have a licence to practice. That means that only 
/members of the profession can perform any function in- 
‘cluded within the scope of practice, such as medicine. 
| Other professions are registered professions or certified 
| professions. Nursing is currently a registered profession 
' because nursing does not have an exclusive scope of prac- 
‘tice, such as medicine. Other professions are registered 
) professions or certified professions. Nursing is currently a 
tegistered profession because nursing does not have an 

















exclusive scope of practice, but nurses have the benefit of 
exClusive use of the title RN, registered nurse. 

This legislation abolishes the distinction between a li- 
censed profession and a registered profession, because 
there are many problems with maintaining a system based 
on that distinction. But even if you had a system in which 
professions were still licensed, the profession would not 
control its scope of practice. The Legislature controls its 
scope of practice by writing in the Nursing Act or the 
Medicine Act what the scope of practice of the profession 
is. Under this new system, every profession has a de- 
scribed scope of practice. The controlled acts then go on to 
list which hazardous activities are restricted to members of 
the various professions. So we have really done away with 
that distinction between licensing and registration. 


Mr J. Wilson: Thank you; that is helpful. I had a 
similar discussion with nurses yesterday on that. Given 
that we have gone to this model, the scope of practice 
model, and I do not think the government is going to 
change its mind and go back to licensing—this is what I 
told nurses yesterday, for instance—would you be satisfied 
if we tried to accept some of the amendments that have 
been brought to us by the union, for instance, in expanding 
the scope of practice for nurses? I think that is the only 
remedy we can come up with as a committee. Would you 
be prepared to come back to us with some suggestions on 
where you feel you are not being given authority now and 
should be given authority, given that you have given us a 
very good example of what it is like on a ward? 


Mr Fraser: Yes, I would be willing to come back 
with amendments. 


The Chair: Let me clarify for you that all future cor- 
respondence would be in writing. When Mr Wilson asked 
if you will come back, it is by writing and communicating 
with the committee your thoughts and ideas as the hearings 
progress. 


BRUCE CAIRNIE 


The Chair: I would like to call now Bruce 
Cairnie. You have 10 minutes for your presentation and we 
would ask that you leave a few minutes for questions from 
the committee at the end. If you could begin now, we 
would appreciate it. 


Mr Cairnie: I am very pleased to be able to be here 
with you today and to present to you my feelings about the 
Regulated Health Professions Act as a Presbyterian minis- 
ter and also as a concerned member of the community. 

I feel basically that the health professions act has a 
sound beginning and a good thrust at its introduction, but I 
have a concern about the way it will affect the ministry I 
carry out in the community in which I live, and the way it 
will also affect all other ministers in the province. We 
routinely find ourselves in situations where people ascribe 
a great deal of trust to the things we say. That is the nature 
of our function. Routinely people, when they are unwell, 
come to us and ask: “What is wrong with me? Why am I 
feeling this way?” We routinely respond and could be 
committing what might be called a controlled act, because 
seeing symptoms in a person, we respond with our assess- 
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ment of what that might reveal in that person. We cannot 
diagnose diseases, but the definitions of disorders and dys- 
functions are such that many things we deal with are cov- 
ered. I would like to explain three situations and show you 
specifically how they affect people’s health. 

As a minister I work regularly with people who grieve. 
Customarily we think of grief in terms of bereavement, but 
it is also a common response to any sense of loss: a loss of 
work, of friends, of a marital partner, of a community 
through a move to another area. All of us grieve in differ- 
ent ways, but there are some common signs of grief that 
arise. They can be loss of appetite, loss of sexual desire, 
restlessness, insomnia, all sorts of different things like that, 
things for which we would customarily consult our doc- 
tors. But as I am told of such a thing by a person who is 
grieving, it is responsible for me as their pastor to see if 
there is some connection between their loss and the symp- 
toms they are displaying. As I talk with them, those things, 
those connections, come to light. 

For example, a woman who was bereaved came and 
said to me, “I’m feeling like I’m getting ill now.” We began 
to talk about what it meant that her husband, to whom she 
had been married for many years, had died and she was 
suddenly alone. It was her loneliness and her sense of empa- 
thy with his sickness that she was beginning to discover in 
her body which was affecting her health. But as we talked, 
she found that those symptoms began to lessen and disappear. 
It would be irresponsible for me to say, “You should not go 
and see your doctor,” because the person could be genuinely 
ill, but at the same time, if we veil the symptoms that arise 
with antibiotics or other medications or even just sleeping 
pills, the real healing that the person needs in responding to 
his loss cannot happen. That is a concern I have. 

Who but the minister, I wonder, in the community in 
which I live especially, a town of about 2,000 people, is 
capable of dealing with grieving people? Our services are 
not duplicated in the town where I live. 

The second situation deals with the problem of guilt. 
Some people find themselves burdened with an overpow- 
ering sense of guilt and can find it affects their health 
through the stress and anxiety that it contributes to their 
lifestyle. Again they might come to me. I do not even 
mean here just people who are members of the two con- 
gregations I serve, but people in the broad community. 
They could come and want to talk. I cannot turn away 
from them, but instead I propose that we talk of forgive- 
ness and of how God’s forgiveness in particular can affect 
them body and soul. As the person receives forgiveness in 
time, when he is able to do that, he might be freed from the 
anxiety and stress and the wear and tear it puts on his 
physical health. It is a day-to-day problem for many peo- 
ple, guilt, whether it is real or perceived, and they need to 
deal with it. It can affect their health, but it is a condition 
primarily of the soul and it demands the attention of a 
pastor far more than a doctor. 

A third situation is one which might arise more in my 
community service on a broad scale. It is very normal for 
me to be invited into homes when I do not know the peo- 
ple at all, or to speak with people as I walk past them on 
the street. It is not unrealistic at all to envision myself 


being in a situation where I can easily observe evidence of 
overdrinking. It could be just after lunch and already the 
person is smelling very strongly of alcohol. As a person 
who is commissioned by the church to care for the mem- 
bers of that church and the whole community, it is respon- 
sible for me to investigate as I can and observe this person | 
to see if he really does have a problem with his drinking, 
and then, making a conclusion, suggest to him, if I think 
there is a problem, that he deal with it through Alcoholics 
Anonymous or some other channel. 

In doing that I would be anxious, if this legislation 
were passed, that I could be found guilty of doing some- 
thing wrong simply in looking out for the better interests 
of an individual and the community, because I would have 
made a diagnosis and communicated it to a person. 

All of these are routine situations that ministers encoun- 
ter. They are not things that are fanciful. My colleagues 
and I encounter them all the time. But if we were to over- | 
look them, I sincerely believe we would be abandoning the | 
posts we are called to as pastors. | 

I also have a secondary concern which is purely a prac- | 
tical one. In the small town where I live, none of these | 
services are duplicated. They are available maybe 40 min- | 
utes away, but people are not so likely to drive that far. | 
They need them in their area, and the clergy are the one 
group of people in town who are able to offer this. 

In proposing the diagnosis clause in the act, I believe | 
the protection of Ontario’s population, which is a valid 
concern, is being taken too far. I fully agree people must 
receive only genuine health care, but I maintain the} 
pastor’s work is part of that. No responsible person works | 
beyond the level of his competence or outside his expertise. I | 
do not diagnose diseases, but I can work in diagnosing 
disorders and dysfunctions. I am competent to do that. 

Surely this work is part of the constructive and desirable | 
role the clergy play within the community. Theologically I 
view it as part of the work we do in establishing God’s} 
kingdom, a place where wholeness and reconciliation are | 
achieved. Today we are charged with working towards} 
that, and so by backing away from what might be deter-| 
mined as controlled acts, I back away from something to} 
which God has called me. That is where the crisis of con-| 
science arises for myself and other ministers. Do we step | 
back and obey the government we have elected and let our) 
communities down, or do we go ahead with something that | 
is a proper part of our caring presence? 

It is a complex question, but I believe my answer is sim-| 
ple. I must obey the higher authority. With all due respect to 
my government, I must obey God, who has given me a par-| 
ticular role. I cannot step out of the role He has given me. 

I appeal to the standing committee on social develop-| 
ment to recognize the predicament in which the clergy of 
Ontario will find themselves should this legislation be 
passed with its current wording. We will find that we are at 
risk before the law for fulfilling the function we serve 
properly as caring people in the community. 
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Mr Hope: These are some of the concerns I brought’ 
up at the beginning of the hearings. I think it is important that’ 
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'the ministry address some of the concerns this individual 
has put forward dealing with some of the issues I talked 


about. I think some clarity needs to be brought across. 

Ms Bohnen: I believe this is the first speaker who is a 
member of the clergy who has addressed the committee so 
far. You have heard the clerical aspect of the problem in the 


controlled acts dealing with diagnosis, and in distinguishing 


between those diagnostic communications that only certain 
care givers like physicians should be able to provide and all 
of those other communications that the clergy must be able to 
continue to provide—the counselling services that are neces- 
sary and must be protected. In the end, I think that after 


hearing all of these concerns, you will then be in a position to 


suggest possible changes to the wording so that activities 


such as counselling provided by the clergy can be protected. 


Mr Hope: I guess the concern you have dealing with 


the language in itself is “diagnose,” or is it “disorder” and 
“dysfunction”? Is it all three or just two of the three? 


Mr Cairnie: All three. Plus, in the role I play, I am in 
a circumstance where people perceptibly rely on what I 
say. That is the other part of the introduction. I think it is 
section 26 that says—I could do it in the circumstance 


_ where people do not rely on what I say, it sounds like, but 
_ if they do rely, I could be in trouble. It is impossible for me 
_ to step out of that situation. 


Mr Beer: I guess what is difficult with this, in relation 


to yourself, is that one can think of other people, teachers 
for example, who may also at times be in that kind of 
_ situation. In terms of the kind of exemption, you will recall 


there was a discussion of a harm clause. Do you have a 


_ definite view as to how to handle this, or just simply that it 
_ needs to be clarified? 


Mr Cairnie: I am not sure I have a specific solution. I 


am torn between appealing for an explicit exemption for 
clergy and recognizing the concerns that other groups 
_ have. The reason I am torn is because I feel there are two 
different sources of authority we are functioning under. I 
function with a spiritual authority, whereas other groups 
may function with a societal authority. That is where my 
_ indecision arises. I would like to ask for an exemption, but 
_ in sympathy to the other groups, I am not altogether will- 


ing to say that is what I want. 
Mr Beer: As long as what is achieved is that you do 


not have to be concerned about it. 


Mr Cairnie: Yes, as long as what is achieved—and 


. that might sound selfish—but that is my big concern, that I 
am allowed to function without any anxiety before the law. 


The Chair: Thank you very much for your presentation. 
We appreciate your coming before us today. 


SANDRA LECCE 


The Chair: I call Sandra Lecce. We have 10 minutes for 
your presentation and we ask that you leave a few minutes, 
if you will, for questions from the committee at the end. 


Ms Lecce: My name is Sandra Lecce and I am a gen- 


eral staff nurse at a 300-bed community hospital in north- - 


west Toronto. I am pleased to have the opportunity to 


address my concerns regarding this proposed legislation, 
the Regulated Health Professions Act. 

After reading the proposed legislation, I was disap- 
pointed and dismayed. Instead of an expanded role for 
nurses, we once again find ourselves not being recognized as 
an equal and participating member of the health care team. 

I understand that the intent of the legislation is to protect 
the public from unqualified, incompetent and unfit health 
care providers. In order to accomplish this, the legislation 
must enable nurses to practise safely and efficiently. 

Under the proposed legislation, “The practice of nurs- 
ing is the assessment of, the provision of care for and the 
treatment of health conditions by supportive, preventive, 
therapeutic, palliative and rehabilitative means in order to 
attain Or maintain optimal function.” 

Under the existing Health Disciplines Act nursing is 
not licensed and there is no defined scope of practice. 
Now, instead of licensing any professions, acts will be 
licensed and these are called controlled acts. 

Any member of the public can assess, provide care and 
treat health conditions as long as they do not call them- 
selves nurses. Anyone, according to this proposal, can ad- 
minister an oral medication. Does this mean that the camps 
in Ontario that currently employ nurses will not need to 
hire nurses next season? Will they simply hire a member 
of the public to treat their campers and save on the salary 
they would normally pay to the nurse? Will this legislation 
affect the camping association standards? 

There are 13 controlled acts listed in the legislation, 
only three of which nurses would be authorized to perform 
while engaging in the practice of nursing. The committee 
is well aware of the 13 controlled acts. Nurses are authorized 
to perform the following while engaging in the practice of 
nursing: the second controlled act, “performing a pre- 
scribed procedure below the dermis or a mucous mem- 
brane on the order of a qualified person.” 

Nurses in the home sector, who often only have doctors 
visit once a week, will not be able to treat a bedsore. I know 
that when my grandmother fell and broke her hip and was 
eventually confined to the infirmary of a nursing home, it 
was the nurses who diagnosed and treated any bedsores. 
When she developed mouth cankers, it was the nurses who 
initiated the salt water gargles and mouth swabs that helped 
to cure them. Would the same be true under this legislation? 

“Administering a substance by injection or inhalation” 
is number five. The emergency department at the institu- 
tion where I work can be very busy. It is a common occur- 
rence to be dealing with two or three urgent situations 
simultaneously. Does this mean that if the doctor is busy 
treating a cardiac arrest, a child who comes into the emer- 
gency department in the middle of an asthma attack cannot 
even receive oxygen because the physician is too busy to 
see the child and order it? If the nurse administers it with- 
out an order, is she facing a fine or imprisonment? If she 
does not administer it and the patient does poorly and 
suffers damage as a result, will she face a lawsuit? 

At the hospital where I am employed we also have a 
critical care nursery. Can the nurse administer oxygen to a 
baby in distress? If it takes 15 to 30 minutes to get a response 
from the doctor, this could do irreparable harm to the infant. 
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Does this act include ongoing parenteral infusions, 
such as IV solutions, blood or blood products, medication 
through peripheral, central and arterial lines? It is not clear 
in the act. As an IV nurse, this concerns me. I believe these 
acts should be controlled. At the present time, we must be 
certified for these acts. 

Will the radiology technician inject dye in the X-ray 
department? Does he or she know the difference between a 
dye allergy and an insulin reaction? Will I be restarting 
more IVs because the line has run dry and become oc- 
cluded in the X-ray department? 

Number six is “putting an instrument, hand or finger”’— 
on the order of a qualified person—“(i) beyond the external ear 
canal, (ii) beyond the opening of the nostrils, (iii) beyond the 
larynx, (iv) beyond the opening of the urethra, (v) beyond 
the labia majora, (vi) beyond the anal verge, or (vii) into an 
artificial opening into the body.” 

If the ICU doctor has not yet written orders on a fresh 
tracheotomy patient or a newly intubated patient, the ICU 
nurse will not be able to suction. These nurses who defi- 
brillate and administer lifesaving agents in life-threaten- 
ing situations must now request an order for an aspirin or 
a suppository. At the same time, according to this pro- 
posal, any member of the public can administer oral med- 
ication. It is not a controlled act. 

Controlled act number one involves communicating a 
conclusion identifying a disease, disorder or dysfunction. 
This is not a controlled act for nurses. Until recently, nurses 
in our day surgery unit routinely obtained consents and in our 
outpatient department, chemo clinic and radiology nurses 
are still obtaining the consents. If we cannot discuss it, how 
can we ensure that the consent obtained is informed? Even 
in cases where the doctor obtains a consent, it is still nec- 
essary to ensure that the patient understands the procedure. 

When I worked in the OR, I once had a patient who was 
to undergo a bowel resection with colostomy. Upon talking to 
the patient, I realized that he did not understand what a colos- 
tomy was. Under this legislation I would not be able to dis- 
cuss this any further with the patient. I would have to go 
searching for the doctor to explain the procedure to the pa- 
tient again, all the while putting up with his glares and sighs, 
and then I would have to endure an earful about not doing it 
myself and dragging him away from something important. 

Number eight is prescribing and dispensing medication. 
In my hospital, the pharmacy is open from 8 until 5. Will 
the hospital have to hire another pharmacist for off hours? 
If so and he is on call, will the patients have to wait up to 
an hour for the necessary medication? Can the staff nurse 
on the floor no longer give medication from the stock 
cupboard without every RN being certified? 

Number 12 is managing labour and conducting the de- 
livery of a baby. Nurses are presently involved in various 
aspects of labour and delivery and in many cases are the 
only health care givers present until the actual birth. Many 
experienced obstetrical nurses can manage labour and de- 
liver babies better than most doctors. 

Four years ago I was present at the labour and delivery 
of my godchild. Labour progressed very quickly and my 
goddaughter arrived before either the obstetrician or the 


‘anaesthetist. She not only arrived safely, but her mother 


did not even suffer any perineal tearing. If it were to hap- 
pen under this new legislation, would the nurse simply 
have to watch? For the sake of the unborn children, I cer- 
tainly hope not. 

What happens to exercising reasonable knowledge and 
skill and care criteria? What happens to standing orders? 
All of the controlled acts are to be done on the order of a 


qualified person. How many qualified persons will be | 


writing orders on the same patients? It will be the nurse 
who is left holding the bag. 


Many nurses have been forced to work in situations | 


where they are understaffed. I would like to look at the 
following hypothetical situation. 

I am short-staffed and not able to give the required care 
to Mrs Jones. Mrs Jones’s family reports the incident to the 
college and my practice is investigated. At the end of the 
process, I am found guilty of incompetency and my regis- 
tration has a restriction placed on it. The family also re- 
ported the head nurse, the co-ordinator and the VP of 
nursing, as they did not provide an adequate staffing com- 
plement. Their registrations are restricted, but they appeal 
the college decision. On review, the courts decide that the 
college has no jurisdiction over the head nurse, co-ordin- 
ator or VP of nursing because they do not give direct care. 





The definition of “practice of nursing” in the proposal | 
does not include the components of administration, education | 


and research. Judicial review under the present Health Dis- } 


ciplines Act has been found time and time again to apply only 
to those giving direct patient care. Administrators, educators 
and researchers in nursing are not accountable to the col- 
lege; only those giving direct patient care are accountable. 


This legislation does nothing for the nurses to relieve | 


my profession from the triple jeopardy we find ourselves 
in while engaging in the practice of nursing. I am account- 


able to my patient. I am accountable to the college of | 





nurses to maintain the standards of nursing practice. I am | 


accountable to my employer. The employer must share the 
accountability for what a nurse does or does not do as a 
result of insufficient staff or budget. 


In conclusion, I would ask you to consider that, all 


professions should be licensed to practise with a defined 


and specific scope of practice, that researchers, educators | 


and administrators should be accountable for their practice, 
and that the RHPA does not protect the public. 

Health care will become more fragmented. Nursing is 
the only profession that looks at a patient as a physical, 
mental and spiritual being, as a whole person. Nurses are 
with the patient 24 hours a day, 7 days a week, not 9 to 5, 
Monday to Friday, and we are the hands-on practitioners. I 
love my profession and I deliberately chose it. I have 


worked as a nurse full-time for 17 years. I wish to contribute | 


more, not less, to the care of my patients. 


The Chair: The committee very much appreciates | 


your presentation and I know will take it into consideration 
during its deliberations. The committee now stands ad- 
journed until 2 this afternoon. 


The committee recessed at 1205. 
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AFTERNOON SITTING 


The committee resumed at 1404. 


ROYAL COLLEGE OF DENTAL SURGEONS 
OF ONTARIO 


The Chair: The standing committee on social devel- 


opment is now in session. I call on the Royal College of 
_ Dental Surgeons of Ontario. Begin your presentation by 

introducing yourselves and leave a few minutes at the end 
_ for questions from members of the committee. You have 
20 minutes for your presentation. 


Dr Beyers: My name is Dr Beyers, and I am the presi- 


| dent of the Royal College of Dental Surgeons. Mr Bromst- 
ein is our legal counsel and Dr Dunn is formerly a registrar 
of the college. Dr Dunn is also the founding dean of the 


dental school at the University of Western Ontario and the 


_ immediate past-president of the Royal College of Dental 


Surgeons. He will begin our presentation. 

Dr Dunn: The royal college is most appreciative of 
this opportunity of presenting a few highlights from its 
submission which we have left with you today. 

The royal college is the governing body of the dental 


_ profession in Ontario. We are not entirely lacking in expe- 


rience because at the first session of the first Legislature in 
1868, the college was formed by the Dentistry Act of On- 
tario. Appearances to the contrary, I was not around at that 
time, but it has been functioning fairly well since that period. 

I would like to say too that the college has worked 
harmoniously and co-operatively, both with the review 
during the developmental stages of this and with the minis- 
try, particularly the professional relations branch, since the 
report was presented. 

The history of this legislation, in my view, is probably 
unique in the sense that it was established, first of all, 
through the efforts of the then Progressive Conservative 
government. The report then was presented to a Liberal 
government in which Bill 178 eventuated with your distin- 
guished name attached to that, Madam Chair, and then 
subsequent to that, Bill 43, which is now under discussion, 
plus the associated acts. I have to say that when one re- 
views 178 in juxtaposition to 43, there are only something 
in the order of 37 or 38 amendments, none of which, in my 
judgement, is a substantive one. 

We are not so naive as an organization as to think this is a 
statute that is going to be terribly volatile, because there is 
already a pretty reasonable consensus in terms of the ap- 
proach that is being taken. 

Because the legislation which is proposed in this bill is, 
again to the best of my knowledge, unique in the entire 
world—we know of no other jurisdiction anywhere which 
approaches the governance of health professions exactly 
on the basis of Bill 43—therefore, we urge upon you, be- 
cause we have only a very brief time, to read the submis- 
sion which we have offered. We think we have done this 
responsibly. We are speaking on behalf of the college, and 
we recognize absolutely, unequivocally, that our role is one 
that must serve the public interest and conscientiously we 
have attempted to do that. 


It is no secret that we are concerned about the con- 
trolled act concept. We are particularly concerned about 
the fact that the statute or the bill does not appear, at least 
to us at this moment, to deal effectively with the prosecu- 
tion of illegal practice, that is practice which is inimical to 
the welfare of the public. 

You may recall that in the review report section 27.04 
was proposed which was to address itself to the enforcement; 
prosecution, if you like. That was eliminated in Bill 178 
and it still continues not to be present in Bill 43. Although 
we had some problems with 27.04, I would again have to 
remind you that in December 1989 the Ministry of the 
Attorney General, through the crown law office, having 
been requested to present an opinion in this regard, said 
that it was vital that there be something akin to 27.04, but 
the crown law office did indicate that 27.04 did not do it. 

We have proposed in appendix A a possible substitu- 
tion for 27.04 and we would direct that to your attention 
because we think, and we agree with the crown law office, 
that this is absolutely vital to a consideration of this issue. 

We are concerned also about the issue of diagnosis. We 
recognize that this has been somewhat controversial. We 
are a little bit concerned this is not simply a communicat- 
ing of a conclusion and that sort of thing, but I have to tell 
you that diagnosis is absolutely central to what dentists do 
to pursue the treatment of a wide variety of treatment re- 
quirements. Without having previously done an effective 
diagnosis in our judgement would be totally irresponsible 
professionally. So we are simply saying that we believe 
that diagnosis is fundamental and that it should be retained 
as a controlled act. 
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In respect of controlled acts for dentists we have two 
observations. It comes as no surprise that dentists perform 
services on teeth and yet we can find nothing in the con- 
trolled acts which deal with this. And there are a wide 
variety of activities such as pit and fissure sealants and the 
like which we believe really need to be addressed. We are 
recommending an additional controlled act of performing 
procedures that alter the surfaces of teeth and we would 
ask you most objectively to give some consideration to that. 

Also I have to advise you that dentists do use various 
forms of energy to perform procedures within the oral/fa- 
cial complex: lasers for cutting both hard and soft tissues, 
cauteries, electric stimuli for pain control, electrical pulp 
testing and the rest of it are all procedures which dentists 
perform. And we note that for physicians there is an au- 
thorizing act applying or ordering the application of pre- 
scribed forms of energy and we believe that this should 
apply as well to dentists and therefore that would need to 
be tidied up in Bill 49 as well. 

We are concerned about the controlled act as far as 
denturists are concerned. Denturists currently are legally 
permitted to fit and dispense full and upper and lower 
dentures, and under the supervision of a licensed dentist, 
are able as well as to deal with partial dentures; and these 
are prostheses that utilize the patient’s own natural teeth 
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for retention in the replacing of one or more missing teeth. 
And to perform removable partial denture service properly, 
a clinical and X-ray examination of the adjacent teeth and 
soft tissues in our view is essential. 

It is necessary too that the supporting teeth be prepared 
by cutting or grinding and not infrequently built up by a 
restoration of some kind in order to provide a path of 
insertion for the removable partial denture and for its re- 
tention and support and for a proper bite to be achieved 
between the upper and lower jaws. Such needed changes 
are irreversible and soft tissues too frequently require at- 
tention or surgical alteration. And inasmuch as the con- 
trolled acts for denturists does not differentiate between 
full dentures and partial dentures, we believe that such a 
fundamental departure is totally inappropriate in the ab- 
sence of technical submissions to be carefully and consci- 
entiously considered. 

The bill as you know provides for an advisory council. 
If you look at subsection 11(c) you will find that the advi- 
sory council does have an opportunity to consider these, 
and we would strongly urge that the status quo be main- 
tained until such time as the advisory council can receive 
technical submissions and deal with the issue at that time. 

I think it is fair to say too that we have a modest 
concern with the powers of the minister. While we are 
quite confident that current ministers and past ministers 
are not going to exercise powers unreasonably, the fact is 
that the statute in effect says that the minister has the 
power to do absolutely anything which a council of the 
college has, and if you extend that to its, maybe, unreason- 
able limits: the power to appoint a registrar, the power to 
buy and sell property, the power to send things to disci- 
pline. And it just seems to us that given the fact that 
slightly less than 50% of the council will be appointed by 
the Lieutenant Governor in Council, considering the fact 
that the regulations are only regulations when approved by 
the Lieutenant Governor in Council, considering the fact 
that any bylaws must at least be filed with the ministry, at 
which time presumably observations and comments can be 
made, we think that expense of power is something that is 
inimical to the self-governing concept which we under- 
stand this entire report has been based upon. 

We have made recommendations in our submission in 
respect of manner of publications of discipline hearings. 
What we are indicating in this is that there should be some 
flexibility so that these issues can be brought to the atten- 
tion of the profession without the necessity of having them 
lodged only in annual reports. The publication of 
members’ names is another concern of ours. There are 
certain instances our discipline committee could tell you 
about in which we have been advised strongly by psychia- 
trists that if certain names had been published at a certain 
time, the results could have been extraordinarily serious. 

We are concerned about the way the statute talks about 
referral of complaints to the discipline committee. We be- 
lieve as currently worded the public is being better served, 
rather than the wording that now applies, and we have 
made observations in respect of that. 

The power of the registrar to investigate is another area 
that concerns us, because when that happens usually it is 
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necessary for some immediate action to be taken on the 
part of the registrar because of some serious difficulty. The 
current bill requires the registrar to get the approval of the 
executive committee, about five people, sometimes very, 
very difficult to get together in a short time. We are recom- 
mending that the registrar, if you feel this is necessary, 
could be any one of the president or the vice-president or 
the executive committee. 

The sexual misconduct in terms of witnesses: We to- 
tally support the view that the identity of that person 
should be maintained, but we also suggest that in the event 
the charge being brought against the individual is not a 
valid one, the same should apply to the individual against 
whom the charge is being laid. On a finding of guilty of 
course it could be published anywhere. 

The final comment I want to make is simply that we 
strongly support the governing board of dental technicians in 
respect of a controlled act for dental technology. I cannot 
overstress the importance of the registered dental techni- 
cian in terms of the quality of prosthetic services dentists 
perform. I think it is essential that somehow or other the 
services technicians render can be recognized by some 
controlled act. That, Madam Chair, is a very brief sum- 
mary and we would attempt to respond to any questions 
which you or the members of the committee would pose. 


Mr J. Wilson: Thank you for the presentation. You 
have given us a lot to think about, but on powers of the 
minister you do make a good point, that it does seem rather 
strange that the minister would have the same powers as the 
council. It does seem to cut into the self-regulating principle. 
Can you give us any practical examples where you could see 
a conflict there? 


Dr Dunn: I mentioned two or three things. We cannot 
even imagine the minister determining who the registrar is 


going to be, our chief administrative officer. We would be 
concerned that, for the referral to discipline, which is an ex- | 
traordinarily important area, there be good checks and bal- | 


ances in that system to make sure we are acting appropriately. 


If the minister has the total power of the council, the | 


minister unasked, uninvited could indeed do this. All I am | 


saying is that anything the council can do according to the | 


way it is written could also be done by the minister. As you | 


said, I do not think that reflects what self-governance is all 
about. We do not mind the checks and balances in terms of 


regulations, and even the minister can require the council, | 
giving it 60 days, to enact regulations in certain areas. We. 
have no problem with that one either, but we have problems | 


with this one. 


Mr J. Wilson: Except that it gives you 60 days and if | 
you do not, then the Lieutenant Governor in Council does | 


it anyway. 
Dr Dunn: That is true. 
1420 


Mr Beer: I would like to pursue the question around | 


the denturists. The other day as well, I believe, a represen- 
tative from the dental schools was in and made the same 


point. I just want to make sure I understand clearly what is | 


at stake in this case. Basically, you want to ensure that a 


denturist performing or preparing a partial denture would | 
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_ be done under the guidance or direction of a dentist. Can you 


just explain a little more clearly? The present provision 
allows them to dispense partial dentures, is that correct? 

Dr Dunn: No. Partial dentures under the supervision 
of a dentist. With full dentures, of course, they are totally, 
legally within their jurisdiction to do that. 


Mr Beer: All right. What is the key thing, in the view 
of the Royal College of Dental Surgeons of Ontario, that 
they cannot do or why they are not able to do the partial, 
what element of training or education? Why does that have 
to come into play here? I gather it was Alan Schwartz who 


_ recommended that change at the end of his review, and we 
_ are going to be meeting with him later. I just want to make 
sure I understand because it is the one place where there 
has been a change in the scope of practice. 


Dr Dunn: Perhaps a practising dentist could deal with 


that. 


Dr Beyers: My understanding at the present time is 


that the training of denturists does not qualify them to 
attend to natural teeth and also the supporting structures of 
the natural teeth, the bone support and the gums which 
surround these teeth. From a practising dentist’s point of 
view, you have to understand that the patients within my 
_ practice who currently wear partial dentures I would classify 
loosely as my critical-care patients, in the sense that they 
need more detailed and more careful attention, if you will, 
_ in order that the partial denture does not have an effect of 
causing deterioration to the natural dentition and to the 
_ surrounding bone and gums. 


Mr Beer: What would your role be, then, in working 


| with a denturist? How would that work? Would they send 
a patient to you or would this be a denturist working di- 
rectly with you if they were to do a partial denture? 


Dr Beyers: In current legal practice in Ontario there 


are some denturists who have a joint practice relationship 
_ with dentists. The dentists do the diagnosis and evaluation 
and tend to natural teeth and supporting structures and then 
the therapist or the denturist performs the impressions and 
_ the mechanical work to deliver that partial denture. 


There is a strong need for the public to understand how 


important it is to maintain those natural teeth. There is a 
_ very common clinical entity out there where a member of 


the public is wearing a full upper denture and could use a 
partial lower denture. If they seek the services of a dentur- 
ist without seeing a dentist first to get this partial lower 
denture, they may assume that all of their needs are being met 
and that they are receiving safe treatment. The fact of the 
matter is that these natural teeth are not being addressed 
within the isolated practice of a denturist. 


Mr Owens: In terms of your submission with respect to 
the publications of member’s names after being disciplined, 
what would you recommend as a check the public could 
count on if the college decides not to publish a 
practitioner’s name? In the area of sexual assault or sexual 
misconduct, I think there is a fine balancing act we are 


following here: the right of the public to know that this — 


dental practitioner is guilty of sexual assault. 


Mr Bromstein: I think the college is looking for some 
flexibility where, during a hearing—and it is usually during 
the penalty portion of the hearing—there is clear evidence 
under oath given by experts testifying to the fact that the 
publication of the member’s name would cause certain 
irrevocable harm. In the instance that Dr Dunn was refer- 
ring to, we actually had two experts testify that it would 
likely result in the suicide of an individual. 

To bind them to publish, if they provide for suspension, 
for example, would effectively put them between providing a 
suspension, which might be the proper penalty, but then re- 
quiring the publication of the name or providing for some 
lesser penalty in order to avoid the publication and the possi- 
ble result of harm to the individual. They are just looking for 
some flexibility in those very unusual circumstances. The 
suggestion the college made was that there be a power to 
exempt in circumstances where the discipline committee is 
satisfied, based on the evidence, that the publication of the 
name would result in significant physical and mental harm. 
We tried to clarify—it is legal language—to provide some 
suggestion to the committee in that regard. 

The Chair: Thank you very much for your presentation. 
We appreciate your appearing before the committee today. 
All members have received a copy of your brief. 


ONTARIO DENTAL HYGIENISTS’ ASSOCIATION 


The Chair: I call on the Ontario Dental Hygienists’ 
Association. Please come to the table. Start your presentation 
by introducing yourselves. All have received a copy of your 
presentation. You have 20 minutes. We would ask that you 
leave a couple of minutes at the end for questions from 
members of the committee if you wish. Please begin now. 


Ms Dempster: I would like to begin this presentation 
by introducing the members sitting at this table: Margaret 
Walsh and Carole Ono, and my name is Laura Dempster. 
Collectively we represent various factions of dental hy- 
giene, including public health, education and clinical prac- 
tice. We are all members of the ODHA’s steering 
committee for the College of Dental Hygienists of Ontario, 
of which I am the chair. 

I would like to take this opportunity to thank you, 
Madam Chair, and the committee for giving us the oppor- 
tunity to give this presentation and let you know that we 
will be addressing the key points that we feel are necessary 
and are drawn out in our brief. I would like to say at this 
time as well that the ODHA continues to be supportive of 
the proposed health legislation, and we certainly look for- 
ward to a new, innovative health care system at such time 
as it becomes proclaimed. 

I thought I might start off by telling you a little about 
the dental hygiene profession. Dental hygienists are li- 
censed health professionals required to pass a licensing 
exam upon completion of their educational program. They 
provide a comprehensive range of preventive and thera- 
peutic services. We are currently regulated by the RCDS, 
the Royal College of Dental Surgeons of Ontario, but we 
are looking forward to self-regulation under the Regulated 
Health Professions Act. 

We are predominantly a female-dominated profession 
and work in collaboration with other dental health care 
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personnel, primarily dental assistants and dentists. As den- 
tal hygienists, I think we are particularly concerned about 
the delivery of dental health care to all segments of the 
population, but especially those which are currently not 
served or are underserved. By those we are also indicating 
groups that tend to be at high risk to dental disease. Se- 
niors is one group, particularly those in chronic care facili- 
ties, in nursing homes and those who are home-bound. 
Certainly, with the decline in dental caries, there has 
become an increased focus on periodontal disease. Some 
of you might know the term more familiarly by the word 
pyorrhoea, which is what it used to be called. With that 
increased focus on periodontal disease, there is now an 


increased demand for dental hygiene services. Certainly, — 


looking at the demographics, it indicates that there are 
going to be an increased number of seniors in the near 
future, one of those high-risk groups. The epidemiological 
studies tend to indicate that those seniors are going to be 
retaining those teeth and requiring more preventive and 
periodontal services, which are the services dental hygien- 
ists primarily provide. 

This, then, I think represents a market for dental health 
care that we did not have previously. A lot of people lost 
their teeth by the time they reached their senior years or 
felt that it was just an inevitability that their teeth would be 
lost. We know now that is not the case. Certainly the need 
to ensure affordable, accessible dental hygiene care to the 
public is essential, and this forms the basis of our com- 
ments in this presentation and in our brief. 


The first point relates to Bill 47, which is the Dental 
Hygiene Act. The additional page that was distributed re- 
lates to the controlled acts for dental hygiene. Unfortu- 
nately there was an error in the printing on page 2 of the 
document, but we will do our best to forward you a revised 
copy of that as soon as possible. That additional page out- 
lines the two controlled acts for dental hygiene. 

Our first comment relates to the provision of dental 
hygiene services, and more particularly those two con- 
trolled acts. As you can see, both of them are to be per- 
formed on the order of a member of the Royal College of 
Dental Surgeons of Ontario. Our concern is that restric- 
tions will be placed on dental hygiene care by the interpre- 
tation of “on the order” of a member of the Royal College 
of Dental Surgeons of Ontario. 

In the past, Ontario has had one of the most stringent 
interpretations of supervision in Canada and thus limited 
the delivery of preventive dental health care services. The 
ODHA stresses the need to define such an order so that it 
does not perpetuate dentistry’s control over the dental hy- 
giene profession or support dentistry’s economic self-inter- 
ests, and as such possibly limit access of those dental 
hygiene services to those who need it the most, the high- 
risk groups, the ones that we mentioned previously. 
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At present, institutions and community service agen- 
cies outside of the scope of public health are required to 
employ a dentist and have him or her present in order 
for the dental hygienist to provide his or her services. 
Certainly the economics of this requirement renders the 


implementation of many preventive programs financially | 
unfeasible and results in gaps in the provision of services. 

Using seniors as an example, because I have a number | 
in my neighbourhood, many seniors, as we know, are on | 
fixed incomes and many more have limited access to den- | 
tal hygiene care. This is particularly because they have 
dropped out of the system, the dental health care system, | 
and they dropped out a long time ago and they really do 
not know how to get back into it. Therefore, often the 
majority of services that are required by seniors are of a 
preventive nature: regular cleanings, oral hygiene instruc- 
tion, patient education, denture cleaning, those sorts of | 
things. We feel that dental hygiene care needs to be both 
affordable and accessible for these individuals and that the 
scope of practice of dental hygienists must not be re- 
stricted in such a manner as to limit the availability of 
services provided by dental hygienists. 

Our next point relates to the topical application of con- 
trolled agents. We support the RCDS in suggesting that | 
there are substances that, when applied to the surface or on | 
the tooth, alter the surface of that tooth and therefore | 
should be controlled. In the practice of dental hygiene, the 
topical application of controlled agents, including such 
things as topical fluoride and pit and fissure sealants, differ 


- from other topical applications by other health professions 


in that our application is in the mouth and the potential for 
systemic ingestion of a toxic substance is considerable. 

Pit and fissure sealants are the one example that comes 
to mind. They have been around for many years, and cer- 
tainly those of you with children might be more familiar | 
with them, because you have taken your child to the den- 
tist to have these sealants placed over the biting surface of| 
the tooth. It is a preventive measure that looks to help 
prevent decay from occurring and therefore keeps the teeth | 
filling-free. Certainly the technique in the application of pit | 
and fissure sealants is critical to both the success and the} 
safety of pit and fissure sealants. | 

Therefore, we recommend that the application of con-| 
trolled agents be considered a controlled act and be re-| 
stricted to qualified individuals—dental hygienists and/| 
dentists—who are fully cognizant of the toxic or irrevers- 
ible nature of the agents and recognize the necessity for! 
appropriate techniques to ensure the safety of the public. 

Our third point relates to scope of practice. Admittedly, | 
this point probably falls more under housekeeping, but we; 
felt it was worth raising at this point. The Regulated Health 
Professions Act defines the scope of practice for dental) 
hygiene, Bill 47, section 3, as follows: 

“The practice of dental hygiene is the assessment of! 
teeth and adjacent tissues and treatment by preventive and) 
therapeutic means and, on the order of a member of the’ 
Royal College of Dental Surgeons of Ontario, the provision) 
of restorative and orthodontic procedures and services.” | 

This scope statement is inconsistent with other regu-| 
lated health professions in that it includes the wording of a| 
controlled act in the general statement. It is unnecessary) 
for the phrase to appear in the scope of practice, as it is in| 
the controlled acts section, and we recommend its deletion. 
As well, the authorization for provision of services, the’ 
“on the order” portion, is not included in any other! 
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profession’s scope of practice. So in terms of consistency 
throughout the document, we thought it worth raising this 
point at this time. 

We therefore recommend that our scope of practice 


statement read, “The practice of dental hygiene is the as- 


sessment of teeth and adjacent tissues and treatment by 


| preventive and therapeutic means.” 
} 


The last point that we have relates to the Regulated 
Health Professions Act, Bill 43, and more specifically the 


_ delegation of controlled acts. The concept of controlled acts 
identifies specific procedures that by virtue of their potential 
tisk of harm to the public may only be performed by quali- 
| fied individuals. While there are controlled acts to protect 
the public from unqualified individuals, there is also the 
_ power to delegate controlled acts to a totally unqualified 
individual. Although we can appreciate the need for dele- 
gation in specific situations, we question the rationale in 
| permitting this generalized delegation of controlled acts. 


In conclusion, certainly the development of new health 


legislation has been a long and arduous process for every- 
one involved. However, we are confident that the time and 
“resources invested by all will result in a better health care . 
system for both health care providers and consumers. | 
_ would like to again thank you for your time in listening to 
us and I would be happy to answer any questions that you 


have at this time. 
Mr Beer: Thank you for your presentation. In terms 


of the statement in your scope of practice, what is the 
_ current situation in terms of how you practice? Is it similar 
to “on the order” of a member of the royal college? Does 
that describe the reality by which you work today under 
| the existing legislation? 


Ms Dempster: Currently, dental hygienists work 


under the direction and supervision of a dentist. The 
~ RCDS, which currently regulates dental hygiene, has inter- 
preted that to mean that the dentist must be physically 
_ present in the suite of offices. That is primarily for private 
_ practice, although i in public health there is somewhat of an 
exception in that dental hygienists do not work under the 
_ physical presence of a dentist. The reality, though, is al- 
most a slightly different question, in that dental hygienists 
do work certainly in offices, in a dental office primarily, 
- but the dentist does not always authorize the treatment that 


_ is going to be provided. 


i 


| 


4 


You are referring to our scope of practice statement or 
“on the order’? 


Mr Beer: I was interested in how it is done today, and 
then I wanted to read that in terms of under the new act 
_ how it would operate, because one of the things I was 
interested in was your comment about the changing demo- 
graphics of society, seniors and so on, and whether you 
could only practice in effect with a dentist, or would you 


see your role developing where you are going out into a 
- senior’s home, let’s say, who is living by herself or by 
himself to do certain procedures and could that be done 
under the new act, where there would not necessarily be a 
_ dentist with you but you would have the authority to do 


| 


certain procedures in the home. 
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Ms Dempster: Right now dental hygienists work 
under the direction or supervision, which means the dentist 
has to be physically present. At this point in time, commu- 
nity centres, nursing homes, anything outside of the public 
health system really cannot provide dental services unless 
the dentist is physically present, and that becomes eco- 
nomically unfeasible because a nursing care institution 
would then have to hire a dentist to come in and supervise 
the dental hygienist in the provision of the services that she 
provides. We feel that because of the demographics, be- 
cause of the need that seniors have, particularly because 
there are going to be more of them and particularly be- 
cause they are going to be retaining their teeth and have 
more preventive and periodontal needs, we need to ensure 
that dental hygiene services are going to be accessible to 
that group. Under the current system, the way dental hy- 
gienists are regulated now, that is not the case. What we 
have presented to us in this draft legislation is that we will 
function on the order of a dentist. We are not sure how that 
is going to be interpreted and we just want to be clear that 
we need to make sure that dental hygiene services are not 
restricted if that “on the order” is defined in a similar way 
to the way we practice now. 


Mr Owens: In terms of your comments with respect 
to the application of topical fluoride and the application of pit 
and fissure sealants, you recommend that it be restricted to 
hygienists and dentists. Is that the current practice now? 


Ms Dempster: Yes, it is. Topical fluoride and pit and 
fissure sealants, that service is provided by both dentists 
and dental hygienists at this time. 


Mr Owens: So a dental assistant is not involved in 
any of that? 


Ms Dempster: That is correct, because outside of taking 
X-rays or radiographs, upon a dental assistant having taken 
a specific course, and outside of preventive dental assis- 
tants, who are another level of assistant who can provide 
certain services—sorry, dental hygienists and dentists and 
preventive dental assistants can provide topical fluoride. 
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Mr Owens: So your amendment is in fact maintaining 
the status quo, or legalizing the practice that you are already 
undertaking? 

Ms Dempster: Yes, I guess you could say it is main- 
taining the status quo. We felt that there needed to be a 
reconsideration of the application of topical fluoride and 
pit and fissure sealants as a controlled act. It was issued as 
a controlled act at one point much earlier on in this whole 
process and then it was deleted as a controlled act. 


Mr Owens: Do you have any idea why that was? 


Ms Dempster: There were a number of reasons given. 
The primary reason that I remember Alan Schwartz giving 
was that in order to provide consistency in the legislation, 
there was topical application of a number of different 
agents by a number of different health professions, and if 
they made the topical application in our situation a con- 
trolled act, they would have to make topical application in 
every other health profession a controlled act. Our argu- 
ment is that our topical application is different in that it is 
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intra-oral, potentially systemic, those sorts of arguments. 
But I believe it was a consistency argument that Mr 
Schwartz presented as his primary argument for deleting it 
from our scope of practice. 


Mr Jackson: Are you familiar with procedures in 
other provinces as they relate to this specific issue of the 
delivery of your services to seniors in institutional and 
non-institutional settings? 


Ms Dempster: Yes. 


Mr Jackson: Can you share briefly with us what dif- 
ferences might occur nationally? 


Ms Dempster: With respect particularly to seniors? 


Mr Jackson: In particular to the concept of supervision 
as it relates to community-based— 


Mr Dempster: Okay. I might pass that to Marg Walsh. 
She is our public health expert. 


Ms Walsh: Currently, British Columbia allows an 
arm’s-length practice of hygienists in delivery of care. In 
most of the other provinces there are not the numbers of 
hygienists. It is not that there is not the demand, but there 
is not the number of hygienists to be able to service that 
demand that is there and there is not movement in that 
area. Supervision requirements change drastically through- 
out the provinces. Most of them are under supervision. 


Mr Jackson: What I am thinking of is that as we 
evolve in this province to a more community-based model 
for long-term care, hopefully one would suspect that dental 
services form part of that continuum of care. If that is the 
case, we are looking at expanding access in this province. 
Certainly the last two governments campaigned at one point 
in time during their history on that specific election promise. 

Given that we may be moving in that direction, per- 
haps I can direct this question to staff, Madam Chair. If we 
are in a position to be discussing other ministries at the end 
of these hearings, perhaps we should have closer access to 
the draftspersons of the long-term care working paper to see 
its relationship to dental care for seniors in this province. 
That might be an appropriate line of questioning or access 
for this committee to that body. I understand the terms of 
reference are not even drafted yet for that public docu- 
ment, but hopefully they will be before this committee 
completes its activities. 


The Chair: Comments are noted, Mr Jackson. 

Thank you very much for your presentation. I would 
just mention for all groups that please feel free, at any time 
over the course of these hearings, if you wish to communi- 
cate with the committee, you can do so in writing, with a 
written brief or with a letter to any member of the commit- 
tee, through the clerk. We would be pleased to hear any 
further comments that you have to make. 


CANADIAN MEMORIAL 
CHIROPRACTIC COLLEGE 
The Chair: I call next the Canadian Memorial Chiro- 
practic College. Begin by introducing yourselves. You 
have 20 minutes for your presentation and the committee 
requests that you leave a little time for questions at the end 
of your presentation. Begin your presentation now, please. 





Ms Moss: Madam Chair, members of the committee, I 
would like to introduce myself and my associates. I am 
Jean Moss, president of the Canadian Memorial Chiro- 
practic College, and with me are David Dainty, academic 
dean, and John Mrozek, the director of our clinical sci- 
ences division. 


I wish to thank the committee for allowing us to appear | 
before you on this important occasion. At the outset, I should 


tell you that my term as president began on August 1, 1991. It 
is auspicious that one of my first orders of business is to 
appear before a committee dealing with what must surely 
be one of the most historic matters facing chiropractic and 
health care in decades. 

The process of the Health Professions Legislation Re- 
view, and now the Regulated Health Professions Act, over the 


past eight years has provided Ontario with the unique oppor- | 
tunity to adopt an innovative approach towards regulation of | 
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the health care professions. This act is exceptional in that it | 
has been supported by each political party during its term in | 
office. All parties are to be complimented on their progressive | 


approach to health care for the citizens of Ontario. 


The Canadian Memorial Chiropractic College, or | 


CMCC as we are fondly known, is a non-profit, charitable 


corporation registered in Ontario in 1945. For more than | 
45 years it has educated chiropractors for practice through- | 


out Canada and around the world. This education has al- 


lowed patients to confidently seek chiropractors as their | 


portal of entry into the health care system. 


CMCC is unique among major health care educational | 
institutions because it is funded only by its students and | 
the membership of its alumni. We receive no direct fund- | 
ing from any level of government. It is the only chiroprac- | 
tic college in Canada and one of the most respected | 


chiropractic institutions in the world. 


CMCC joins with the Board of Directors of Chiroprac- | 


tic, whose mandate is protection of the public, and the 
Ontario Chiropractic Association, which speaks on behalf 


of the chiropractic practitioner, in acknowledging that | 
there are two concepts which must be reconciled—the | 
mandate of the practitioner and the protection of the pub- | 
lic. Imposed upon CMCC is the added dimension of edu- | 


cation for a broader jurisdiction than Ontario. 


CMCC is concerned that the mandate of the institution | 
be maintained. The fact that it is the only educational insti- | 


tution in Canada for chiropractors has placed upon it a 


special responsibility and burden. It is incumbent upon us| 


to prepare students to practise in the various jurisdictions. 
We at CMCC would ask that you consider in your deliber- 
ations that Ontario has a special responsibility to the edu- 
cation and practice of chiropractic throughout Canada. 

The issues of the qualifications leading to acceptance 
as a member of the profession and to educational and aca- 
demic licensure are also of concern to us. We have, how- 


ever, been assured that these issues will be dealt with by. 


regulations enacted subsequent to the final legislation. We 
must rely upon such assurances and leave these matters for 
future consideration. 

A further issue, one which may be peripheral to this 
committee but is of importance to us, is accreditation. 


CMCC is accredited by the Council on Chiropractic | 
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Education (Canada) Inc, which establishes standards for 
the education of chiropractors. A change in the breadth of 
_ diagnostic scope would potentially affect our accredited 
status. 
| Chiropractic has been legislated within Ontario since 
1925. This has allowed the public of Ontario the freedom 
_ of choice in health care for more than 65 years. This free- 
_ dom has allowed the patient to obtain the benefits of chiro- 
practic to the point where we are the second largest 
_ general, primary contact health care profession in Canada. 
CMCC would ask that you help to ensure that the Ontario 
_ public continues to have access to its choice of health care 
_ provider and that chiropractic students are exposed to the 
same broad range of clinical experience as currently exists. 
Asa provider of health care to the public through our 
_ three teaching clinics, we are concerned with the proposed 
legislation. Of particular concern are the scope of practice 
and the authorized acts in so far as they relate to the prac- 
tice of chiropractic. In our opinion, it is essential that a 
chiropractor be allowed to continue to diagnose conditions 
related to other articulations, or, in the words of the act, 
“the joints of the extremities.” These conditions have his- 
 torically been diagnosed by the doctor of chiropractic. The 
practitioner is well educated to make such diagnoses, as 
approximately 600 hours of our program are devoted to 
the diagnosis and treatment of non-spinal articulations. 
| The education of the chiropractor is conducted in the 
classrooms, laboratories and clinics of the institution. We 
recognize that the educational process is separate from 
_ practice. However, 25% of the student’s education at 
CMCC is spent in clinical experience dealing with the 
_ public, and therefore governed by the laws of practice in 
Ontario. A change in the legislation has the potential to 
affect a large portion of our educational program. 
| The satisfactory resolution of these issues to the benefit 
of both the public and the profession is CMCC’s primary 
reason for making this presentation. Although we are in 
favour of the spirit of the legislation and where it is taking 
health care in Ontario, we have concerns, as expressed 
above, about the impact the new act, in its present form, 
- would have on the education of chiropractors in Canada. 
We wish to thank you again for allowing us to appear 
_ before you. We would be pleased to attempt to answer any 
of your questions. 
1450 
- Mr Owens: Let me begin by congratulating you on 
_ your election to the position of president. I think all commit- 
_ tee members from all three parties share your concerns 
around standards of education, standards of practice, and 
making sure we have accreditation processes that reflect the 
public’s concern around safety and quality and efficacy of 
treatment. I think we can resolve your concerns satisfactorily. 
You seem to be fairly happy with the legislation as a 
whole, if I am hearing you correctly, and the intent of the 
legislation. I am wondering if you could tell the committee 
how this legislation will benefit yourselves, but also bene- 
_ fit the public in terms of accountability, access and issues 
_ like that. 
| 


Ms Moss: With regard to the legislation, we are basi- 
cally happy with it, with the exception of the inclusion of 
other articulations, or “joints of the extremities,” as a diag- 
nostic area for chiropractors. We see this as an area of 
concern for us. 


Mr Jackson: Because it is not included. 
Ms Moss: It is not included, yes. 


Mr Beer: I just wanted to be clear on “the joints of the 
extremities.” At the present time you diagnose those condi- 
tions, or chiropractors may do that? 


Ms Moss: Yes. 


Mr Beer: In the education program at your college, 
you can teach that and presumably could still teach it in 
the educational setting, but the concern would be that 25% 
of that instruction is practical, and if it is not clear that you 
are allowed to practise that, this obviously has an impact 
on the profession. Have there been any discussions with 
the medical profession? Are they opposed to your being 
allowed to diagnose the joints of the extremities? Where is 
the essential conflict that would seem to prevent you from 
doing something that you have been doing, if I understand 
your brief? 


Ms Moss: We have not been involved in any discus- 
sions with the medical profession, and so I am unaware of 
any opposition from the medical profession. I cannot really 
respond to your question more fully than that. 


Mr Beer: Was there a reason, in terms of the discussions 
and the development, why this was not made specific? 


Ms Moss: Not to my knowledge. Most of those dis- 
cussions were held with the Board of Directors of Chiro- 
practic, and I am sure they would be able to answer that 
question. They will be making a presentation later in the 
month to the committee. 


Mr J. Wilson: That was essentially my question: Why 
are we being asked to narrow your scope of practice? Per- 
haps we will take a run at it again. 

Just out of curiosity, what are the educational require- 
ments? Do you have to have a post-secondary degree prior 
to entering your college? 


Ms Moss: Entrance to the college requires that a stu- 
dent have two years of university education, with prerequi- 
sites in certain subjects. Approximately 85% of our 
students have a prior degree, either an undergraduate de- 
gree or, in some cases, graduate degrees. 


Mr J. Wilson: And it is a three-year course? 
Ms Moss: It is a four-year program. 


Mr Jackson: I am having difficulty with the notion of 
the reduced diagnostic capacity per the extremities. I per- 
sonally use, and am a big supporter of, chiropractic ser- 
vices. Before we prorogued, I sustained a baseball injury. I 
went through my physician, spent a pile of money having 
it attended to, then went to my sports physio and spent 
several hundreds of dollars in the process there, and still 
had no use of my arm. In the process of telling my chiro- 
practor that my shoulder muscle is now somewhat atro- 
phied, because I have no use of my arm, he immediately 
realized that my wrist was my problem. Within five minutes 
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he had relieved me of the problem, which the X-rays did 
not show and which the physio had confirmed was proba- 
bly my problem. He had been unable to do the manipula- 
tion, but only work with the muscles. 

I relate that story simply because the more I use your 
services, the more I realize how much less an expense to 
OHIP these things become when the kind of counselling I 
was being given from—that is not to undermine in any 
way the good intentions of my physician. He is a sports 
expert himseif. But I really have a hard time believing the 
work you are doing should somehow be limited when in 
fact it works so weil. Certainly Dr Bob Wingfield, who has 
had senior positions with the Ontario board, who takes 
care of me—I was quite impressed by the fact, by those 
points I want to share with you. 

So we will be looking at this list, but I wanted to put on 
the record my bias in support of your concerns because I 
certainly am impressed by what I think we can save OHIP 
by the process of allowing these procedures. 


The Chair: I have a request for Mr Wessenger to clar- 
ify the ministry’s perspective. 

Mr Wessenger: The perspective I would like to give 
from the ministry’s point of view is that under the regula- 
tion under the Drugless Practitioners Act at the present 
time, there is no right of diagnosis given to chiropractors. 
It is really just a question of what treatment they give, and 
SO we see it as an expansion of rights. If you look at the 
new act, you will note that the chiropractor is given the 
right of “the assessment of conditions related to the spine, 
nervous system and joints of the extremities.” So they 
have the jurisdiction over the assessment of the joints of 
the extremities, and they do have, of course, the diagnosis, 
which they did not have before, with respect to “disorders 
arising from structures or functions of the spine.” So we 
see it aS giving them an increased jurisdiction in this whole 
matter. That does not mean we cannot consider the repre- 
sentations made, but I think it should be made clear that 
they are getting an increase in jurisdiction under this act. 


Mr Jackson: On that point, though, using my own 
example, we have limited chiropractors’ ability to utilize 
access to X-ray facilities in hospitals—the Chair would be 
very familiar with this ruling in this province—yet had my 
chiropractor seen the X-rays of my wrist, he would have 
been able to diagnose it, when the X-ray technician and the 
physician both missed it. 

I know we are talking about semantics here, and the 
difference between “diagnosis” and “assessment” may not 
be lost to legal counsel, but I can assure you that in prac- 
tice out there, there is some concern being expressed here 
by the deputants. Perhaps we should ask if they concur 
with that statement of the parliamentary assistant, but in 
my own example my chiropractor does not have access to 
those X-ray services at the hospital should he need them to 
perform a diagnosis or the proper assessment of my wrist. 


Mr Cordiano: I want to ask for a clarification from 
legal counsel. 

Mr Wessenger: I think I will ask ministry staff, but I 
think we are on an issue that is somewhat not related to 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 





this act, which is the whole question of access of health | 


records to other professions. 


Mr Cordiano: I would rather concentrate on this 
question again which crops up from time to time. The 
distinction between diagnosis and assessment, I think, is 
what we are dealing with. 


Ms Bohnen: Okay. We are dealing with two issues | 
here. First of all, as you say, there is the problem of the | 
distinction between assessment and diagnosis, but the | 
other issue for chiropractors is a little different. The review | 
recommended that chiropractors be authorized to diagnose | 
dysfunction and disorders of the spine and the effects of | 
those spinal disorders and dysfunctions on the nervous | 


system, and that would include disorders and dysfunctions 
of the articulations that arise from the spine. What the 


review recommended that chiropractors not be authorized | 
to diagnose are disorders and dysfunctions of the articula- | 
tions that have no connection whatsoever to the spine. | 
What I believe the chiropractic profession is seeking is | 
statutory authority to diagnose in relation to these unre- | 


lated articulations. 


As I said, that narrow issue was superimposed against | 
this assessment/diagnosis issue. I think I have stated the | 


issue correctly. 
The Chair: Thank you for your presentation. 
1500 


GOVERNING BOARD OF DENTURE THERAPISTS 


The Chair: I would like to call the Governing Board : 


of Denture Therapists. We ask that you introduce your- 


selves to the members of the committee and if you wish to | 


leave some time at the end of your presentation for ques- 


tions from committee members, you have a total of 20 | 


minutes for your presentation. 


Mr Southby: Good afternoon. My name is William | 
Southby and I am the chairman of the Governing Board of | 
Denture Therapists. With me are René Tremblay, a mem- | 
ber of the Governing Board of Denture Therapists, and | 
Robert Gaspar, a dental therapy teacher at George Brown | 


College. We are all practising denture therapists. 


The Governing Board of Dental Therapists appreciates | 


the opportunity to make a submission to the standing com- 


mittee on social development with respect to Bill 50, the | 
Denturism Act, and Bill 43, the Regulated Health Frofes- | 
sions Act. The governing board has actively participated | 
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throughout the consultation process which has vrought us | 


thus far, and we commend all those who have worked long 
and hard to develop this new legislation. Reform of the 
several pieces of legislation currently governing the health 
disciplines is long overdue, and we support the spirit and 
intent under this Bill 43. 

Currently, there are 450 licensed denture therapists reg- 
ulated under the provisions of the Denture Therapists Act. 
The governing board has regulated denturists since 1974. 
Presently, denturists engage in two types of practices: (1) 
an independent practice providing complete upper or lower 
dentures directly to the public; and (2) a supervised prac- 
tice in a dentist’s office providing partial dentures to the 
dentist’s patients who retain some of their natural teeth. 
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Under the current legislation, denturists are not permit- 
ted to provide partial dentures directly to patients in their 
private practice. Many denturists practise both indepen- 
dently in their own offices and in dentists’ offices. 

Primarily, we wish to support the proposed scope of 
practice for denturists contained in sections 3 and 4 of Bill 


_ 50. These provisions permit denturists to provide partial 


dentures directly to the public in their offices. It will no 
longer be necessary for denturists to travel to a dentist’s 
office to provide this service. From the regulatory perspec- 
tive of the governing board, the simplification of the provi- 
sion of denture services to the public appears appropriate. 

Historically, in 1980 the Ontario Council of Health 
commissioned Professor Bernard Dickens, PhD, LLD of 
the faculty of law, University of Toronto, to conduct a 
review of denture services provided by dentists and den- 
ture therapists in the province. Professor Dickens’s report 
was submitted to the council in April 1981 and later that 
year the council’s statement on denture therapy was sub- 
mitted to the then Minister of Health, Dennis Timbrell. 

Professor Dickens recommended that the Denture 
Therapists Act, 1974, be amended to permit registered 
denture therapists to design, supply, adjust and repair par- 
tial dentures without supervision of a dental surgeon. His 
report goes on to say, “The intention of this recommenda- 
tion is to permit exercise of professional judgement on 
referring patients to dentists before work on partial den- 
tures is undertaken. Professional judgement is rein- 
forced both by legal accountability and by professional 
disciplinary action for incompetence and professional 
misconduct.” Professor Dickens’s recommendation was 
not implemented. 

More recently, the same recommendation was made by 
Mr Alan Schwartz, co-ordinator of the Health Professions 
Legislation Review, whose work has resulted in Bill 50, 
and the omnibus Bill 43. 

Entrants to the profession are graduates of the denture 
therapy program at George Brown College of Applied Arts 
and Technology. Currently, the program is three years in 
length, and we attach appendix A which details the compo- 
nents of the curriculum for the program. From this, you 
will note the number of hours of instruction devoted to 
subjects such as anatomy, biology, histology and pathol- 
ogy, as well as the more technical aspects of denture 
services. 

For graduates, the governing board conducts an ongo- 
ing continuing education program which has included 
training by licensed dentists on topics such as oral pathol- 
ogy, oral radiology and removable partial dentures. 

When Bill 50 becomes law, it is our intention to pro- 
vide an upgrading program conducted by the George 
Brown College for practitioners already in the profession 
to enhance their qualifications to provide partial denture 
services independently. 

Presently, up to 60% of denturists have significant ex- 
perience providing partial dentures in a supervised setting, 
and many of our members are also trained dental techni- 
cians and therefore have significant experience in the tech- 
nical end of providing partial dentures. 





Attempts have been made by some dentists to discredit 
denturists by suggesting patients have suffered harm 
caused by partial dentures made by denturists without su- 
pervision of a dentist. However, when the governing board 
attempts to investigate these allegations, supporting infor- 
mation is not forthcoming. Indeed, when the governing 
board receives information about illegal partial dentures, it 
comes from sources such as insurance companies or social 
service agencies, not from complaints from the public. 

The annual reports published by the governing board 
attest to our record of enforcement of the current legisla- 
tion. During the past seven years, the governing board’s 
discipline committee has dealt with 16 cases of denturists 
exceeding lawful scope of practice of making unsuper- 
vised partial dentures. This record also indicates the public 
and the denturist profession have difficulty in accepting 
the current restrictions. It appears from the cases we have 
investigated and prosecuted that the public’s demand for 
the services of partial dentures from denturists is based on 
cost and quality of service. 

1510 

As regulator of the denturist profession, the governing 
board supports the current bills. We have three suggestions 
for improving the legislation: 

1. Paragraph 26(2)11 of Bill 43 controls the following 
act: 

“Fitting or dispensing a dental prosthesis, orthodontic 
appliance or a device used inside the mouth to protect teeth 
from abnormal functioning.” 

This provision does not protect the public, however, 
from the repair or relining of dentures by completely un- 
qualified persons. If a denture is repaired or relined im- 
properly, it can result in occlusion problems, ill-fitting 
dentures, oral tissue damage, loss of mastication and even 
temporomandibular joint dysfunction, which is the hinge 
of the jaw. 

We would suggest that paragraph 26(2)11 of Bill 43 be 
reworded as follows, “Fitting, repairing, relining or dis- 
pensing a dental prosthesis...” etc. A corresponding 
amendment would have to be necessary for section 4 of 
Bill 50. 

2. Communicating conclusions. Paragraph 26(2)1 of 
Bill 43 controls the following act: 

“Communicating to the individual or his or her per- 
sonal representative a conclusion identifying a disease, 
disorder or dysfunction as the cause of symptoms of the 
individual in circumstances in which it is reasonably fore- 
seeable that the individual or his or her personal represen- 
tative will rely on the conclusion.” 

As presently worded, the provision is overly broad. It 
would include, for example, a statement by a denturist to 
his or her patient that maybe the porcelain piece on their 
dentures was causing damage to the opposing dentition or 
the patient’s natural teeth. A simple solution would be to 
exempt communications made by a member within the 
scope of practice of the member’s profession. 

3. Holding out. Subsection 15(3) of Bill 50 states: 

“No person other than a member shall hold himself or 
herself out as a person who is qualified to practise in On- 
tario as a denturist or in a specialty of denturism.” 
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This provision only prohibits people from. pretending 
they are registered. It does not otherwise prevent unquali- 
fied persons from misrepresenting their qualifications. If 
the phrase “to practise in Ontario” were deleted, a more 
appropriate level of protection from misrepresentation 
would be provided. The provision would then read: 

“No person other than a member shall hold himself or 
herself out as a person who is qualified as a denturist or in 
a specialty of denturism.” 

The governing board would like to thank the standing 
committee for the opportunity to make these submissions. 


Mr Beer: Thank you for your presentation. At the 
present time, how do people come to a denturist? Would 
most come through a dentist? I am trying to understand 
how you function in relation to dentists. 

Mr Southby: Presently, we are completely indepen- 
dent regarding, we will say, upper and lower dentures. 
Most of our patients, those who have been in business for 
a while, come on recommendation, signs and advertising. 
We are just like a dentist’s office really, except it is a 
denture therapy clinic. 

Mr Beer: At the present time, if somebody comes 
who requires a partial denture, what do you do? 


Mr Southby: We inform them of the act. If we decide 
to make the partial denture, we make arrangements with a 
dentist to do the supervision. 


Mr Beer: What would that mean in real terms? 


Mr Southby: In real terms, as I said, they usually 
have to go to the dentist’s office with the patient and per- 
form the necessary function. 

Mr Beer: So the denturist would go with the patient? 


Mr Southby: Yes, or meet them at the dentist’s office. 
But the patient is the dentist’s patient. The patient has to 
pay the dentist for this service, not the denturist. 


Mr Beer: In terms of what Schwartz recommended 
and the earlier study that you noted by Professor Dickens, 
they both recommended you be permitted to do the partial 
denture independently. 


Mr Southby: Without supervision. 


Mr Beer: We have heard a couple of presentations 
that question that, because of the education of denturists, 
not being able to see perhaps some of the problems that 
might arise with a partial denture. I know in your brief you 
mention some of the programs and courses denturists must 
take. In your judgement, is that similar to what a dentist 
would be taking who was also going to be dealing with 
partial dentures? What would be the difference? 


Mr Southby: The big difference is that the dentist is a 
professional trained in what we term as preventive den- 
tistry, who would X-ray, do the usual things and fill, clean, 
extract and do whatever is necessary in the mouth to make 
the mouth completely healthy. From there on in, with this 
knowledge, in co-operation with a dentist, not supervision, 
the denturist could make the partial denture with the knowl- 
edge he gets from the dentist. The patient would be so much 
better off economically, if nothing else, because he basically 
does the same thing under the so-called supervision of a 
dentist, but the dentist gets the fee for the partial denture. 
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You see, the dentist is paid for anything the dentist 
does when he fills your teeth, cleans them and X-rays 
them. That is not included in the cost of the partial. In 
regard to their pricing, this is how it is done. What we are 
saying is that we can provide this partial denture without 
the supervision of the dentist. Many of us have been doing 
it for years and years. We need the co-operation of the 
dentist, but not the supervision. 


Mr Owens: I would like to touch on a sensitive area, 
that is, the area of complaints. You mentioned that you 
have had 16 cases of denturists exceeding the scope of 
practice by making unsupervised partial dentures. How 
many complaints did you receive from patients or organi- 
zations about actual harm that had been done to patients? 


Mr Southby: To my knowledge we have not had any. 
There was one article in the Ontario Dental Association 
journal that purported that harm was done and even pub- 
lished a photograph of it, and when it was investigated it 


was found that it was not a denturist at all. It was an illegal | 


dental technician or somebody who had made the denture. 


Mr Owens: To follow up on that, do your patients 
know how to complain? Is there some procedure outlined 
in your office code of ethics? 


Mr Southby: We have a complaints procedure, but 
patients complain usually because their dentures do not 
function. They either hurt or they cannot chew with them 
or something is wrong, so they go back to the practitioner. 
If they do not get satisfaction from the practitioner, then 
they come to the governing body with a complaint, which 
is then investigated. 


Mr Owens: Where would these cases we have heard 
from different representatives of the dental profession 
come from: improper plates, teeth that are misaligned and 
all sorts of horror stories? Are these manufactured stories? 


Mr Southby: They have to be, because when we in- 
vestigated these things there was no follow-up with this 
evidence. I do not know what they have told you, but we 
do not know that this was done. If it was made illegally, for 
some reason they will quite often say, “Oh, a denturist made 
this,” whereas it was a dental technician who did it on the 
side or something like that. A lot of people do not know the 
difference between a denturist and a dental technician. 


Mr Jackson: Perhaps it would be helpful to the com- 
mittee if you were to get us a copy of the case you cited. I 
am a little uneasy with your suggesting that you think it 


might have been a dental technician. If that is the basis of | 


your recollection, I would rather you got us the exact case. 


Mr Southby: Yes, we have it on record. Our investi- 
gator went right to the office. 

Mr Jackson: I would like a copy of that. You said you 
thought it was something like a dental technician. 


Mr Southby: Yes. 


Mr Jackson: I would like to read the case as opposed — 


to leaving that impression in my mind. 
Mr Southby: Fine. 


Mr Jackson: My second question is for legal counsel. 
On page 6 there is a statement made about the holding-out 
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_ provision with the deletion of “to practise in Ontario.” Is 


that legal counsel’s interpretation of the effect of— 
Mr Southby: Yes, it is. 


Mr Jackson: I am directing my question to legal 
counsel. 


Ms Bohnen: I am not sure I understand. 


Mr Jackson: I am asking if you agree with the asser- 
tion that the effect of deleting the. words “to practise in 


Ontario” is that it affords a greater level of protection. I am 


really asking, do you concur with that statement? 
Ms Bohnen: It would afford different protection. It 


_ would preclude someone who is qualified, let us say, to 
_ practise as a denturist in Quebec from saying that, even 
_ though it may be correct. The harm we were trying to get 


at and the way it is drafted is misrepresentations that 


someone is qualified to practise in Ontario. 


Mr Jackson: If time permits, are there other examples 


_ where that broadly based statement exists in health profes- 


sions to ensure that you cannot set yourself out as having 
been accredited unless you are capable of practising in that 


province? 


Ms Bohnen: To my knowledge, the existing health 
professions legislation in Ontario does not speak to the 
issue of jurisdiction at all. 


Mr Jackson: Okay. I will pursue that with you 
later, then. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing before the committee 
today. We have all received a copy of your brief and as the 
committee hearings go on, if you have anything further 
you wish, please feel free to communicate in writing with 
the committee. 


Mr Southby: Thank you. Mr Jackson, should I send it 
directly to you? 

Mr Jackson: To the clerk, and other members of the 
committee will be able to have a copy. 
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STEPHEN ABRAMS 


The Chair: I call Stephen Abrams and ask that you 
come forward now. You have 10 minutes to make your 
presentation and we ask you to leave some time for com- 
mittee members to ask some questions. 


Dr Abrams: I would like to thank the committee for 
giving me the opportunity to address you today on the 
factors and techniques involved in fabricating a removable 
partial denture. As background, I am a practising dentist 
and upon graduation I was involved in establishing a group 
practice in Scarborough, Ontario, which has been provid- 
ing a full range of comprehensive oral health care services 
to the community for the past 11 years. 

The focus of my presentation is the replacement of a 
patient’s missing teeth utilizing a removable partial den- 
ture. It is fundamental to diagnose the patient’s oral health 
status prior to deciding what options are best to restore 
missing teeth. A partial denture is not necessarily the best 


- option in each instance. 
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I have selected a fairly typical case, or a typical patient, 
in Our practice in order to illustrate for the committee the 
various techniques used in the delivery of this service. The 
patient has given consent to having the photographs you 
have in front of you used today. I have also supplied the 
committee with a model so you can actually see what a 
partial denture is. This particular patient arrived in our 
practice in May, 1991 with the smile that you see in figure 
1 in front of you. A view of the upper jaw in figure 2 
revealed a few missing teeth and some old fillings that 
needed some attention. 

Due to the nature of the work required, we took a 
panoramic X-ray, which revealed a number of hidden 
problems, which is in figure 3. There were two very in- 
fected roots in the back of the mouth, and I have labelled 
those A; a large back tooth with extensive decay and an 
abscess around the root, which I have labelled B; and fi- 
nally, a front tooth with an abscess or an infection, which I 
have labelled C. None of these was readily visible to the 
naked eye, as you can see from going back to the previous 
picture. A thorough examination of both gums and sup- 
porting jawbone revealed that the upper right back tooth 
and front tooth had inadequate supporting bone and, as 
such, any type of false tooth should not add additional 
stress to these teeth. The construction of any prosthesis 
must take this into consideration. 

Our patient was now given three different options for 
replacing these missing teeth. We suggested a series of 
dental implants, fixed bridgework consisting of a series of 
caps and false teeth or a removable partial denture. In this 
situation, both the patient and I believed that a removable 
partial denture was the best treatment option. It would pro- 
vide our patient with a complete set of upper teeth in a 
very short time frame and, if designed properly, it would 
fit firmly without exerting undue pressure on the existing 
teeth. The partial denture could also be modified very eas- 
ily if down the road one of the teeth were lost. 

With this decision made, treatment commenced. The 
infected, buried roots were removed to allow the gums and 
bone in the area to heal properly and provide additional 
support to the teeth that we were going to use for anchor- 
age. The upper right front tooth and the upper right back 
tooth both had root canal treatment performed on them in 
order to save these teeth and treat the infected nerves in 
them. Old, worn-out fillings were replaced and new ones 
designed with a view to being involved in anchoring the 
prosthesis. The areas of tooth decay were also restored 
utilizing materials that would wear well once the partial 
was placed. 

Along with the restoration of the teeth, I also had our 
hygienist clean and polish all tooth and root surfaces, re- 
moving harmful tartar and stain. Our hygienist, who was 
apprised of the design of the denture, spent time teaching 
our patient how to care for his teeth and the new denture. 
With this phase completed, I reviewed our final X-ray, 
which I have provided for the committee in figure 4, to 
make sure that all the problems had been treated, and ex- 
amined the health of teeth and gums. 

The denture design involved resting the denture on 
both teeth and gums. In this way, chewing forces would be 


S-398 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


13 AUGUST 1991 














evenly spread and no one area would be exposed to harm- 
ful, excessive force. The denture was to be cast in a very 
light metal which was thin and strong. I provided the com- 
mittee with a sample of it. It has never been in a patient’s 
mouth and I encourage you to sort of move it on and off 
the model to see how it works. 

Figure 5 shows a picture of the denture resting on a 
model of the patient’s mouth. The metal pieces I have 
marked A are areas where the denture actually rests in 
depressions we have cut in the tooth. Not only do these 
rests or depressions allow the denture to seat firmly, but 
they also transfer the chewing forces to those teeth which 
can best withstand these forces. If the denture were to rest 
solely on soft gum tissue, these chewing pressures would 
force the denture against soft gum tissue, stripping it away, 
and with it the bone which anchors the teeth in place. 

The areas on figure 5 that I have marked as B are 
clasps or hooks that engage only the strongest teeth to help 
anchor the denture in place so that it will not come out 
when eating. As you can see, we did not anchor the den- 
ture on a tooth marked C, as this is the one we alluded to 
earlier which is not a very strong anchor tooth but does 
provide an adequate rest. 

One final observation on that particular figure is an 
area I have marked D. This particular clasp design is de- 
signed to provide a very good grip on the teeth involved 
without coming out on to the front surface, where it would 
be visible in a smile. In order to do this, I removed some 
enamel from the side of the tooth where it rests. This does 
not endanger the tooth but will provide a very firm anchor- 
age for the rest of the teeth. 

Figure 6 shows a mirror image of the denture in our 
patient’s mouth, and figure 7 is our patient wearing his 
new denture. At this stage, the false teeth, which I have 
marked A, blend very well with the existing front teeth 
except for one of the patient’s own teeth, marked B. This 
tooth, which we described earlier, had required treatment 
for an infected nerve or root canal. One of the problems 
with a long-standing infection is that these types of infec- 
tions will discolour teeth. By applying the correct tooth- 
coloured filling material to this tooth, we were able to 
match and blend the colour with the other teeth, and the 
result is what we see in the bottom photograph you have in 
front of you marked figure 8. Our involvement does not 
stop here; it continues. Our patient returns to our practice 
to ensure that the denture is fitting well and that there are 
no sore spots, and also to review home care. 

We also emphasize the importance of a semi-annual 
dental checkup. I have already arranged this appointment 
for the patient. These checkups provide us with the oppor- 
tunity to monitor the health not only of the teeth and gums, 
but also to monitor the fit and wear of the prosthesis. Not 
only will we clean our patient’s teeth at this time, but we 
will also clean the denture and tighten the clasps, which 
are not designed to be too rigid. The bit is also examined at 
each annual checkup and as the denture ages, the wear of 
the denture teeth are monitored so that all teeth, both natu- 
ral and denture teeth, contact evenly when chewing. 

This case illustrates the importance of a comprehensive 
approach to the delivery of dental care. I emphasize that 





partial dentures are but one small part of the overall treat- 
ment and cannot be made without consideration for the 
following areas: the health of the anchoring teeth, gums 


and bone; the strength of the fillings used in the anchor- © 


ing teeth; the patient’s chewing pattern; the colour and 
shape of both the natural and denture teeth; the antici- 
pated lifespan of natural teeth; and other methods of 
tooth replacement. 

These factors are all part of the diagnosis a dentist does 
before commencing work. These factors are not part of the 
range or training of a denture therapist. Because of the lack 
of training and education in dental radiology, gum prob- 
lems and root canal problems, methods of filling and re- 


storing teeth and pathology of the mouth, the denture | 


therapist cannot even begin to consider any of these factors 


before manufacturing a prosthesis. Had any one of these | 
factors been omitted from the case I have shown you | 


today, the results would have been disastrous. 


Costs of these services are also a consideration. The | 
range of procedures I have provided here today are avail- | 
able to all. This particular individual we have used as an | 
example was on a welfare assistance program at the time. | 
With support from the municipality, we were able to re- | 
store the dentition to the state you see them in today. Fur- | 


thermore, maintenance should be very inexpensive. 


Partial denture construction also involves cutting natu- | 
ral teeth in order to allow the denture to rest properly. | 
Improperly designed rests will cause tooth decay and ex- | 
cessive and harmful forces on anchoring teeth, which may | 
lead to their eventual loss. This will also increase the cost | 


of the service. 


Finallysepartial dentures are part of a long-term oral | 
- health care plan developed by dentists and patients. The | 
patient understands how to care for the prosthesis and what | 
potential problems may be encountered. The dentist | 
watches and cares for the remaining dentition, the prosthe- | 


sis and the overall oral health of the patient. 


Having considered the facts, I strongly believe that | 
dentists are the only professionals qualified to diagnose | 
properly the need for partial dentures. Furthermore, a den- | 
ture therapist should become involved in this service only | 


under the supervision of the dentist. 


Thank you for your time and consideration. I will en- | 


tertain questions. 
1530 


Mr Owens: Have you kept any type of statistics or 
have you done any tracking with respect to patients com- | 


ing to your office who have seen denture therapists who 


are now having difficulties? I am not talking about dis- | 
comfort difficulties, but serious problems with their teeth, | 


the denture itself or teeth going off in different directions? 
Mr Abrams: When patients come into the office we 


usually do not ask, unless we need to get records, where | 


they have been. If a patient comes in with a problem with a 


partial denture, they just want me to take care of the prob- | 


lem and get them out of pain and discomfort, so I do not 
bother tracking who did what, where. The service the pa- 
tient wants me to provide is dental care, and who did what 
to them prior to that is not of importance. What is of 
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‘importance is what is wrong, how we go about fixing what 


has gone wrong and how we provide something that is 


‘maintainable over the long term. So I have no idea where a 
lot of the things are done. In my feeling it is really none of 
my business. 


Mr Jackson: Thank you for your graphic demonstra- 


‘tion. It is helpful. Just for my own personal interest, how 


much did that whole procedure cost and how much did the 
municipality kick in? 
Dr Abrams: The municipality of Metropolitan Toronto 


covered all of the procedures that you saw hete. today. They 


establish a fee guide or schedule that dentists in Ontario work 


by. As I can recall, I think the partial denture on that is 
covered at a rate of $325. For the rest of it I do not have the 
figures at hand that could provide that breakdown for the 
committee. But there was a lot of work done. 


The Chair: Thank you very much for your presentation. 


PETER APSE 


The Chair: Mr Peter Apse. You have 10 minutes for 
your presentation and we would ask that you leave some 
time for questions if you wish. 


Dr Apse: Thank you for the opportunity to come and 
speak to you today and address you on the issue of the 
treatment of the partially dentured patient. As background, 
I am a dental educator at the University of Toronto, faculty 
of dentistry. Specifically, I am a specialist in prosthodon- 
tics, which is treatment of missing teeth in patients, in 
people, and I teach undergraduates and graduates in specif- 


ically that kind of treatment. 


In the 10 minutes or less I would like to bring to your 
attention two aspects. One question which was raised be- 


fore: What is the education background that we provide 
our students upon which they can graduate and practise 


dentistry? Second, what are the long-term effects of our 


treatment of our prosthetic intervention in a patient and 


how is the dentist suited to deal with these? 
Let me start with familiarizing you with the prosthetic 


‘course or curriculum at our faculty. Generally speaking, 
| prosthodontics or prosthetics, which is a treatment using 
artificial materials to replace missing teeth, is about a 20% 
segment of a four-year course. It is also one of the more 


complex subjects that we deal with in the sense that it 


encompasses every aspect of dentistry: radiology, radio- 








graphs, as you were shown by Dr Abrams, fillings, gum 


disease, surgery, pathology, hygiene, orthodontics and jaw 





joint problems, all of which are integral parts in the deci- 


sion-making on the type of treatment that we can render 


| the patient, how we are going to render it, the design of it 
_ and what are the long-term effects. 


I am going to outline the approximate four years in 
very quick order. In the first year of a DDS, doctor of 
dental surgery degree, the student is trained in dental mate- 


tials, which provides a background in the properties of 


materials, specifically in properties of materials used in 
prosthetics, their biological compatibility and their effect 


on the host, in this case, the patient. Also within the first year, 


referring only to subjects that are directly related to prosth- 


odontics, the students are introduced to the intricacies of 
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occlusion, which consists of how the jaws come together, 
the masticulatory system, how we chew, how we open our 
mouths, how we speak; all these factors are taken into 
consideration. 

It is an exquisitely sensitive structure, as you may 
know, since you can very readily discern minute particles 
in your mouth that you can quickly and deftly bring to the 
forefront with your tongue. We also know that if the den- 
tist has inadvertently left a restoration somewhat high, 
even microns high, we are subject to some discomfort 
which, if we relaid it or moved it laterally, we can say if 
we put a partial denture in, which you have seen examples 
of, that this factor will certainly introduce some aspects 
into our bite, into our occlusion, into the muscles of the 
jaw, into our joints. 

Going to the second year, the first official prosthetic 
course is presented, approximately 140 hours of clinic or 
laboratory time and lecture time. That does not include 
reading time that the student has to do, which is another 
approximately 50 to 75 hours. That is in the second year of 
the course. 

We start off with in effect giving the student an under- 
standing of what happens when we lose teeth, what hap- 
pens when we lose one tooth. Simply, the loss of a single 
tooth will affect the arch, both the arch in which the tooth 
is lost and the opposing one. The effect of loss of one tooth 
will upset the balance, the continued movement of the 
teeth that occurs one against the other, the back tooth brac- 
ing against the one in front. All of a sudden we lose one 
segment, we lose ihe continuity of that arch, the tooth 
starts drifting forward, tilting forward and the opposing 
tooth starts erupting out. 

Another subtle, perhaps not so subtle at times, change 
that occurs with lost teeth is that we lose face height. We 
have all seen patients, people, who do not wear dentures. 
They walk in and their chin is approximating their nose. 
That in effect is extreme, but if we take it down back to 
where we lose some of the back teeth and we lcse the 
support of our bite, which can be quite severe, then we will 
gradually lose this face height and the chin will come 
closer and closer to the nose. If we do not deal with that 
problem, it can have repercussions in what we call the tem- 
poromandibular joint, jaw joint, muscles of mastication. 

After we have brought the students to an understanding 
of the effect of tooth loss, we then follow through with the 
principles of the partial denture. This involves the mar- 
riage of the mechanism of the partial denture, how it is 
held in the mouth—I mean, it has to hold in there some- 
how or it will just fall out when we eat—and the biological 
aspects of the retaining teeth. The teeth are going to hold 
this partial denture in place. Unless we consider the biol- 
ogy of teeth, we can very readily overload them and we 
can very readily cause their premature loss. It is therefore 
the dentist’s responsibility to balance that risk that we put 
on the retaining teeth with the benefits to the patient of 
using a partial denture. 

During that second year, and we are still in second year, 
students take treatment plan design and consider the con- 
struction of partial dentures for approximately 10 cases. 


S-400 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


13 AUGUST 1991 








In the third and fourth year prosthodontics course, the 
students are exposed to what we call fixed prosthodontics, 
in other words bridges and crowns, a treatment plan, and 
fabricate partial dentures for clinical patients on the clinic 
floor. Students at this level are expected to integrate their 
knowledge of medicine, in other words, they have to take 
the health of the patient into consideration, the bite or 
occlusion, periodontium, which refers to gums, radiogra- 
phy—all these aspects in the design and fabrication of a 
partial denture. This interrelationship between different 
disciplines that we are exposed to at the faculty ensures 
that the patient’s dental health is the prime consideration in 
our treatment. : 

Furthermore, the student is made aware of the impor- 
tance of long-term follow-up and maintenance of the 
mouth at optimum health. Oral hygiene, diet, frequent re- 
calls, are an integral part of the overall treatment that the 


student is taught. Prosthetic treatment is like the hub of a | 


wheel with the student borrowing from the other aspects of 
dentistry in designing and preparing the prosthetic treat- 
ment. It is not just a technical procedure, but rather the 
integration of biological aspects with mechanical ones. 
One without the other will end up in catastrophe. 

The second part I want to allude to is the relationship 
of a partial denture with the continued health of the patient. 
We have put something in a patient’s mouth; how is that 
going to affect the patient? Missing teeth generally result 
in aesthetic problems; in other words, the appearance of 
the patient may not be to his liking, missing front teeth 
particularly, functional problems where the posterior teeth, 
the back teeth, are missing, he cannot chew very well, or 
both. A well-designed partial denture that has taken into 
consideration remaining tooth health, and the ability to 
sustain the increased loading as we might expect from a 
partial denture, is often a solution, a good solution, to the 
problem. It is very frequently used in practice. Although 
technical and biological factors are considered, the mere 
presence of a foreign object, such as a partial denture, will 
induce ecological changes in the mouth. We are going to 
get changes, whether we like it or not. 


The Chair: I have to ask you to sum up now, please. 


Dr Apse: With the presence of a partial denture, the 
bacteria and plaque increase placing the patient at greater 
risk. These risk factors can be minimized through long- 
term care of the patient. The provision of prosthetic treat- 
ment for the partially edentulous patient is not just a 
mechanical one. It is and should be rooted in a strong 
biologically based background such as is provided in den- 
tal education. We are not selling partial dentures, we are 
selling a health service. 
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ONTARIO DENTAL NURSES AND ASSISTANTS 
ASSOCIATION 
The Chair: I call next the Ontario Dental Nurses and 
Assistants Association. Begin your presentation by intro- 
ducing yourselves to members of the committee. You have 
20 minutes for your presentation and we would ask that 
you leave a few minutes at the end of your presentation for 


questions from committee members. All members have 
received your written remarks. 

Mr Miller: My name is Jeffrey Miller. I am an execu- 
tive director of the Ontario Dental Nurses and Assistants 
Association. With me is Charlotte Peer, our president. The 
Ontario Dental Nurses and Assistants Association was 
formed in 1931 as a registered, non-profit voluntary orga- 
nization for dental assistants. We estimate there are just | 
under 10,000 dental assistants in Ontario. ODNAA’s cur- } 
rent membership is 6,537. Approximately 93% of our| 
membership maintain voluntary certification as a verifica- | 
tion of occupational competency. 

The Ontario Dental Nurses and Assistants Association | 
recognizes: (1) the need for more educational opportunities | 
for dental assistants to upgrade their skills in the areas of} 
restorative and preventive dental health care assisting; (2) | 
in light of the current health crisis, all dental assistants | 
require access to appropriate dental health care education 
in prevention of disease transmission; and (3) that the reg- | 
ulation of dentistry should have the statute that refers to 
the preventive dental assistant revised and updated to in-| 
clude a mandatory recognition of allocation of duties to an} 
Ontario certified dental assistant level 2 or the preventive | 
dental assistant. The council of the RCDS has agreed with 
our proposal for an Ontario certified dental assistant level 
2 program. 

Dental assistants in the province of Ontario are em- 
ployed in private practice, hospitals, public health units 
and educational institutions such as colleges of applied arts| 
and technology. For the most part, except in the rare in- 
stance of an educational institution, dental assistants are 
employed by dentists and supervised by dentists. 

Appended information on the next page basically out- 
lines where we are as of now. Dental assistant education, 
that is, where dental assistants are educated: (1) certificate) 
programs offered at community colleges; (2) three Ontario 
secondary schools offer diploma programs in dental assist-| 
ing education, concurrent with secondary school graduate} 
diploma requirements; (3) certificate diploma programs of- 
fered in Ontario at private vocational schools—there are 
four of those and they have different campuses throughout| 
the province; (4) on-the-job training is still an acknowl-| 
edged avenue for dental assisting educating in Ontario, and) 
that is pretty well the way it is right across North America; 
and (5) out-of-province dental assisting education is recog- 
nized and currently in great demand, and it is the only} 
opportunity available to achieve preventive dental assistant 
status in Ontario. 

Our political issues, we have discussed, would be: (1) 
the ODNAA lobby for the expansion of responsibilities for 
qualified dental assistants; (2) the Royal College of Dental 
Surgeons of Ontario and the Ontario Dental Association) 
are on record in support of the expansion of responsibili- 
ties of an Ontario certified dental assistant level 2 program 
or the reinstatement of the preventive dental assistant pro-| 
gram; and (3) under the current system only dental assis-| 
tants who attain their dental assisting education credentials, 
in other provinces may be listed as a PDA in Ontario. 

Regulatory: Dental assisting as an occupation is not 
regulated in the province of Ontario. However, there are 
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‘two regulations that provide legislative jurisdiction for 
dental assistants to perform expanded functions under the 
order of a dentist: 

_ 1. The Healing Arts Radiation Protection Act provides 
\for dental assistants with recognized training to take and 
‘expose dental radiographs—training concurrently avail- 
-able. Note, this intra-oral duty is not in the public domain; 
‘it is covered by a listing of credentials. 

2. Regulation 447, section 49, provides authorization 
\for dental assistants who have successfully completed a 
course of study which has been approved by the Council 
of the Royal College of Dental Surgeons to be listed as 
'PDAs. Currently, Ontario certified dental assistants must 
go out of province to access this educational opportunity 
and subsequent occupational listing by the college. 

_ At the present time, 12 Ontario CDAs are in Prince 
| Edward Island upgrading their skills for listing in the prov- 
‘ince of Ontario, and a second class is scheduled for Sep- 





| 
‘tember 15, 1991. Ontario dental assisting education has 


fallen sadly behind the national standard. Ontario residents 
with no alternative, being forced to seek continuing educa- 
tion in their chosen career in other provinces, is currently a 


‘flaw in a tired system. 


I will just return to my original document with our 


recommendations, which are covered on page 2. 


1. That the Ontario certified dental assistants level 1— 


which is a voluntary credential of dental assistants who 
possess recognized training—have an opportunity to ex- 
_pand their dental assisting education to the national level 2 
status, which includes the following duties: dental radio- 


graph, HARP, which is currently listed; application and 


removal of rubber dam; taking preliminary impressions of 
‘teeth for study models; application of matrices and 
wedges; oral hygiene instruction; dietary counselling rela- 
tive to dentistry; rubber cup polishing; topical application 


of anticariogenic agents, ie, fluoride; and selected orth- 
_odontic dental assisting duties. 
We strongly recommend that these duties be recog- 


' nized in a similar fashion as the current PDA duties and 
not left in the public domain. Dental assisting is a technical 
_job and there must be a fundamental core knowledge for all 
_ those who seek expanded dental assisting responsibilities. 


2. That the Royal College of Dental Surgeons of On- 


_tario continue to list expanded-duty dental assistants such 
as the listing of PDAs under the current regulation. We 


believe this is a natural working relationship between the 
dentists and dental assistants of the province of Ontario. 


1550 
The Chair: Thank you very much for your presentation. 
Mr J. Wilson: I get the impression you have a good 


‘relationship with dentists and the royal college. Is this 


somewhat of a wish list in recommendation 1? Which of 


| these acts are you doing and not doing now? 


Mr Miller: Basically, it is more of a revised list than a 
wish list per se. Right now, most of those duties are cov- 
ered under regulation 447, section 49. There are a few 


other uncontentious subjects that have already been in- 


_ here, it is a national norm list. 


cluded in other provinces. Although the training is not 


Mr J. Wilson: Have you wanted to be regulated as a 
profession at some point? 


Mr Miller: We did approach the first Health Profes- 
sions Legislation Review group of people and we were 
deleted after the first— 


Mr J. Wilson: You did not meet the criteria? 
Mr Miller: We did not. 


Mr Beer: In terms of the education that the certified 
dental assistants receive right now, where do you receive 
that training? 


Mr Miller: Actually, it is outlined on page 3, the ap- 
pendix, dental assisting education. Most would be college 
grads of some nature. Most dental assistants do receive 
vocational education. 


Mr Beer: So would that be where, for the expanded 
programs, you would see an expansion in the community 
college programs for dental assistants, or are you seeing 
that done through some other body? 


Mr Miller: There are 26 programs that are commu- 
nity-college-based, publicly funded programs that train 
dental assistants; 11 of them are in the province of Ontario 
and they do not have extended functions. 


Mr Beer: What surprises me is that you have to go 
out of the province for a number of these programs. Upon 
whom must you bring pressure to have more programs for 
dental assistants? Have the government or the colleges 
been refusing to expand their programs for more of these? 

Mr Miller: In fairness to all involved, a great deal of 
what the government will do, I guess, relies very heavily 
on what comes out of the review of the health disciplines 
and, subsequent to that, they will train people for the new 
regulation. We just do not want to get lost in the shuffle. 
Right now, we are covered under a regulation that we 
would like to see enhanced, and we see an appropriate 
recognition of education. 

Yes, it would be very nice to get this up and running. If 
the Ministry of Health would give the Ministry of Colleges 
and Universities the green light I am sure we could have this. 


Mr Hope: Most presentations that we hear talk about 
stopping the ability to do the job. You put a lot of emphasis 
on education, but with the legislation that is being intro- 
duced and we are reviewing, will you be stopped from 
doing the job you normally perform? 

Mr Miller: I would assume we would probably be 
doing more, based on the way it is going. The fact is, 
dental assisting has not really changed that much probably 
from the birth of the ODNAA back in 1939, and it would 
be ideal to have some sort of recognition of education and 
then provide the education through the regulation of den- 
tistry. That would be where we are coming from. 

Mr Hope: To further elaborate on that, as I listened to 
your comments to Mr Beer, are you running into a road- 
block with the ODA, trying to get these education pro- 
grams? Is that why you are seeking our assistance in 
making sure it is in the legislation? 

Mr Miller: The Ontario Dental Association? 

Mr Hope: Yes, the ones you have been lobbying— 
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Mr Miller: Absolutely not. We have received nothing 
but support. There has been no lack of support from the 
dentists of this province. I have a survey in front of me that 
indicates on a province-wide basis—and this was done in 
conjunction with the Ontario Dental Association—the 
large majority of dentists want their auxiliaries to have this 
opportunity. 


Mr Hope: I posed that question because you said a 
lot of them get their education outside the province of 
Ontario. 


Mr Miller: This is sort of new. The legislation sat for 
an awful long time before the Royal College of Dental 
Surgeons commenced listing people. That is why we have 
Toronto people going to Prince Edward Island for education. 


The Chair: We appreciate hearing from you. If you 
have any further information at any point, please feel free 
to communicate with the committee in writing. 


1600 


ONTARIO HERBALISTS’ ASSOCIATION 


The Chair: I call on the Ontario Herbalists’ Associa- 
tion. All members have received a copy of your brief. 
Please introduce yourselves to the members of committee 
and try to leave a few minutes for questions at the end. 
You have a total of 20 minutes for your presentation. 


Mr Stelling: My name is Keith Stelling. I am a mem- 
ber of the board of directors of the Ontario Herbalists’ 
Association and a member of the National Institute of 
Medical Herbalists of Great Britain where I did my train- 
ing. I am here to show you something about herbal medi- 
cine and the importance of medical plants as part of our 
complementary health system in Ontario. 

The use of herbal medicine goes back for thousands of 
years. We have documents dating back to the year 2500 
BC with the Georg Ebers papyrus, an Egyptian record of 
medicinal plants numbering some 750 plants that are still 
used today by medical herbalists. You see one here you 
recognize of course—hypotensive, lowers blood pressure; 
another one, the pine, which was used as a bronchodilator 
and is still used for the same purposes today; and another 
one, the birch, which was also discovered quite indepen- 
dently by our own native Canadians. 

The important point about this is that these plants were 
discovered in different parts of the planet at different times 
in history. 

In Canada, our own record of herbal medicine was first 
committed to paper by Jacques Cartier in the winter of 
1525. The French of course were not experienced with our 
harsh winters, and the expedition which had been sent out 
by the King of France became marooned in the ice on the 
St Lawrence River. Fortunately, when the crew was struck 
down by a plague—they called it la grande maladie—there 
was a group of friendly native people nearby at the village 
of Stadacona who presented Cartier with a medicinal plant. 
It was this one, the thuja occidentalis, or the white or yel- 
low cedar. Cartier’s rapture about the recovery of the crew 
was quite outstanding. 

There are a great many aspects to herbal medicine. You 
cannot see very well on this diagram, but you may recognize 





some benzene rings if you have studied chemistry. In some 
plants, there are over 178 different medicinal constituents. 
The similarity between the human cell, with those squiggly 
things known as mitochondria, and the plant cell—you see 
the “M” labelling mitochondria again in the plant—repre- | 
sents the difference between the soft medicine, or the natural | 
remedy in the herbal preparation, and the chemical drug. : 
Some of the amazing things we have discovered since 
Cartier’s time, with the harsh light of modern scientific | 
examination, is that plants such as this one, calendula| 
officinalis, are actually antiviral in character. They have| 
been shown in some of the institutes of phytotherapy in} 
Europe to inhibit the spread of cancer or to inhibit the| 
metastasis of cancer cells. 
1600 
Another very famous one is this one, carduus 
marianus, or the milk thistle, which is actually a restorative| 
for the liver and has been used to prevent the effects of| 
carbon tetrachloride in liver sclerosis. 
Another one, valeriana officinalis, or valerian, is a nati 
ural tranquillizer which does not interfere with the func- 
tioning of the mind, as most of the drugs do, and this very| 
famous one, echinacea angustifolia, actually boosts the im-| 
mune system. That is a very important remedy these days} 
with AIDS around. It has also been shown to be effective 
against certain types of human carcinoma, including the} 
Walker carcoma carcinoma 256. | 
Here is some of the work of Dr Paul Velaiche, who 
holds the first chair of phytotherapy at the University of 
Paris in France. Dr Velaiche takes samples from his pa-| 
tients and cultures them on Petri dishes such as these, and| 
then he applies the essential oils of aromatic plants. He has 
found very interesting antibiotic activity among some of 
these labiate family plants. The interesting thing here, and in| 
the hospitals in Europe where this has been used, is that there| 
has been no resistance to this form of antibiotic activity. | 
Another way that herbs work is to work through the} 
glands of the body; here a lymphatic cleanser, galium apar- 
ine, which is very important as a conjunction in other dis-| 
eases, especially in cancer, where you are draining the} 
glands and taking away the waste from the body. | 
The Ontario Herbalists’ Association is the oldest body! 
of consumers and practitioners in Ontario. It has recently; 








] 


introduced a code of ethics for its professional members| 
and this autumn will begin examining all its professional} 
members with a stringent two-hour examination as well as| 
an oral examination in adherence to the code of ethics. 
There is a lot to be done in training in Canada. We are 
teally backward. We are behind the Europeans, who are) 
now demanding a three-year full-time course for the stan-, 
dard of practising herbal medicine in Europe. : 
One of the important functions of the cw 

| 





Herbalists’ Association in guiding the public towards! 
herbal remedies is the educational facility. Here you see 
one of their herb walks or field trips. They also present a! 
number of lectures in Toronto and throughout the province. | 

I mentioned in this brief that you have before you the! 
plant dandelion, taraxacum officinale, a very important 
liver restorative. It has been shown to be capable of ex- 


tracting heavy metals from human tissues, which is a very 








| 
| 
| 
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important aspect. Dandelion, of course, is a very safe di- 
uretic. The leaves work on the kidney and it can be used in 
‘any quantity, but if you were, for example, to use this plant, 
convallaria majalis, you would find that if you went more 
than five mls of the tincture, that is, a teaspoon, spread out 
over a whole week, you would probably cause death. 
The point of this is that some plants are very beneficial 
“but dosage is critical. Can we rely on the medical profes- 
‘sion now, which no longer has any training in medicinal 
plants, or pharmacists to be making such decisions? We 
are also leaving these things in the health food stores, 
without any labelling, and health food store proprietors are 
‘forbidden to advise customers on the use of the plants. As 
a result, people tend to self-medicate with medicinal 
‘plants. They are very powerful in some cases. 
_. Here you can see tanacetum partheneum, or feverfew. 
'Feverfew has been shown at the Glasgow Royal Infirmary 
in Scotland to be effective in a clinical trial for 70% of the 
patients suffering from migraine headaches. In 70% of the 
people, that will eliminate the migraine or cut down the 
‘frequency or the severity. This is an important aspect of the 
economic importance of herbalism. 
_ We do not want to take these plants off the market, 
because they are saving time in loss of hours from the 
working place and they are also preventing long-term, 
chronic illnesses. But just like tanacetum, this one, hydras- 
| ‘tis canadensis, another native of Canada, if used in preg- 
/ nancy, can cause stimulation of the uterine muscle, which 
/ will cause abortion. Therefore, there must be more label- 
ling on these products. 

The British and the Europeans have a very important 
/ training program. The National Institute of Medical Herb- 
‘alists of Great Britain trains people for four years in a 
| full-time course which includes all the usual medical sub- 
jects, such as pathology and physiology and differential 
diagnosis. Here you see one of the training clinics and here 
you see one of the study gardens, with the plants laid out 
in ordered beds, a very important aspect of identifying 
_plants before you use them. In Canada there has been 
some attempt to upgrade the training programs, but there is 
‘not enough and encouragement needs to be given both in 
| public education and also in training of practitioners. 
One of the points I want to make in this brief is that 
there has to be a difference between the term “drug,” as 
referring to a chemical pharmaceutical, and a plant or a 
, medicinal natural source, which cannot very adequately be 
_ administered by an orthodox or conventional practitioner. 
} Another point I want to make is that the use of inhala- 
- tion has been taken away in the bill before Parliament and 
- inhalation is a very important aspect of herbal medicine. 
| Here you see the eucalyptus tree. The eucalyptus is one 
of the plants which works as a bronchodilator on the 
’ human body and is a very helpful remedy in asthma, as is 
this one, melissa officinalis, or lemon balm, and again 
chamomile, and chamomile has always been used for chil- 
_ dren because it is so gentle, but we do not want to be lost 
, from these ordinary household remedies. You may recall 
_ friar’s balsam somewhere in your experience. 
| The other point which we are not clear about is 
_ whether we are being excluded from giving information on 






















nutrition. With the Dietetics Act, it looks as though herbal- 
ists may no longer be able to advise people on the use of 
food as part of a medicinal therapy. 

I have here a copy of the book by Dale and Applebe, 
Pharmacy, Law and Ethics, which was the British solution 
to this problem. You see at the last of the brief some expla- 
nation of how the British have handled the dilemma with 
the 1968 Medicines Act, by grouping a number of plants 
which are dosage-critical to be administered only by 
trained practitioners or by pharmacists, and the others for 
sale over the counter in health food stores. I think we also 
need more adequate labelling on these remedies. Also I 
have here the other standard textbook for herbal medicine, 
the British Herbal Pharmacopoeia. A new edition has come 
out since 1983, but this lists all the herbs with their constit- 
uents and their activities. 

You can see it is a fairly complicated business and I 
would like your support in helping us together to unravel the 
dilemma that is presented to us. Are there any questions? 


Mr Grandmaitre: My question is not about herbal 
medicine or herbal treatment. What about our environ- 
ment? Apparently we are losing our natural environment 
daily, and I am sure some of the plants you have referred 
to in your slides are being affected by our environment, 
acid rain, carbon dioxide and so on and so forth. Do you 
know if you are losing some of these very important plants 
that are in use? 

Mr Stelling: Yes. Of course we are all losing, and we 
are losing the quality of the nutritional value of our food 
because the fertilizer that is being put on the fields is a 
chemical and we are not getting the ingredients that were 
once apparent, certainly before the war. Things just are not 
there. The other aspect is that herbal medicine is environ- 
mental medicine. We are not polluting. We are not releas- 
ing chemicals into the atmosphere. 


Mr Grandmaitre: No, I did not imply that. 


Mr Stelling: Exactly, and that is an important aspect 
of it. It is a renewable resource. It does not depend on 
multinational corporations, and some of the Third World 
countries have found this as well. 

We are also losing species right here in Ontario. We are 
losing hypericum perforatum, which is actually being 
partly eliminated by a program undertaken by the federal 
government and the previous provincial government to 
control it with the chrysolina beetle, and that is being 
wiped out wholesale. But we are losing many others be- 
cause of automobile pollution and a group of urban cen- 
tres, this sort of thing. 


1610 


Mr Grandmaitre: Does that mean that if we are not 
concerned about the environment or become more con- 
cemed, you people will be out of business in 10 or 15 years? 

Mr Stelling: I do not think it will be 10 to 15 years. 
Many people are concerned and many people are attempt- 
ing to cultivate these plants. That is another important as- 
pect of our work, recognizing them and making sure there 
is an adequate supply. 

One of the plants I showed you, hydrastis canadensis, 
was once harvested in Ontario and one of the Indians at the 
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reserve near us in Brantford remembers her mother, who was 
also a herbalist, showing her a dump truck full of the root of 
this plant being taken away from the reserve. 

So we have to think ahead. We have to think about these 
very important renewable resources. We have to think about 
the aspect of the gentle plant remedy being important when we 
get into difficulties with the side-effects of the drugs, which is 
increasingly happening. 

Mr J. Wilson: It is very interesting. I gather from your 
brief and your comments that Bill 43 and the acts may put you 
out of business in some aspects of your practice. Were you 
involved in the review process at all? Were herbalists involved 
in making their concerns known to the Ministry of Health? 


Mr Stelling: Not very much, no. We presented a number 
of petitions and briefs to Elinor Caplan and we received just 
about no replies, I think, nght through. 


Mr J. Wilson: How many practising herbalists are there 
in the province, for instance? 

Mr Stelling: There are at least 20, but there are many who 
are practising herbalism along with another form of therapy. 
There are over 440, I think, consumer members of the Ontario 
Herbalists’ Association and that has grown from 100 two years 
ago. There is a great interest on the part of the public. 


Mr J. Wilson: I know there is some growing interest in 
my own riding, for instance, and among consumers. I am not 
aware at all what the legal status now in some of your practices 
might be. Are you recognized in any of the health acts now? 


Mr Stelling: No, there is no recognition for herbalists, 
and as far as we understand, we are allowed to practise as 
long as we do not commit any of the forbidden acts. How- 
ever, we are a Small group and we have never had a college 
or any sort of self-regulation. Our efforts recently to get peo- 
ple accredited professionally, I think, are the first steps in that 
direction. 


Mr Wessenger: I would like to call on the staff to clarify 
on this matter. 


Ms Bohnen: It is not our view that this legislation will 
put herbalists out of business. First of all, the provisions deal- 
ing with the sale and distribution of drugs are the provisions 
of the Health Disciplines Act, which is not being amended by 
this legislation. This legislation primarily, of course, regulates 
pharmacists and others who prescribe drugs. It does not alter 
in any way the definition of “drug” currently used in the 
Health Disciplines Act. Entry to the marketplace, in Canada, 
of drugs and substances which are categorized as drugs is 
primarily a federal responsibility. This legislation also does 
not restrict who may provide counselling services to individ- 
uals. So it is not our view that this will have an adverse effect 
on herbalists. 


Mr Stelling: I think the concern of the herbalist is that 
the administration of drugs in this document is under the 
control of the College of Physicians and Surgeons. We do not 
know whether ultimately, if there is some animosity against 
these non-licensed practitioners, the tide could go against us 
that way and we would like to see some form of protection. 


Mr J. Wilson: I think you also said many of your reme- 
dies are not really included in the definition of “drug.” 


Mr Stelling: That is the whole enigma in Canada at the 
moment. Is a substance a drug or is it a food? There was a | 
special advisory committee convened by the federal govern- | 
ment and its findings put herbalism in a separate third cate- | 
gory. We would like that result to influence your own work | 
here. | 

Mr J. Wilson: Do the Ontario statutes use the same | 
definition of “drug” as the federal laws? 


Ms Bohnen: Yes. I think Mr Burrows could add to what | 
I can say about this. 


Mr Burrows: Yes, in Ontario there is a definition of 
“drug” in the Health Disciplines Act and it is compatible with 
federal legislation. Herbal remedies have always been a rela- 
tively grey area under the law, and with all due respect it 
would appear to me there are two issues here. One is herbal- 
ists as a profession or as a group of professionals regulated or 
unregulated, and the herbal remedies themselves. Some 
herbal remedies are drugs by definition. A good example that 
is well known is digitalis, which requires presciption in the | 
province of Ontario—in Canada for that matter. It is also true 
that many of the remedies that are available have fallen into 
disuse. It is equally true that things have a way of coming 
around again, and whether they are used as herbal remedies 
or drugs are extracted from the natural source products, there | 
is certainly still a future for those sorts of products. 

But the issue here needs to be clarified as to what the 
association perhaps is looking for. If it is looking for recogni- 
tion of herbs in some sort of special cagegory, then we con- | 
trol the conditions of sale here in Ontario, but the basic proof | 
of safety and efficacy is the responsibility of the federal gov- 
ernment, and with respect, I would recommend that the direc- 
tion be there. If on the other hand the concern is how the 
pharmacy part of the Health Disciplines Act currently—_ 
which I would point out is administered by the college of 
pharmacists, not the College of Physicians and Surgeons of 
Ontario. If there is an issue there, then that section of the | 
existing Health Disciplines Act is not being altered, as Linda | 
pointed out, by this package. It is in fact being left intact and 
renamed. I suppose it is conceivable that at some point the | 
Legislature might want to look at that particular package of 
legislation and its relationship to this issue. With respect to | 
the regulation of a profession, then the advisory council, per- 
haps under this legislation if it is passed with the advisory 
council intact, might provide an opportunity for dealing with 
that issue. 

Mr Cordiano: I was simply going to say that you have 
made some good suggestions. In so far as it impacts on what 
we are doing here, I appreciate there is some question 
whether we have jurisdictional responsibility for that. But | 
you make some good points with respect to safety of some of | 
the medicines currently on the market, and I am quite con- 
cerned about that. Just a personal note, some of the recom- | 
mendations you have made should probably be brought 
forth at the federal level, as appropriately pointed out here. That | 
would be something your association should bring forward. 


The Chair: Thank you for your presentation before | 
the committee. The committee will reconvene tomorrow 
morning at 10 am. I want to thank all of you for attending today. 


The committee adjourned at 1619. 
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The committee met at 1000 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


_ Resuming consideration of Bill 43, the Regulated 
Health Professions Act, 1991, and its companion legisla- 
‘ion, Bills 44-64. 

_ Reprise de 1’étude du projet de loi 43, Loi sur les pro- 
fessions de la santé réglementées et les projets de loi, 44 
164, qui l’accompagnent. 


ONTARIO PHYSIOTHERAPY ASSOCIATION 


The Chair: Good morning. I would like to welcome 
you all here this morning. We are going to begin with a 
oresentation from the Ontario Physiotherapy Association. I 
ask that you leave a few minutes for questions from com- 
nittee members following your presentation. You have 20 
minutes. Would you begin now. 


Ms Brien: Good morning, Madam Chairman, com- 
‘mittee members. My name is Heather Brien. I am president 
‘of the Ontario Physiotherapy Association. Currently I work 
Jas a physiotherapy supervisor in the rehabilitation depart- 
ment of Women’s College Hospital here in Toronto. With 
me are Marel Fielding and Signe Holstein. Marel Fielding 
is past president of the association and the current chairman 
of the association’s RHPA committee. Marel is manager of 
physiotherapy services at University Hospital in London, 
Ontario. Signe Holstein is executive director of the associ- 
ation. Signe has worked as a physical therapist, as an edu- 
cator and as a manager of physiotherapy services for 23 
years. The Ontario Physiotherapy Association represents 
the majority of practising physiotherapists in Ontario and 
is part of the Canadian Physiotherapy Association. 
Physiotherapists, or physical therapists, practise their 
profession in hospitals, nursing homes, homes for the aged, 
schools, industries, the community and in private practice. 
The practice of physiotherapy has evolved over the years in 
tesponse to the advances in medical knowledge and tech- 
nology and to the needs of the population of the province. 
There has been, and continues to be, an increase in de- 
mand for physiotherapy services. The greying of the popu- 
lation, the public’s involvement in sports-related activities 
and fitness, and medical advances such as transplantation 
techniques have all contributed to this demand. 
Physiotherapy is a leading health care discipline in re- 
habilitation services. Physiotherapy is a key to mobility and 
independent lifestyle. Physiotherapy works in partnership 
with a patient to achieve the best results, be it relief of pain, 
moving joints, strengthening muscles, learning to function 
after major surgery or accident, dealing with chest or heart 
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problems and so on. Should complete relief of pain or return 
to normal function not be possible, the goal of treatment 
would involve development of techniques to enable the 
patient to live with the restriction imposed by the disease, 
disorder or dysfunction. As well, physiotherapy interven- 
tion includes teaching a patient how to prevent recurrence. 

Apart from medical doctors and nurses, physiotherapists 
are unique in that they can intervene throughout a patient’s 
life cycle at any stage of the disease process, from critical 
to chronic, and in institution, clinic or home settings. For 
instance, you may come in contact with a physiotherapist 
in a neonatal intensive-care unit working with premature 
infants, in a coronary care unit following bypass surgery or 
in long-term care and palliative care setting. 

Physiotherapists are university-educated and -trained 
and receive their education at one of five universities in 
Ontario: the University of Toronto, the University of Western 
Ontario, Queen’s University, the University of Ottawa and 
McMaster University. The programs are usually four-year 
honours leading to a bachelor of science physical therapy 
degree. Included in the educational program is a component 
of a total of seven months of clinical practice. 

On behalf of the association’s 3,300 members, I would 
like to express our general pleasure with the proposed leg- 
islation. Physiotherapists are pleased by the proposed act’s 
recognition of physiotherapists as primary care givers. We 
are also pleased by the suggested amendment to Bill 62, the 
Physiotherapy Act, that adds the controlled act of tracheo- 
suctioning, a procedure currently performed by physio- 
therapists that was apparently overlooked in drafting the 
legislation. 

The Ontario Physiotherapy Association has three out- 
standing concerns that are extremely important to the practice 
of physiotherapy. All three issues could be resolved with- 
out much difficulty. The issues are, first, protection of both 
our profession’s equally valid professional descriptors, 
“physiotherapist” and “physical therapist”; second, matters 
dealing with the controlled acts of diagnosis, communica- 
tion to a patient the cause of his disease, disorder or dys- 
function; and third, performing procedures below the dermis. 

I will have Marel Fielding address our concerns related 
to title, Signe Holstein will address our position on the 
matter of diagnosis and I will conclude with the proce- 
dures below the dermis. 


Ms Fielding: Members of the public must be able to 
identify different health care providers. This is the corner- 
stone of consumer protection in the proposed legislation 
and in the regulation of the province’s health care profes- 
sionals. It assists patients to make informed choices. The 
Physiotherapy Act proposes to protect the title “physio- 
therapist” but not “physical therapist.” Since both terms 
are uniquely associated with the profession, we believe 
this will be confusing to the public. 
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One of the fundamental processes of the Health Profes- 
sions Legislation Review was to protect the consumer 
from unlicensed, untrained and unethical practitioners who 
would hold themselves out to be something they are not. In 
Ontario and indeed in all of Canada, physiotherapists are 
known equally and interchangeably as physical therapists. 
Most physiotherapists graduate with a degree in physical 
therapy. The terms “physiotherapist” and “physical therapist” 
are protected under our current legislation and are pro- 
tected titles in seven out of nine other provinces. To us and 
to most health care providers, the terms are synonymous. 


Accordingly, we believe it is essential, in order to pro- 
tect the consumer, to prevent confusion and'be consistent 
with current practice, that the terms “physical therapist” 
and “physiotherapist” be protected titles under the new 
legislation. We believe that Bill 62, the Physiotherapy Act, 
should be amended to insert “or physical therapist” wher- 
ever “physiotherapist” occurs. 


Ms Holstein: Equally important to the current and 
continuing practice of physiotherapy is the issue of com- 
munication of a conclusion identifying a disease, disorder 
or dysfunction. This act, which we refer to in shorthand as 
the act of diagnosis, has been replaced under the proposed 
regulated Health Professions Act as a controlled act de- 
fined as, in short, “communicating a conclusion identify- 
ing a disease, disorder or dysfunction as the cause of 
symptoms...in circumstances under which the patient can 
reasonably be expected to rely on the conclusion.” 

Our code of ethics and rules of conduct state that “a 
physical therapist...must give the client or surrogate the 
opportunity to consent or decline treatment” based on “the 
physiotherapist’s objective findings, clinical diagnosis, 
treatment plan....” 

Physical therapy diagnosis is not merely a description 
of symptoms; it is a conclusion relative to a disorder or 
dysfunction. We do not diagnose disease entities, nor do 
we wish to do so. However, physiotherapists regularly 
communicate the conclusions as a result of evaluation 
identifying the cause of the disorder or dysfunction. To 
correct this oversight, the Ontario Physiotherapy Associa- 
tion recommends an amendment to the wording of the 
Physiotherapy Act that would allow physiotherapists or 
physical therapists to communicate a conclusion identify- 
ing a disorder or dysfunction as the cause of symptoms. 
This amendment is consistent with physiotherapists’ pri- 
mary care status under the legislation, with our education 
and with patient expectations. 


Ms Brien: Our last concern relates to a controlled act 
that has not been included for physiotherapists under this 
new legislation, and again, the omission would have sig- 
nificant impact on the practice of physiotherapy. In ques- 
tion is the controlled act of performing a procedure beyond 
the dermis. Physiotherapists do not perform surgery, but 
we do, for instance, perform escharotomy in the manage- 
ment of burn patients. In plain language, we remove dead 
tissue from burn sites to allow new skin to form and tissue 
to heal. Physiotherapists also remove sutures and K-wires 
in some treatment situations. These procedures are an inte- 
gral part of physiotherapy treatment in specialized settings. 


To correct this, the Ontario Physiotherapy Association rec- 
ommends the inclusion in the proposed Physiotherapy Act, 
having limited controlled acts allowing physiotherapists to 
perform certain procedures beyond the dermis. 
Physiotherapy is a vital part of health care delivery in 
this province. The demand for physiotherapy is increasing 
and will continue to increase with the greying of the popu- 
lation. We ask you to help ensure that consumers of physio- 
therapy services benefit from our training and are able to 
make informed choices about treatment by attending to our 
three concerns: (1) protection of our two equally valid titles, 
“physiotherapist” and “physical therapist”; (2) permission 
for us to continue to communicate a conclusion identifying 
a disease or disorder as the cause of symptoms; and (3) 
inclusion in our scope of practice the controlled act of 
performing a procedure beyond the dermis. Thank you for 
your attention. We would now welcome your questions. 
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Mr Beer: Thank you very much for your presentation 
and setting out clearly the concerns that you have. With 
respect to the title “physical therapist,” what arguments 
were you given as to why that should not be protected as 
well? I think you mentioned in your brief that seven proy- 
inces have that. 


Ms Fielding: I think it was an attempt, which we 
agree with to a degree, that the act should be kept as simpl 
and clear as possible. They would really like to protect only 
one title for each profession. For us that is very difficul 
because both the terms are used interchangeably all the 
time. They mean the same thing to us and we think it 
would be very confusing. | 

Mr Beer: In terms of the other people who may use 
that, is that a problem right now? Am I right that it is 
protected now? 


Ms Fielding: Yes, it is protected under the Drugles 
Practitioners Act. 


Mr Beer: If you discover, say, a kinesiologist who is 
using that title, then you can have that person stopped, is 
that correct? 


Ms Fielding: Yes, our board of directors, the curren} 
regulatory body, would send them a cease and desist letter. 


Mr Beer: Does that happen very often in the present 
situation? | 
Ms Fielding: Not so often, but it is happening. They 
are suggesting that they are physiotherapists. | 
Mr Beer: Does that tend to be more from ignorance 
than wilfully doing that? I am calling for a conclusion 
which I should not do. ) 


Ms Fielding: I could not really answer that one. 
Mr Beer: Okay, that is fine. Thank you. 


Mr J. Wilson: I am just wondering, in not allowins 
you the authorized act to perform procedures below th 
dermis, was that an oversight or are you saying it is curren 
practice? Did the review committee consider it and turn i 
down or is it just an oversight, you figure, on its part? 

Ms Holstein: We have discussed that particular issu 
at some length and have particularly discussed the concep 
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of a limited controlled act. There are some concerns about 
the level of that limited controlled act and we did not reach 
/any consensus on that. 


Mr Hope: Just dealing with some of the comments 
‘about jobs you already do, in particular dealing with re- 
‘moval of the stitches, is that not normally performed by 
‘the nursing profession more than— 


Ms Fielding: It could be. I think it is the kind of situa- 
‘tion where the physiotherapist would be working as a 
‘member of a team. It could be a nurse, an occupational 
therapist, a physiotherapist or a physician. . 
Particularly now, when a lot of patients are being sent 
‘home perhaps to a remoter community, the home care peo- 
‘ple might be sending in several different disciplines. It 
‘could be the physiotherapist, and if it is the opportune time 
‘to do it the physiotherapist would do it. It just would depend 
on whichever professional was working with the client that 
day when it was due to come out, and that professional 
would do it. 


Mr Hope: Would you not need a medical analysis of 
‘why something has gone wrong in the surgery itself or why 
the infection has grown? 


Ms Fielding: These are very routine things. Of course 
the client would be sent back to the physician to review it 
if there was an infection or something. But these are rou- 
} tine things, not infections and so forth. 


| Mr Hope: You would not be making a diagnosis of 
‘the— 

Ms Fielding: We would be coming to a conclusion 
and perhaps sending it back. We would be making a diag- 
‘nosis but we would not communicate it. We would send 
the patient back to the physician. 


Mr Jackson: I want to return to your first concern. If 
_ the legislation is passed in its present form, that means we 
| would have no legislation governing physical therapists. 
| This legislation exists in seven other provinces, I under- 
| stand? Is the distinction strong enough between the two? 
| What, in your opinion, would occur for people setting 

I themselves out as a physical therapist without any regula- 
_ tory guidance? 

Ms Fielding: There really is no distinction in our 
minds between the two. What we could see happening is 
| tees perhaps people coming in from the United States who 

are physical therapists in the United States could, I sup- 
“pose practise without being regulated by our college, be- 
_ cause the college would only regulate physiotherapists. 


Mr Jackson: In Ontario, then, there is not the distinc- 
tion in your mind, but in other jurisdictions there is a dis- 
tinction. 


Ms Fielding: There is no distinction. I think it is just a 
_ different terminology. In the US they use “physical therapist.” 
| In various different countries across the world they use 
( “physiotherapist” and “physical therapist” interchangeably. 
|| The British term is “physiotherapist,” the American term is 
|| “physical therapist.” It is scattered. The World Confederation 
for Physical Therapy uses the term “physical therapist.” It 
, is too hard to translate. Some of them translate better one 
|) Way or the other. 
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Mr Jackson: | think I understand that better. Thank you. 


The Chair: Thank you very much for your presentation. 
We appreciate your coming before this committee this 
morning. 


INTERIM REGULATORY COUNCIL 
ON MIDWIFERY 
CONSEIL INTERIMAIRE 
SUR LA REGLEMENTATION 
DE LA PROFESSION DE SAGE-FEMME 


The Chair: I would like to call next the Interim Regu- 
latory Council on Midwifery and ask that you come forward 
and begin your presentation by introducing yourselves to 
the committee. You have 20 minutes for your presentation 
and we would ask that you leave a few minutes, if you 
will, for questions from the committee at the end of your 
presentation. Thank you very much. Please be seated. Your 
time begins now. 


Mme Eberts : Mesdames, messieurs, nous sommes 
heureuses de venir ce matin vous présenter le mémoire du 
Conseil intérimaire sur la réglementation de la profession 
de sage-femme au sujet des projets de loi 43 et 56, qui sont 
si importants pour |’intégration des sages-femmes dans le 
systéme de santé de |’ Ontario. 

Je m’appelle Mary Eberts ; je suis présidente du 
conseil. Je ne travaille pas comme sage-femme, mais 
comme avocate. Ma collégue, Wendy Sutton, est une des 
représentantes des consommatrices au conseil et fait aussi 
partie de son comité de direction. 

The Interim Regulatory Council on Midwifery was 
created by order in council under the Ministry of Health 
Act in May 1989 to act as an advisory committee to the 
Minister of Health on such matters as the development of 
standards of practice and the establishment of criteria for 
certification of midwives in Ontario. The order in council 
sets December 31, 1991, as the sunset date for the IRCM. 
We hope that this timing will mesh closely with the procla- 
mation of the Midwifery Act and establishment under that 
act of a transitional council for the statutory College of 
Midwives. 

There are 13 order-in-council members of the IRCM, 
drawn from health care and other professions and from 
consumers. None of the order-in-council members are 
practising midwives. 

Since its outset, the IRCM has had a liaison committee 
appointed by the Association of Ontario Midwives. It con- 
sists of nine people, and the 13 order-in-council members 
and the nine midwife members of the liaison committee 
have worked closely over the past two years. We believe 
that our experience in working together, both midwives 
and non-midwives, should bestow great confidence on 
those who think that greater public involvement in profes- 
sional governments will have negative consequences. The 
midwives, to whom the initial stages of their profession 
are so important, have worked very helpfully and very 
well with us in this unusual arrangement. To them goes 
great credit, and I believe that the experiment we have 
been involved in shows the wisdom of the Regulated 
Health Professions Act in including more consumer and 
non-professional representation on the governing councils. 
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Although there are consumers among the order-in-council 
appointees of IRCM, the council has also established a 
structure to facilitate regular contact between the IRCM 
and the Midwifery Task Force of Ontario, a major con- 
sumer group. Their participation as observers and in regu- 
lar meetings with us have greatly strengthened our work at 
the council. 
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At its inception, the IRCM set up four standing com- 
mittees. The standards and qualifications committee has 
developed a number of standards and guidelines, which 
have been discussed and approved by the council as a 
whole. These include: a statement of philosophy of mid- 
wifery care in Ontario; core competencies; a code of ethics; 
indications for mandatory consultation and transfer of care; 
laboratory testing and diagnostic imaging; and a statement 
on home birth. Toutes ces déclarations de politiques et de 
philosophie sont disponibles en frangais et en anglais. 
Vous les trouverez dans le petit livre de documents qui 
accompagne notre mémoire. 

Le comité sur la législation et sur 1’éducation du public 
a publié deux rédactions de la Gazette et un bulletin bilin- 
gue qui est largement distribué dans la province. It has met 
with the professional associations and governing councils of 
the other health care professions and established working 
relations with them, has participated as a member of Inter- 
health and engaged in various public education activities 
throughout the province in both English and French, includ- 
ing video programs which are available across the country. 

The bylaws committee has drafted a working paper for 
the operation of the IRCM and is responsible for drafting 
the bylaw structure for the proposed College of Midwives. 

The equity committee is, we believe, something of an 
innovation in professional governance, and something of 
which we are very proud. The IRCM and liaison commit- 
tee wished from the outset to ensure that the profession 
and its governing body are responsive to different groups 
who are interested in midwifery as a profession or as a 
service. The equity committee was created to help us 
achieve this aim. It has undertaken extensive consultation 
and visits: in St Jacob’s in southwestern Ontario, to learn 
firsthand how a rural area with a large Mennonite popula- 
tion has developed family-based midwifery care; with na- 
tive communities in northwestern Ontario, to discuss their 
traditional practices and explore with them the impact of 
regulation, and with various groups in eastern Ontario. The 
committee is currently directing its attention to different 
cultural groups within the urban core of southern Ontario. 
These consultations, and the committee’s other research, 
have broadened and enriched the perspective of the council 
in important ways. 

You will also find in the brief of documents our brief to 
the Public Hospitals Act committee, with respect to which 
my colleague will have further comments. 

In addition to its own committee work, the IRCM has 
worked closely with the curriculum design committee and 
the midwifery integration project planning committee set 
up by the Ministry of Health. We have endorsed the sub- 
missions of the CDC to government, a summary of which 
is in our brief of documents, and the work to date of the 


MIPP, in connection with which our work on core compe- 
tencies was done. We look forward to reviewing the final 
report of the MIPP at our August meeting. 

Parenthetically, I might add that among the recommen- 
dations of the CDC, which we endorsed, was the proposal | 
that midwives qualify in Ontario by pursuing a baccalaureate 
program at the university level. We also endorse the recom- 
mendation of both the Task Force on the Implementation of | 
Midwifery in Ontario in 1987 and the MIPP that there be a) 
pre-registration program to facilitate the integration of current | 
practical midwives into the profession. | 

The IRCM meetings are held in public on a regular | 
basis. In our first year, we had 10 meetings. This year, with| 
an increased workload in the committees and the same) 
budget, we had to cut back to eight meetings. A schedule} 
of meetings is published in advance, and upon prior notice, 
the IRCM will provide French-language translation services 
to members of the public who request them. 

In our use of French, the IRCM reflects its commitment) 
to the spirit as well as the letter of the French Language) 
Services Act. This commitment is an important part of) 
reflecting the diversity of Ontario. 

Par conséquent, nous traduisons non seulement les dé- 
clarations de politiques et de philosophie ainsi que la Ga- 
zette, mais aussi les procés-verbaux des réunions 
publiques du conseil et des mémoires comme le présent. 
La vice-présidente et l’une des membres du conseil sont 
francophones, et la présidente, comme vous pouvez le 
voir, ne fait que des efforts. 

Native midwifery has been an important concern of the 
IRCM since its inception. The equity committee has given 
priority to establishing liaison with native groups in north- 
western Ontario, and its activities have included consulta- 
tions in several native communities. We are therefore very 
pleased that native organizations have stressed the impor- 
tance to them of having community control of midwifery 
and input into its governance and have begun to meet with) 
ministry officials on these issues. We support this consulta-| 
tive process and believe it should lead to a great accommo- 
dation of the distinct traditional values and practices of the}. 
native community. 

The Interim Regulatory Council on Midwifery has re-| 
viewed both the Midwifery Act and the Regulated Health 
Professions Act, and we support the legislation and its 
focus on public protection, public representation and con- 
sumer choice. We are pleased too that the protected title in 
the legislation is “midwife.” In our experience, consumers 
refer to their midwife as a midwife, not as their registered 
midwife. The generic title will also prevent the unfortunate 
growth of two professions, one called registered midwife 
which operates within a statutory framework and one 
called midwife which operates outside it, a bifurcated pro- 
fession, which has unfortunately been the result of legisla- 
tion in several American states. 

Successive provincial governments have clearly sup- 
ported the introduction of legislation after having widely; 
consulted both consumers and health professionals across 
the province. We believe that Ontario has some catching up 
to do, as Canada is one of the few World Health Organiza- 
tion countries and one of the few industrialized countries 
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‘in the world that does not recognize midwifery, but are 
‘pleased that Ontario is taking the lead in this. We believe 
‘that the integration of midwifery into the Ontario health care 
‘system reflects current trends towards community-based care 
-and consumer choice of care giver and reflects the increased 
‘desire of women and families to experience pregnancy and 
‘birth as normal, healthy physiological processes. 

Let me turn to my colleague now for some comments 
on the amendment. 


Ms Sutton: The Interim Regulatory Council on Mid- 
wifery supports government motions respecting amendments 
‘to the Midwifery Act, specifically section 4, paragraphs 5, 
6 and 7, regarding heel pricks on newborns, catheterization 
and prescribing. | 
__In addition, the IRCM requests that the committee rec- 
ommend amendments in order to allow midwives the right 
‘to start intravenous therapy and perform venipuncture. We 
understand the provisions in the act respecting emergen- 
cies would permit midwives to start intravenous therapy in 
‘the event of an emergency. However, in order for mid- 
wives to achieve a certain level of skill and maintain this 
skill level, it will be necessary for them to start intravenous 
(on a regular basis, for example, in in-hospital augmenta- 
tion of slow labour by means of intravenous. 
We recommend that midwives be permitted to perform 
venipuncture because this addition will enhance the conve- 
‘nience of consumers and their access to continuous mid- 
wifery care, particularly in isolated areas. The ability to do 
venipuncture is particularly useful in the home birth situa- 
‘tion for Rh testing and reassurance with regard to 
‘haemoglobin levels during post-natal testing. We are aware 
‘that in large urban centres a home birth mother who is 
registered with the home care program could request a 
laboratory technician to come in and do the venipuncture 
tests. However, this is not in keeping with the fundamental 
premise of continuity of care with which midwifery has 
been envisioned in Ontario, nor is it likely to be available 
| for mothers outside of large urban centres. 
With respect to the future of midwifery, since its in- 
ception the IRCM has been aware of the importance of the 
development of interprofessional relationships. This is es- 
‘pecially true given that midwifery is new to the regulated 
environment. The distribution of controlled acts among the 
various health care professions will require all of the pro- 
‘fessions to develop co-operative, collegial relationships 
‘that are based on good faith and developed protocols. 
Through our legislation and public education committee, 
we have undertaken a course of meetings with the different 
‘health profession associations and governing councils. We 
‘have used our contacts to initiate consultations with the 
| professions as we develop standards and protocols for 
“midwifery. We intend to continue the development of these 
contacts in order to ensure the smooth integration of mid- 
-wifery into the Ontario health care system. 
We have also consulted with midwives and midwifery 
educators from a number of other countries on the issue of 
interprofessional relationships. These broader consulta- 
“tions inform our view that mutual respect is the hallmark 
and precondition for the success of the system of con- 
trolled acts. As the new and expanded health professions 





| 
. 
| 
| 


embrace their responsibilities and rights under the Regu- 
lated Health Professions Act, the benefit to the consumer 
and the system will become obvious. 
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We understand that midwives will work with doctors, 
registered nurses, registered nursing assistants, laboratory 
technicians, X-ray technicians, psychologists and other 
professionals. Depending on the practice sites, midwives 
will be involved in the management of facilities with these 
professions. We will be proposing to the new College of 
Midwives that regular consultation with these professionals 
be incorporated into its agenda on both formal and informal 
levels. While we recognize that for some of these professions 
the entry of a new primary care giver will require adjustment 
of traditional expectations and familiar working structures, 
we are confident that the midwife will soon become a 
valued member of the health care team all over Ontario, as 
she is already in some communities and settings. 

Preliminary work has been done through the office of the 
midwifery implementation co-ordinator to describe practice 
sites. It is contemplated that midwives will practise in hospi- 
tals, hospital birth centres, independent birth centres, commu- 
nity health clinics, CHOs, HSOs, and domiciliary settings. 
We await direction from the ministry on the types of fund- 
ing which will be available for midwives in these settings. 

The IRCM ad hoc committee on the Public Hospitals 
Act has recommended to the Public Hospitals Act review 
steering committee that the act be amended to allow mid- 
wives to admit and discharge clients from the hospital. We 
believe that the original government intention behind the 
introduction of midwifery was to include midwifery prac- 
tice in the hospital setting. Consequently, this amendment 
will be required coincidentally with the creation of the 
College of Midwives. 

In conclusion, we are pleased to see the support for 
legislative recognition of midwifery and believe that the 
functions of self-regulation can be well carried out within 
the framework created by the bills you are reviewing, 
amended as we have discussed today. 

In closing, however, we wish to urge the government 
and the Legislature as a whole not to assume that the es- 
tablishment of midwifery as a regulated profession will be 
complete once these bills have become law. We still need 
the establishment of both the pre-registration and permanent 
education programs, the amendment of the Public Hospitals 
Act and the small amendments to various other statutes, 
development of a funding mechanism for midwifery service, 
and commitment to support institutional development or 
change that will see to the permanent establishment of the 
college and ease the integration of midwives into the 
health care system. We look forward to working with you 
on the completion of this important agenda. 


Mr Beer: Thank you for your submission and also the 
material you have adjoined to it. 

I sense from your presentation that obviously you have 
a couple of specific points you would like the committee 
to address in terms of possible amendments, but that on 
balance things have moved along, the council is going to 
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be established and there will be a real nicebansant to direct 
midwifery in the future. 

I wondered if you might just talk a bit about the educa- 
tion. You have mentioned things that you hope will hap- 
pen, but how do you see the education of midwives 
evolving? What point are you at with the interim council 
or has there been able to be much work done on establish- 
ing a program and trying to find a place or places where it 
would be provided? I think you mentioned the university 
setting, but I just wondered where that was at. 


_Ms Eberts: There really are two aspects to this issue, 
and one is the pre-registration program for currently prac- 
tising midwives. We have been working quite closely with 
the midwifery integration planning project, which is a con- 
sultative group set up and operated out of the Michener 
Institute to canvass opinion in the community and among 
the professions on how best to do that integration project. 
We have, through that collaborative work with them, de- 
veloped our list of core competencies which we believe to 
be the foundation of both the pre-registration program and 
the baccalaureate program in midwifery. 

You will find the core competencies in our book of docu- 
ments which we gave you. We have one final discussion of 
the MIPP report to have at our next council meeting, which is 
this month. I expect that we will sign off on it then and it 
will go on to form the basis for the pre-registration program. 

We essentially have no responsibility for running that 
program, but we have been very deeply involved in consulta- 
tions with them because it is ultimately the transition college, 
which is our successor, which has to register all of the mid- 
wives who come out of that program. So rather than have 
them go through it and find that the college will not approve 
it at the end, we have been involved in the planning. 


Mr Beer: Those who are part of the midwifery associ- 
ation or who are currently practising as midwives, would 
their background stem from another jurisdiction—Europe, 
Britain, the United States, or— 


Ms Eberts: There is a variety of backgrounds. Some 
are trained at the university level from other jurisdictions. 
Some are trained through the regular program of training, 
whether it is university or not, in other jurisdictions. Some 
are apprentice-trained here or in other jurisdictions. The 
purpose is to require that all the midwives who are cur- 
rently practising be evaluated according to a common core 
of capabilities. To the extent that any of them need upgrad- 
ing, that will be done within the context of this program, 
so that all who finish the program will have reached the 
same level of competency as we will be requiring for the 
baccalaureate program. 

The baccalaureate program, we hope, will be estab- 
lished on a collaborative basis. Certainly that is what the 
IRCM has been recommending: that the program take ac- 
count of the geographical and social diversity of Ontario 
and be available on a very decentralized basis. Given the 
small size of the profession, we expect that more than one 
institution may have to be involved in delivering those 
programs. We have stressed that the baccalaureate is im- 
portant because a new profession will have to be very 
capable and very confident in order to find a place in the 


health care system, but that there be a very flexible ap- 
proach to delivering that program, to recognize the cultural 
diversity of Ontario and to recognize as well that many 
people who will be interested in it will be people with 
established contacts in communities that they will wish to 
return to serve. 


The Chair: A question, Mr Hope. One minute. 


Mr Hope: Yes, just a brief one. A number of concerns 
have been brought up by the nursing profession dealing 
with midwifery in rural Ontario, and I would just like to 
know for myself, and maybe for the other members of the 
committee, the difference between what you do and what 
the nurses do in the delivery of a child. 

Mr Jackson: In under a minute. 


Ms Eberts: In under a minute, midwives accept ulti-| 
mate responsibility in a normal delivery. Nurses work} 
under the supervision of a doctor. Some of the comfort that} 
is given, some of the acts that are given, may be the same 
in some circumstances. It is envisioned that the midwife 
will be the primary care giver, the ultimate accepter of 
responsibility for saying what will be done with respect to 
treatment during the pregnancy, during the labour and dur- | 
ing the delivery. That is an essential difference between 
midwifery and nursing. That is how midwives operate in| 
other jurisdictions. 


The Chair: Thank you very much, and thank you for 
your presentation. 
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TORONTO BIRTH CENTRE 


The Chair: I would like to call now Toronto Birth) 
Centre. You have 20 minutes for your presentation. Welcome| 
to the standing committee on social development. I would} 
ask that you begin your presentation now and if you could 
leave a few minutes for discussion and questions with the 
committee members at the end of your presentation. 


Ms Sutton: I hope you will view my change of seats 
as a symbolic change of hats. I think it is worth pointing) 





- out that one of the strengths of the reproductive care) 


movement in Ontario is the active community involvement) 
of many of us. So I think this bodes well and is a strength) 
of both the IRCM and the Toronto Birth Centre. : 

My name is Wendy Sutton. I am a consumer member 
and the president of the Toronto Birth Centre. I would like 
to introduce you to the other members of the TBC who are 
with me today: Marianne Cheetham is vice-president of 
the TBC, a primary care nurse with the South Riverdale 
Community Health Centre, and a non-practising midwife; 
Robin Kilpatrick is a practising midwife and a board mem-, 
ber of the Association of Ontario Midwives. We bring regrets) 
today from Howard Krieger, who is uncharacteristically 
under the weather and unable to attend. 

We are all members of the board of directors of the) 
Toronto Birth Centre, and we would like to thank this, 
committee for the opportunity to address it. | 

By way of background, the Toronto Birth Centre is an) 
incorporated non-profit organization comprised of a group) 
of parents, professionals and interested individuals whose 
goal is to establish a freestanding birth centre in Toronto.| 





| 





“We believe that women and their families deserve the 
choice of experience in childbirth in a setting where birth 
is encouraged to be a normal and healthy event. We be- 
| lieve that informed decision-making and a choice of care 
givers are essential rights of clients and that respect for 
each individual, self-determination and empowerment 
must be ensured. 
| We are committed to a model in which clients in the 
community are involved in all aspects of the management 
of the centre and we are committed to the pursuit of three 
main goals. Our goal of service will ensure the provision 
of a safe, satisfying and individualized birthing experience 
for women and their families. Our goal of advocacy will 
promote and support awareness of a healthy birthing alter- 
native for both the public and the centre’s clientele. Our 
goal of education will provide information and education 
in both formal and informal settings for the public, clients 
and birth-related professionals, supported by the develop- 
ment of a community birthing resource centre. 
On behalf of the board and members of the Toronto 
Birth Centre we are here today to express our support for 
‘the Regulated Health Professions Act. The TBC was 
formed in 1979. Over those 12 years, we too have experi- 
enced “many turns, bumps and delays,” to which the min- 
ister referred with respect to the RHPA before this 
committee on August 6. We applaud those who have 
worked so long and hard on this legislation. 
In broad terms, we support the improved opportunities, 

increased roles and recognition that this legislation offers 
‘to women within the Ontario health care system. We sup- 
port the goal of improved public accountability of profes- 
‘sions through increased public representation on councils 
and discipline panels and through open hearings. We sup- 
port the intention to improve public protection through 
implementation of a program of quality assurance and we 
support the broadened choice of care givers that this legis- 
lation proposes as demonstrated by the inclusion of Bill 56, 
the Midwifery Act. It is this portion of the legislation we wish 
to address in more detail today. 

Since its inception, the Toronto Birth Centre has enjoyed 
the involvement and support of many midwives. Currently 
four members of our board are midwives and our board of 
advisers and general membership boast another dozen in- 
dividuals who are also midwives. We have a philosophy 
which is compatible with that of midwifery in honouring 
continuity of care, informed choice, client decision-making 
_and the appropriate use of technology. 

As we approach the day in which we will see the first 
regulated midwives practising in Ontario in over 100 
years, we recognize that birth centres and midwifery care 
go hand in hand. We are aware that the midwifery scope of 
“practice will include a variety of settings for birth, with 
parents making informed choices according to their needs. 
Research shows that birth centres are the choice of many 
parents. Birth centres will also provide ideal locations for 
midwives in training and could provide efficient mecha- 
nisms for funding midwifery care within the community. 

' The availability of registered midwives as primary care 
givers in the development of a truly altemative birth setting 
will do much to enhance the quality of childbirth care for 
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women in Ontario. It is clear to us that the legal recognition 
of midwifery and the establishment of freestanding birth 
centres will benefit from co-ordinated implementation. 

One of the greatest challenges emanating from the pas- 
sage of this legislation will be the way in which professionals 
adjust to new working relationships. As this applies to re- 
productive care, we see the need for much dialogue and 
thought regarding the relationships of physicians, midwives 
and nurses. The Toronto Birth Centre has always been 
committed to the involvement of the disciplines of medicine, 
nursing and midwifery in its operation. As birth centres are 
developed, we will have the opportunity to develop a unique 
multidisciplinary model of alternative birthing care that 
would demonstrate teamwork and reflect consumer choice. 

With respect to specific amendments, we would en- 
courage support of the minister’s proposed amendments to 
Bill 56, the Midwifery Act, paragraphs 4.5, 4.6 and 4.7, 
concerning maternal urinary catheterization, prescribing 
from a limited list of drugs and the taking of blood sam- 
ples from newborns. We also endorse the amendments put 
forward by the Interim Regulatory Council on Midwifery 
with respect to venipuncture and intravenous therapy. All 
of these amendments are congruent with the scope of practice 
of midwifery and enhance client safety by providing continu- 
ity of care. 

We are pleased to see the interest expressed by govern- 
ment in native midwifery. In keeping with our goal of 
providing educational opportunities, we have offered our 
assistance to groups considering the birth centre as one 
means of implementing midwifery care in their communities. 

The TBC has reviewed the preliminary report of the 
task force on sexual abuse and has indicated support for its 
recommendations. We look forward to its submission here 
on August 28 and to the incorporation of its recommenda- 
tions into the legislation. 

We view the RHPA as the catalyst to opening doors to 
a full range of consumer choice in many areas of health, and 
in particular in the provision of birthing alternatives. Toronto 
Birth Centre looks forward to contributing to and being ac- 
tively involved in that process. We welcome your questions. 


Mr Jackson: I am trying to get a clearer sense of the 
previous deputant, who came to advance the general level 
of training and access—not necessarily access, but the 
general level of training and regulation for midwifery in 
Ontario. Yours deals as well with the issue of access and 
the environment in which midwifery can occur. In the ab- 
sence of any changes to the Public Hospitals Act, what is 
the likelihood of the development of birthing centres, ei- 
ther associated with hospitals or freestanding? Are they 
existing now outside of a hospital setting? I did not think 
they were. And what is your level of access to those birth- 
ing centres that are associated with hospitals? We are not 
giving you the amendments to the Public Hospitals Act. 
What does that mean to the current practice? The first brief 
talked at length about how far we are not going as well, so 
now that I have an opportunity to ask some questions I 
would like to explore this area. 


Ms Sutton: It is a complicated question. It has great 
historical roots to it as well. At present there are no existing 
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freestanding birth centres and there is clearly a philosophi- 
cal difference between a freestanding birth centre and 
those that might function within a hospital. 

Up until the last year, the last government had indi- 
cated it was going to go ahead with seeing the setting up of 
birth centres or expressing a proposal call for birth centres 
under the Independent Health Facilities Act. We are still 
awaiting some decision on the direction of that. Clearly 
there is some evidence that we see ourselves fitting more 
comfortably in more of a community health centre setting. 
Philosophically that is a little bit more comfortable. 

I think from the standpoint of the incorporation of mid- 
wifery as a community-based profession as well, there is a 
comfort level too that is worth considering, but at the mo- 
ment there are no existing birth centres in Ontario. We are 
certainly, after this length of time, anxious to see that happen. 


Mr Jackson: As someone who sat on the independent 
health facilities public hearings and participated in the 
amendments and your presentations in that context, I was 
aware of the direction and the philosophy that you are pursu- 
ing. I am anxious to understand, though, why that legisla- 
tion will not allow you or does allow you to proceed, 
whereas we are still hearing the call for the amendments to 
the Public Hospitals Act. Can you go into a birthing room 
as opposed to a pre-delivery room in a hospital? Do you 
have access to that or is that a mutual consent? I would 
like to get a clearer picture of what midwifery’s operating 
procedures or impediments are currently in Ontario hospitals. 

I am asking a second question here in the area of how 
you interface with the hospital birthing rooms, which are 
now growing in number in this province, and a lot of 
hospitals are expanding them. They are in my community, 
which we support. But I would like to know when a couple 
has decided to use midwifery services and wishes to have 
them participate in a birthing room, as distinct from an 
operating room or pre-delivery room environment. I do not 
understand what the relationship is there and I would like 
you to clarify that for me. 


Ms Sutton: Let me first clarify that Toronto Birth 
Centre is based on the development of the facility outside the 
hospital setting and represents an interdisciplinary model. 


Mr Jackson: I understand that. 


Ms Sutton: From the standpoint, though, of mid- 
wifery—Robin, you might want to comment on that. 

Ms Kilpatrick: Your question is, if this legislation 
went through and we did not have a Public Hospitals Act 
amendment, because right now—I answered this question 
last week about how midwives are currently working, and 
that is essentially as support people and advocates at this 
point, going into the hospital without any recognized role 
within the hospital. It is hard to imagine this legislation 
without those amendments and say how a midwife would 
then work in the hospital setting. If a midwife is acting as a 
primary care giver, you would envision that then she would 
continue providing primary care within the hospital set- 
ting, if we had those amendments, that the midwife would 
go in and provide care to her client within the hospital. 
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Mr Jackson: Just one quick final question. To make it 


make it really clear in my mind, without the amendments, | 


is it now possible for a hospital to deny you access to the 
birthing room? That is the straight answer I am looking for. 

Ms Kilpatrick: I would say yes. 

Mr Jackson: Yes. And that practice can continue in the 
absence of any amendments. That is your understanding. 
That is what I was trying to get at. 

Ms Kilpatrick: I would believe so. 

Ms Cheetham: It is bad PR, but they can do it. 

Mr Owens: In terms of the access and cultural sensitiv- 
ity issues, I am wondering if you have any recommenda- 
tions that you could make to the committee on how we can, 
in drafting the regulations, ensure that cultural sensitivity 
is an issue, whether it is in the native Canadian communi- 


ties or downtown in other communities, so that people feel | 


comfortable with the experience, as is the intent of the 
legislation. With the excellent work that your group does, I 
am wondering if you have any recommendations that you 
could make to this committee in terms of directions or— 


Ms Sutton: I think you have to understand that at the 
Toronto Birth Centre it is our intention to have every pos- 
sible access to our facility available to any group, on cul- 
tural levels or whatever. That is very much a part of the 
philosophy of the Toronto Birth Centre. 

With specific respect to native midwifery, I think is 
worth pointing out that although the cultural concerns, the 
specifics of a setting, say, of native groups compared to 
something like a Toronto Birth Centre group might vary 
considerably in their structure, there is no question that the 
concern for the conducting of childbirth with the surrounding 


choices that the Toronto Birth Centre and other birth cen- | 


tres want to make available to their clientele is common. 


The issues of choice in childbirth are common to groups | 


like Native Midwifery and native groups in northern com- 
munities, ourselves and other groups across the province, 
so that we share the way in which childbirth is conducted 














as a concern, although our specific situations may differ | 


from locale to locale. In that sense, we are unified in terms 


of having an access to everyone who wants this kind of | 


choice in childbirth. 

Mr Owens: Just as a supplementary, to the parliamen- 
tary assistant, I am wondering if there is any work going 
on at this point with respect to amendments to the Public 
Hospitals Act so that we get the tandem legislation so that 
these folks will not be in a position to be denied— 

Mr Wessenger: I will have ministry staff answer that. 


Ms Bohnen: There is an ongoing Public Hospitals Act 
review that I believe was established under the previous 


government, that has been continuing in consultation with | 
representatives of the professions, including midwives. I | 
do not know what the timetable of that committee is, but | 
the desired outcome of its work is recommendations for | 


amendments to the Public Hospitals Act. 


Mr Owens: Some time within the term of this govern- 
ment, I presume? 


Ms Bohnen: I cannot answer a question like that. 





| 
| 
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Mr Grandmaitre: As a follow-up, my question is 


‘now directed to the panel. Would you say that without the 


proper amendments Bill 43 has very little meaning? 
Ms Sutton: Which amendments do you refer to? 


Mr Grandmaitre: I am talking about the amend- 
ments to the Public Hospitals Act. Without those amend- 


“ments, would you say that you have limited powers, and it 
“means very little? 


Ms Kilpatrick: That is one way of describing it, that 
it would definitely limit and interrupt what we have de- 


scribed as the continuity-of-care model that midwifery is 
‘based upon, that it would definitely impede the provision 
of continuity of care not to be able to provide care for 
clients who choose to have their babies in their hospital but 
also wish to have a midwife in attendance. 


Mr Grandmaitre: So Bill 43 is step one in a number 


of steps. 


The Chair: Thank you very much, and thank you for 
your presentation. 


REGISTERED NURSES’ ASSOCIATION 
OF ONTARIO 


The Chair: I would like to call next the Registered 


Nurses’ Association of Ontario. We ask that you begin 
your presentation by introducing yourselves. You have 20 
“minutes, and we would ask you to leave a few minutes at 
the end for some questions from committee members. 


Ms David: My name is Sheila David. I am a registered 


‘nurse and I am the president of the Registered Nurses’ 


Association of Ontario. With me are Emily Phillips, also a 
registered nurse and the president-elect of RNAO, and EI- 
-eanor Ross, a registered nurse, a past-president of RNAO 


and a member of the RNAO’s RHPA committee. 
This morning your handout is our submission as well as 


‘the latest copy of our publication, and in that publication 


‘there is an article on nursing specialty relating to neonatal 
| nurse practitioners. 


The Registered Nurses’ Association of Ontario, RNAO, 


‘welcomes this opportunity to respond to the Minister of 
‘Health’s request for consultation on the Regulated Health 


Professions Act, RHPA. RNAO has consulted at length 


with the government and other organizations over the past 


nine years. In fact, there have been 10 submissions. In our 
view, the vision of this legislation has been to increase the 
_public’s knowledge of and access to health services and to 
foster parity among the professions. This will forward gov- 
-ernment policy and address the economic realities of the 
‘health care system. 


Our positions on RHPA reflect RNAO’s mandate. As a 


voluntary professional association for registered nurses, 


RNAO’s goal is to lead the profession of nursing into full 


_partnership in providing and shaping health care in On- 
‘tario. The focus of our activities is on influencing health 


through health policy, positioning the nurse in the work- 
place and building partnerships with other health care pro- 
viders, the government and the public. We provide a forum 


‘for nurses at all levels and in all areas of the health care 


System. Our diverse membership requires that RNAO 
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achieve consensus and balance in defining our positions 
and policies. 

RNAO believes that the principles of public protection 
and provider equality make RHPA a cornerstone of health 
legislation in Ontario. This legislation will affect existing 
and proposed legislation, as well as institutional and com- 
munity structures. It is imperative that RHPA not only re- 
flect current practice, but also provide for the evolution of 
health services and provider roles. 

RNAO supports this legislation and commends the 
consultative process undertaken to bring RHPA into law 
and practice. However, having reviewed the legislation, 
RNAO believes that several proposals are not congruent 
with its overall intent. Indeed, they may well hamper the 
achievement of its full potential. These proposals may 
arise from historical behaviours and relationships which, 
while still having considerable influence, are no longer 
appropriate, particularly for the future during which this 
legislation will be effective. 

The three major proposals that concern RNAO are 
those dealing with: first, communicating a conclusion; sec- 
ond, “on the order of’; and third, use of the title “nurse.” 
These will be highlighted in today’s presentation. RNAO 
also recommends additional changes to the omnibus sec- 
tion, the Nursing Act, 1991, which are included in our 
written submission which you have received today. We 
would be pleased to discuss our recommendations today as 
well as in the future. 
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“Communicating to the individual or his or her personal 
representative a conclusion identifying a disease, disorder 
or dysfunction.” This proposal is the first that RNAO finds 
incongruent with the intent of the legislation. It does not 
reflect parity of the professions within their respective scopes 
of practice. The intent of the legislation is that the public 
have access to sufficient, accurate information in a timely 
manner to enable them to choose practitioners, settings and 
interventions. It would seem logical that practitioners in 
the context of their scope of practice can communicate the 
findings of an assessment or a dysfunction to a client. 

Although much effort has gone into developing this 
wording, it still reflects an attempt to limit diagnosis to five 
professions—chiropractors, dentists, physicians, optometrists 
and psychologists—even though a number of other profes- 
sions also make diagnosis appropriate to their own scopes 
of practice. For instance, nurses make nursing diagnoses 
which are not to be confused with medical diagnoses. Al- 
though a significant body of literature and research con- 
firms the existence of the value of nursing diagnoses—and 
we have included that in our submission—this proposal as 
it now stands denies the nursing profession the right to 
include nursing diagnosis as a controlled act. 

Other professions also communicate a conclusion 
about dysfunction based on knowledge and their scope of 
practice. For example, we heard this morning from the 
physiotherapists. 

RNAO recommends, then, that the acts recognize diag- 
nosis or communicating a dysfunction as a controlled act 
for each profession within its scope of practice. 
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Under the Nursing Act, 1991, “on the order of a quali- 
fied person”: This is another proposal which RNAO finds 
incongruent with the intent of the legislation and which 
has real potential to hamper the delivery of appropriate and 
timely health care. Even today, orders are written by a 
variety of health professions. Orders are directions regarding 
care and treatment of a patient. They are not directions to a 
health care provider. Scopes of practice determine which 
profession will carry out which aspect of patient care. 

Currently the standards of nursing practice indicate 
when written orders must be on record for nurses. There- 
fore, this wording is unnecessary. Also, this wording per- 
petuates the perception that one profession is subordinate 
to and takes orders from another. 

In addition, it is essential that this legislation allow for the 
continuing evolution of practice. This wording may well in- 
hibit the evolution and adaptation of practice to new circum- 
stances which will certainly arise during the life of this 
legislation. That is reflected in that article you received today. 

RNAO therefore recommends that “on the order of a 
qualified person” be deleted. 

On the issue of the use of the title “nurse”: The third 
example of incongruence concerns the use of the title 
“nurse.” The major aim of this act is public protection, 
involvement and choice. Clarity of title is fundamental to 
public understanding of who is who and who does what. 
All practitioners regulated under this act are registered. 
Therefore, “nurse” is a unique designation. It should be 
limited to the registered nurse and not extended to the 
nursing assistant. Sharing the adjective “nursing” with reg- 
istered nursing assistants is appropriate, as this form makes 
it clear that RNAs work with nurses, both independently 
and interdependently, but are not nurses. 

Nurses work in diverse settings and are situationally 
responsive to their client needs. Practice may be in a hos- 
pital, the clients’ home or workplace. Nursing offers a 
wide range of care from health promotion to intensive or 
palliative care in urban, rural and isolated settings. De- 
pending on the setting, the availability of other providers 
and clients’ needs, registered nurses function within their 
knowledge and their scope of practice. 

It is imperative that the public and other providers 
know who is a registered nurse. It is confusing for the 
public and other providers to allow four other categories of 
“nurse” in the act. Level of knowledge and accountability 
must be clearly indicated by title. 

RNAO therefore recommends that the use of the title 
“nurse” be limited to registered nurses so that the public 
and other health practitioners are absolutely clear about 
who is a legally qualified nurse. 

The Regulated Health Professions Act is important leg- 
islation which enshrines public protection and provider ac- 
countability. RNAO supports these intentions and looks 
forward to working with the public, the government and 
other providers to ensure that current and future health 
care practice is accurately reflected in the act. 

Thank you for your attention to this presentation. We 
would be pleased to discuss our three priority issues as 
well as quality assurance and managing labour. 


Mr J. Wilson: Thank you for your presentation. I tend 
to be very sympathetic to your suggestion that we delete 
“on the order of a qualified person.” It seems to me when 
you put it in layman’s terms it comes across as a bit of an 
insult and could very well restrict the independence of nurses 
even further than certainly this act was intended to do. 

I want to ask the parliamentary assistant about the 
ministry’s thinking behind the phrase “on the order of a 
qualified person,” given the testimony we have heard 
where standing orders and protocols are often in place and 
the terms of practice as established by the nursing profession 
itself cover the situations where orders are required. 


Mr Wessenger: I will let ministry staff reply to that. 
Ms Bohnen: The review believed that within the 


health care system, for hazardous activities, there had to be | 
clear authority for the provision of the service to the pa- | 


tient. That health professional who determined what treat- 
ment should be provided, where that treatment involved 


hazardous activities, had to be someone who was fully | 


qualified to make the treatment decision, someone who 
could be accountable, and there should be one person re- 


sponsible for the patient’s care so in fact orders for patient 


care do exist. If you accept that then the issue becomes, 


where does the legal system mandate such orders, the re- 


view believed it should be written into the legislation 
which says that in this case nurses may perform these 
hazardous activities, but only where there is an order. 


I think we have heard from the nursing groups—at | 


least from RNAO this morning—saying it is unnecessary 
to incorporate that in the act because nursing standards of 


practice provide sufficient guidance to nurses as to when | 


an order is necessary. That simply was not the review’s 


opinion. The review felt it was a matter of sufficient im- 
portance to incorporate into the statute rather than leave it | 
to nursing standards of practice, which to date have not | 


even been incorporated in regulations. 


Mr J. Wilson: We also heard from a nurse who was | 
employed at a Toronto hospital indicating that in many | 
wards there are not any standing orders. We have also | 
heard stories about the retroactivity of orders and the day- | 


to-day conduct of affairs on hospital wards. 


Ms Bohnen: That is their view. I think later on today 
you are hearing from the Ontario Hospital Association. | 
You may want to ask them from the hospital administra- | 


tion perspective how they view this issue. 


Mr Cordiano: I am interested in asking you about the 
recommendation with respect to the use of the title “doctor.” 


What you are suggesting here is that prepared nurses—I 
am assuming nurses who hold the PhD degree, is that | 


correct? 
Ms David: There are some nurses in the province, yes. 
Mr Cordiano: If the use of the term or title “doctor” 


is extended to PhDs, you would have perhaps a name tag | 


indicating that this person would be then referred to as 
“doctor of nursing,” I suppose, or just simply “doctor.” I 
am assuming that person would still be, in his or her field 
such as nursing, practising nursing with the title “doctor.” 
In the public’s mind, would that not create a discrepancy 
between, say, the person who is a PhD and then is referred 
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to as “doctor,” and a nurse who is an RN? Would there not 
be a distinction made there by the public as to the level of 
qualification with respect to the kind of service being pro- 
vided in nursing, shall we say? 


Ms Ross: This piece of legislation to us is very vision- 
ary. It is looking to a different way of delivering services in 
the future. If you look at the term “doctor,” the term “doctor” 
for a PhD is used by many disciplines. It is an academic term. 
However, traditionally within our system the physician has 
taken on the title “doctor.” As we move forward and we have 


a variety of health providers—you know there are many and 


you are hearing from them, and all of these different groups 
specialize and advance and require more academic training 


and so on. They will achieve the doctoral level. I certainly 


appreciate where you are coming from with the confusion. 
For example, nurses now have RN, PhD, because PhD is the 


_ formal title, so those kinds of terms could be there. There is 
certainly no intent for nursing or any other provider to be 
seen as the physician. But we feel strongly that if we have 
_ achieved those levels of standing and academic positions, we 
_ should be able to have that title. 
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Going back to the visionary statement, we keep going 


back to the hospital setting and the traditional view of 


someone being responsible and so on. But if you look in 
the future, there still will be hospitals, but a lot of the care 
we are going to provide is going to be in the community 
and will be delivered very differently. One hopes, at least 
in our view of the future, that the patient, the client, will be 
able to access a physiotherapist or a social worker, who- 
ever, directly, and not have to go through and be referred 
as the traditional system has been. We are trying to look at 
this as visionary and recognize that some of these kinds of 
statements, and we have referred to this, as we move for- 
ward and shift how we are delivering care, can be hooks 
that really hamper the potential of this legislation. 


Mr Cordiano: I am sympathetic to the notion that 
having achieved that level of academic standing—I am not 
opposed to the use of the term “PhD.” I am trying to 
grapple, and I think this committee is, with the use of the 
actual phrase “doctor”, and how that might create confu- 
sion in the public’s mind with respect to differentiating 
between a variety of health care professionals. We are just 
trying to deal with that fundamental difference between 
who we designate as “doctor” and the use of that term as a 
restricted title. 


Ms David: I think your concern is very valid. The 
concer we have also is the education of the public and 


taking them forward with this new terminology that is 


coming to them. 

Mr Owens: A quick question to the parliamentary assis- 
tant: I requested yesterday a note or a response with respect 
to the issue of standing orders, where and how they are ap- 
plied, and the issue of retroactivity. Are we going to see that 
in writing or will we have a response later on today? 

Mr Wessenger: I will refer that to staff. 

Ms Bohnen: I am sorry. We did not realize you 
wanted an answer today specifically about the retroactivity 
of standing orders. What we have begun to prepare is more 


comprehensive information about standing orders and 
other ways in which authority is provided now in hospi- 
tals, nursing homes and in the community for nurses to 
practice. If you require a quick answer, specifically on 
retroactivity and standing orders, we can try and get that 
quickly for you. 

Mr Owens: Perhaps if you can include that in the 
package. 


Ms Bohnen: We certainly will include it but if you 
wanted a quick answer just on that point, we could try to 
have our staff get that answer, or can you wait? 


Mr Owens: I think we can wait. We have waited nine 
years. 


Mr Beer: The issue of diagnosis and assessment has 
come up in a number of cases. I just wonder if you could 
help the committee. Pardon my ignorance, but when you 
are making a distinction between what you referred to as a 
nursing diagnosis and a medical diagnosis, could you give 
an example of what you mean by that? 


Ms Phillips: Say we have a two-month-old infant 
who is ill. The doctor may make a medical diagnosis of 
iron deficiency. By doing lab tests they find this child has 
an iron deficiency. The public health nurse may be work- 
ing with this mother and infant and may find out that the 
mother has put the child on cow’s milk instead of continu- 
ing with formula. So it is a knowledge deficit of the 
mother that has caused this child to become deficient in 
iron. The public health nurse may also find, with her as- 
sessment of the mother and infant, that the mother cannot 
afford formula because of her socioeconomic level. It may 
be she is a single mom, a young, inexperienced mother. 

The nursing diagnosis takes in the whole picture of the 
mother-infant setting. It is a nursing diagnosis versus the 
medical diagnosis of iron deficiency for which the physi- 
cian would order an iron supplement. The nurse would 
work with other health care providers to raise the mother’s 
level of knowledge concerning the cause of the illness. 


Mr Beer: In your view, that kind of diagnosis would be 
clearly understood in other jurisdictions as well, if we looked 
at the United States or Britain or Europe, as something peo- 
ple understand and recognize as a nursing diagnosis? 

Ms Phillips: I think maybe the problem with under- 
standing is that we picture “diagnosis” as a medical diag- 
nosis, whereas in our nursing practice now we make 
nursing diagnoses which are distinct from medical ones. 

The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing this morning before the 
committee. I would point out, as I have on other days, that 
over the course of these hearings you should feel free to 
communicate with the committee in writing and add to 
your very excellent brief any information you think might 
be helpful for committee members. 


BOARD OF DIRECTORS 
OF MASSEURS OF ONTARIO 
The Chair: I would like to call now the Board of 
Directors of Masseurs of Ontario. I welcome you to the 
standing committee on social development. I would ask 
that you begin your presentation by introducing yourselves 


S-418 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


14 AUGUST 1991 








and, if you would, leave a few minutes at the end of your 
presentation for questions from committee members. You 
have 20 minutes. 

Mr Shekter: Thank you, Madam Chair. My name is 
Richard Shekter. I am legal counsel to the Board of Direc- 
tors of Masseurs of Ontario, and I will allow the two ladies 
beside me to introduce themselves. 


Ms Cowall: My name is Emily Cowall and I am the 
chairperson for the Board of Directors of Masseurs. 


Ms Colborne: Margaret Colborne. I am the past pres- 
ident of the Ontario Massage Therapist Association. 


Mr Shekter: The committee, I understand, has a copy 
of my correspondence of July 15 which summarizes the 
concerns and the position of both the board and the OMTA 
in connection with the proposed Bill 52, and the omnibus 
legislation. I do not propose to read it. I think I will just 
summarize our position as follows: First of all, anyone 
who is familiar with the Drugless Practitioners Act, and I 
am sure you all are, can imagine how welcome this new 
legislation is. The DPA is a complete disaster. It has been 
for years, and it makes it almost impossible to manage 
anything. We have been labouring under that for years and, 
hopefully, with this process being finalized, we will finally 
get an act that makes some jurisprudential sense and pro- 
vides an element of fairness to the procedures that are, 
right now, established from 1919, and have not been 
amended since. 

With respect to the procedural issues, we do not have 
any comments. We are content to leave the criticisms you 
have heard to the other regulated groups. We are content to 
stand by the positions of virtually anyone else. We do not 
have serious problems with them. They are so far in ad- 
vance of what we have been dealing with for years that 
there is no point. We have a Rolls-Royce now, and if you 
want to make it a Rolls-Royce with a Bentley sticker, 
please go ahead. It is not our problem. 
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Mr Grandmaitre: Can we quote you? 

Mr Shekter: Sure, but under my assumed name. With 
respect to the issues we do have concerns about, we have 
two essentially. The first is the protected act definition, not 
surprisingly, of communication, and the absence of a pro- 
tected act that deals with rendering services on the pre- 
scription of a physician or a qualified person. We will 
make a submission about that. We also have a submission, 
and it is a very practical one, dealing with the composition 
of council. 

Those are the main areas I am going to deal with. Let 
me start with the composition of council. Under section 5 
of the amended Bill 52, there is a requirement that we 
have, I think it is seven, and not more than eight members. 
We do not have a problem with that. But there is also a 
provision that we have five public members. 

The reality is that we have difficulty getting public 
members interested in sitting on this board now. Histori- 
cally it has been extremely difficult. We are not the College 
of Physicians and Surgeons of Ontario. We do not have a 
lot of snappy hearings and public things, and people, quite 
frankly, are simply not that interested. 


Anecdotal: In October a member of the board ended 
her term. On October 10 we wrote to the ministry and said 
we needed a public member. They said, “Fine, we will get 
on to it.” We said: “We have a hearing scheduled. It is a 
sexual assault hearing, a very serious case. We cannot pro- 
ceed without a quorum. You have to help us out.” “Fine, 
we hear you.” 

Two months later, in December, they phone us up to say, 
“Sorry, we cannot locate anybody.” We say, “We have to 
have a hearing.” “Sorry, we cannot do anything about it. 
Why do you not see if you can find somebody?” We spend 


them two names. It takes six months to get the person 
appointed. 

In the meantime, the hearing is in abeyance and the 
complainant is going crazy. I keep explaining to the com- 
plainant, “I am sorry, but we cannot do anything about it. 
We cannot have a hearing.” Finally the ministry bequeaths us 
a public member, and we can start our hearing. By then we | 
have to give notice because we do not know when the mem- 
ber is going to be ready, so we start the hearing in this office. 

That is just to find one. You want us to find five. We do | 
not mind having a maximum limit, but we really are con- 
cerned that if you do not reduce the minimum to, say, two, 
we are going to find ourselves in the position we were in, 
and have been in over the last five years. It is not our fault. 
We can get our members, but we cannot get public mem- 
bers interested, if history is any indication. 

I would strongly urge that you reconsider that. We | 
would like a maximum of five. We do not have a problem 
with that. It is the minimum that will probably stop us 
from operating at all, in the corresponding amendments to 
the other portions of the regulations that would require 
certain numbers. That is all I have to say about that. 


a month. We find two names. Then on January 22 we give 
| 


; 
Let me deal with protected acts. We are asking for two, | 


or more to the point, if you are going to keep communica- | 
tion, we are asking for two; if you are going to eliminate | 
that, we are asking for one. The first one—it is almost a} 
flip side of what you just heard from the nurses—is, “the 
rider on the order of.” | 

It has been our position from the beginning that if you| 
are interested in protecting the public, it makes no sense at all 
to have the physician prescribe a specific therapeutic mo- | 
dality of massage therapy, but not protect the public from 
having persons who are not trained in massage therapy and | 
who are not regulated carry out that order. | 

The way the act is drafted now, if there is a specific! 
kind of therapy that is prescribed, anybody in the world! 
can do it. How that serves to protect the public interest, I 
do not know. I have never had a satisfactory answer. I have) 
had meetings with the HPLR people for the last four years | 
and we have agreed to disagree, and I urge the committee) 
members to consider it. | 

There is no reason why, as a protected act, if a physi-| 
cian or a dentist or a chiropractor diagnoses and prescribes! 
something—we are not necessarily insisting that it go be-| 
yond the physicians. Frankly, we do not know why people} 
who are not licensed ought to be permitted to do it, be-| 
cause they cannot, by definition. They have not been) 
trained, and it is potluck. They may or may not be able to’ 
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_ deal with it. We see no public interest served by not having 


it. It is as simple as that. 

Communication: I am sure that I am not the first, and I 
certainly will not be the last, to deal with this particular 
problem. Simply put—and I have set out to some extent in 
my letter what our concerns are—the way it works, it says 
in effect, if you flip it around, “It is an offence to commu- 
nicate to the patient, or his representative, a conclusion 
identifying a dysfunction as the cause of symptoms.” In 
other words, you cannot tell a patient why he hurts. 

Massage therapists are in the business of alleviating 
pain. That is what they do. What you would have us do is 


assess, because we have to figure out why the patient is 
there and what is causing the pain. We can do the work, 


but we cannot tell them why. We have the present chair- 
man of the board and the past president of the OMTA here 
and they can, if you wish, in question period provide you 
with anecdotal information about what a patient encounter 
is like. 

Just imagine, if you will, somebody coming in off the 


_ Street. They have not seen a physician. They have a terri- 
_ bly sore neck and shoulder. The massage therapist does the 
assessment, which includes a physical examination, real- 
izes that the entire back and upper quadrant is in spasm, 


and says, “Now I am going to do the following series of 
things.” The patient, naturally enough, says, “But why am 
I hurting?” “I am sorry, I cannot tell you that.” “What are 
you going to do?” “I am going to do this.” “Will it help?” 


_ “Sorry, I cannot tell you that.” 











With all due respect to the rationale of this system that 


is supposedly in place, which is, as I understand it, to 
_ prevent people from making diagnoses upon which people 
will rely, to the exclusion of the medical practitioner or 
_ another qualified person, it makes nonsense of the notion 
_ of informed consent. It is over-broad and, if taken literally, 


it could cover the situation where a massage therapist, in 
response to a request for a medical report by a lawyer 
acting for a motor vehicle accident plaintiff, would be pro- 
hibited from communicating conclusions which they do 
every day, because it is going to be relied upon. 

That is how far-reaching the language is, notwithstand- 
ing that everybody says, “It could not possibly have been 
construed that way.” I suggest to you that it can. In every 
day of practice, particularly in massage, they get letters 
from lawyers saying, “Listen, he has been injured and we 
want to know why it is hurting and what you are doing to 
alleviate it.” Under this, is it going to be relied upon by the 
personal representative or by the patient? Yes. Is it a con- 
clusion as to identifying the dysfunction as the cause of 
symptoms? Yes. 

It gets more practical. The law of informed consent and 
the whole consent, the treatment legislation, which is a 
major threat to this current government and which we 
wholeheartedly agree with, seems to us to fly in the face of 
the spirit of this particular prohibition. I have given some 
indications in my submissions as to why we say that, and 
anecdotal information. 

Simply put, you cannot deal with the subject. A doctor, 
as it happens, and it happens quite frequently, sends a pa- 
tient with a diagnosis and then requests a specific modality 





of treatment. Part of the standards of practice require the 
massage therapist to reassess the patient to determine 
whether (a) there is an agreement with the assessment of 
the physician, and (b) whether the modality treatment pre- 
scribed is or is not contra-indicated, based on the assess- 
ment of the practising massage therapist. If that happens, 
and it happens quite frequently, they are stuck. They can- 
not then say, “Look, I cannot go ahead and do what your 
doctor wants me to.” “Why not?” “I am sorry, I cannot tell 
you.” This makes nonsense. 

Finally, we have no problem with the scope of practice. 
We never did. We understand that other groups have made 
submissions. We do not intend to make any unless there is 
a response to a particular inquiry, and subject to that, the 
questions you may have. 

Those are our submissions. In the materials we have 
given you there are some exam questions that are routine 
in every exam, going back for 50 years. They talk about 
the kinds of things massage therapists are trained to do and 
the kinds of questions they are asked to describe patient 
encounters. You will see that communication is sort of the 
heart of it all. 

You will see the standards of practice. At pages 4, 7 
and 10 of the standards, they talk about the requirement of 
communicating and having a meaningful interaction with 
the patient. You will see that. You will also see medical 
legal requests for reports, and the types of reports we re- 
spond with. You will see that if you read that literally, that 
is a prohibition under paragraph 26(2)1. The massage ther- 
apist is guilty of an offence. 
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Mr Hope: Thank you for the presentation. The part I 
want to look at is the public members. You talked about 
having a hard time getting one, let alone five to serve. I 
would like to pose a question to you. Is it maybe that 
members of the general public do not want to participate in 
these groups for the simple fact that they are not heard and 
do not have the voice they should be having, that they are 
just there to rubber-stamp situations, to be the token figures 
of a board or a governance, or whatever? Is that maybe 
what the perception is? I hear what you are saying. You are 
looking for the government to ensure that the bodies will 
be there. At the same time, we are looking for those gover- 
nances to make sure they have a responsibility, number 
one, to listen to the members of the general public who are 
an active part of it. It is a dual role, in order to make sure. 

I have sat on a lot of volunteer boards before and I am 
not about to be there to rubber-stamp and I am not about to 
go—you Said you do a lot of arguing too. I do not think a 
lot of us are there to argue. We are there to make progres- 
sive steps. 


Mr Shekter: I can tell you that our experience has 
been that the primary response is simply a lack of interest, 
because massage therapy, to the lay public, in layman’s 
terms, is boring. There is not much going on. It is not a 
high-profile job. People just are not interested. The persons 
we do have are extremely active. One of the last ones was 
the chairman of the board. I suggest to you that if you want 
to talk about rubber-stamping, it is more likely to happen 
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at the College of Physicians and Surgeons of Ontario, 
where there is a highly technical component to what they 
are doing, than in massage therapy cases where the bulk of 
the work in the board’s or the council’s perspective is deal- 
ing with matters that are applicable to laymen and experts 
alike. There are a lot of things in the section on propriety 
that are coming up, given the nature of the profession. 
They have as much input as anybody. That has never been 
a criticism. 

Mr Hope: Would it not serve more as a positive ap- 
proach to having more members of the general public 
there for the simple fact of public awareness and making 
sure the roles you do are more communicated to the gen- 
eral public? 

Mr Shekter: Understand what our position is. Our 
position is we welcome having as many as we can get. But 
our concern is that you have put a minimum of four. We 
had trouble getting one. You may stop us from practising. I 
can tell you that the board intends to have as many as it 
can get and always have a full house. They do not have to 
worry about it. We are on the flip side where we want as 
many as we can get and we cannot get any. If it took us 10 
months to get one, God help us when we need to have 
four. That is all I am saying. Do not reduce the maximum 
number. Reduce the minimum so that at least we can oper- 
ate and have a quorum, statutorily authorized, because if 
you make us have four, given history, we may not get it. It 
is not our fault. 


Mr Beer: I would like to come back to the question 
on communicating. Can you tell us, at the present time, 
under the existing legislation and regulations, is there any 
restriction on what you can do or say to a patient? 


Mr Shekter: No, the only restriction that by extension 
applies is a prohibition against engaging in an act that is 
beyond the scope of your expertise. I, as a lawyer, tell you 
that would probably include purporting to diagnose a can- 
cerous lesion on a back. But there is nothing that prohibits 
communicating. In fact, quite the contrary: I prosecute, on 
behalf of the board, members who are in violation. It 
would be substandard practice not to appropriately com- 
municate an opinion and assessment and a cause of dys- 
function to a patient, rather than the other way around. 


Mr Beer: I appreciate the point you make in your 
letter about the meaning of dysfunction and disorder, be- 
cause I think that is something we also have been seized 
of, and others have mentioned this, in trying to define what 
those terms mean. Taking it from another angle, is the limit 
on your communicating partly related to a determination 
that the training that masseurs have does not entitle them, 
or does not give them the necessary expertise, in effect, to 
be able to diagnose conclusions? Is that part of what the 
problem is here, to the extent that you are aware of one? 


Mr Shekter: We have been using the verbiage for the 
last five years in HPLR and making, to some extent, artifi- 
cial distinctions between assessment and diagnosis. The 
example of a nursing diagnosis, in my view, is more prop- 
erly an assessment than an evaluation. But casting the lan- 
guage aside, my people are extremely highly trained in 
physiology and modalities of therapy. They are in a posi- 


tion to draw those conclusions and communicate them. In 
fact, they do them every day. If you saw their course cur- 
riculum, it is a two-year course. It is extremely rigid. It has 
much of the same kinds of course hours in physiology and 
related subjects that physicians do. 

We do not belittle the ability of the members to do 
certain things. What we do say is that there is a line be- 
tween medical and physiological dysfunction and we wish 
to maintain that distinction but within the scope of our 
practice. If we cannot communicate, we cannot practice. 


Mr J. Wilson: Thank you for your presentation. The 
first point you make in your letter of July 15 to the com- 
mittee concerns, as I understand it, current practice that 
patients have to be referred to a massage therapist. 

Mr Shekter: No, not necessarily. 

Mr J. Wilson: You can be a primary care giver? 

Mr Shekter: And often are. 

Mr J. Wilson: Then I am not quite sure I understand 
the first point here. 


Mr Shekter: The first point is simply this: Where a 


physician—it happens primarily in the major metropolitan 


areas where the majority of the massage therapists are— | 
does prescribe a modality of therapy, it seems to us non- | 
sense to be able to have unlicensed, unregulated persons | 


attempting to carry out something that is medically and 


therapeutically precise and that you require training for, | 


and there is nothing in the act that prohibits it. 


Mr J. Wilson: Have you a suggested wording or section | 


for that? 


Mr Shekter: We discussed it at length. Simply, it | 


would be a prescribed or controlled act for persons other | 


than regulated professions to carry out directives or pre- | 
scriptions made on the order of duly qualified medical | 


practitioners, something as simple as that. If you just say, | 
“Well, go to a massage therapist,” that is one thing, but if | 


you say, “There is a prescription and it is signed and you | 


need”—there are certain situations, for example, where 
doctors give those prescriptions to patients and it is contin- 
gent upon there being an insurance coverage for that ser- 
vice. To have unlicensed people do it seems to me to be 
nonsense and serves absolutely no public interest. | 


The Chair: Thank you for your presentation. We ap- 
preciate your coming before the committee today. If you 
have any further information for the committee, please feel 
free to submit it in writing. 





ONTARIO CHIROPRACTIC ASSOCIATION | 


The Chair: I would like to call now on the Ontario 


Chiropractic Association. I would ask that you come for- | 


ward and introduce yourselves to the committee. You have 


20 minutes for your presentation. We ask, if you would, to | 


leave a few minutes for questions from committee mem-_ 
bers. We have all received the extensive brief you have | 
submitted for the committee. I would ask you to begin | 
your presentation now. 
Ms Koch: Good morning. My name is Roberta Koch | 
and I am the president of the Ontario Chiropractic Associa- | 
tion. At this time, I will introduce you to our representatives 
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here this morning. We have Dr Lloyd Taylor, our legisla- 
tive representative to Queen’s Park; Mr Peter Waite, our 
executive director; Mr David Chapman-Smith, our legal 
counsel; and, finally, Dr Robert Haig, immediate past pres- 
ident of the association and our current chair of the RHPA 
committee. Dr Haig will now make the presentation to 
you, followed by David Chapman-Smith. Then we will be 
prepared to answer any questions you might have of us. 


Dr Haig: While there are many aspects of the RHPA 
that the Ontario Chiropractic Association would like to 
applaud, the amount of time we have before you today 
simply does not permit us to dwell on the many positive 
and progressive aspects of the legislation. Suffice it to say, 
as you have heard from others, this legislation stands as 
one of the most comprehensive and progressive pieces of 
legislation in the world. Congratulations are due to all 
those involved in its development. 

Today, we want and need to focus the committee’s 
attention on the very important concerns our profession 
has regarding the proposed scope of practice for chiroprac- 
tic that is in Bill 46. 
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The members of the committee may already be aware 
that while most of the professional groups involved in the 
review gave their written sign-off, their agreement on their 
scopes of practice, the OCA did not. The OCA did not sign 
off because the proposed scope of practice developed by 
the review team, and agreed to by the Ontario Medical 
Association but not by us, reduces the existing scope of 
practice of chiropractors and reduces the availability of 
services to the public. It does this by removing the existing 
right and the existing duty of chiropractors to diagnose 
disorders of extremity joints: elbows, knees, shoulders. 
More important, it does this without any justifiable cause 
whatsoever. 

The HPLR process served as a very successful vehicle 
for many groups in ironing out their differences over the 
past nine years. I regret to tell you that in our situation the 
differences are not resolved. We are counting on the mem- 
bers of this committee and each of the three political par- 
ties to look very closely at this issue and to resolve the 
differences during the clause-by-clause review of the legis- 
lation. As far as chiropractors are concerned, the outcome 
of your deliberations on this point will have a major im- 
pact on the place and value of chiropractic care within the 
health care system of Ontario in the future. 

I think it is fair to say that most members of this com- 
mittee are aware of some of the history of the struggle that 
our profession has had in gaining regulated acceptance in 
this province and in a number of other jurisdictions around 
the world. Today, of course, chiropractors are well ac- 
cepted by the public. Indeed, we are the third-largest pri- 
mary health care profession after physicians and dentists. 

We have grown not because we have been accepted by 
the more traditional elements within the health care sys- 
tem, but rather because our treatment modalities have 
proven to have effective outcomes. We have grown be- 
cause consumers vote with their feet. Most of our patients 
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are referred to us by other patients whom we have treated 
successfully. 

Over the years, because of the increasing level of public 
acceptance and because of the growing body of scientific 
evidence that supports the efficacy of chiropractic, govern- 
ment has tended to recognize that level of consumer accep- 
tance. Indeed, when developing the public health insurance 
system in Ontario, the legislators, in response to public 
demand, included chiropractic services among those paid 
for under the Ontario health insurance plan. More recently, 
the Ontario motorist protection plan enhanced access to, 
and freedom to choose, chiropractic care. So we have 
gained acceptance and we have progressed. 

However, in the legislation that is before you now you 
will see that in our profession’s case the HPLR process has 
actually been used to reduce the traditional scope of prac- 
tice of chiropractic. We did not enter into this process with 
any intent to increase our scope of practice, but we cannot 
accept a net reduction in the scope that this proposed legis- 
lation includes. 

It is important that the members of the committee un- 
derstand that it was a fundamental principle of the HPLR 
process that no existing scope would be reduced unless 
there was convincing evidence of lack of qualification and 
harm to the public. During the course of the nine years of 
this review, no one at any time produced any evidence of 
that sort, anything that could be used to justify the removal 
of diagnosis of non-spinal joints. 

Current legislation, education and training all include 
the ability of chiropractors to treat all joints of the body. 
You heard yesterday from the chiropractic college, which 
explained in some detail the education in that regard. The 
proposed scope in the legislation you have before you does 
not provide for the diagnosis of non-spinal joints. We are 
appealing to the common sense of the legislators on this. 

Just think about it. The diagnosis of disorders of spinal 
joints is at least as complex and as complicated as the diagno- 
sis of non-spinal joints, and it is quite illogical to have one 
without the other, but for some reason that has not been 
revealed to us, the OMA has opposed the inclusion of 
diagnosing extremity joints within our scope of practice. 

The removal of this important part of practice affects the 
public in two ways. First, it reduces their level of protection. 
Currently a chiropractor has a legal duty to provide a full 
diagnosis. Under the proposed law, the chiropractor has a 
lesser duty than that. Second, it limits the freedom of choice, 
and that goes against the whole intent of this legislation. 

I am going to ask Mr Chapman-Smith now to give a 
case example that will illustrate for you the effect that the 
legislation, as proposed, would have in Ontario. 

Mr Chapman-Smith: I will present a case example 
which illustrates this and then refer to the current state of 
the law, because that is obviously crucial. I have been here 
during hearings when it has been suggested that the law 
may not be as we have stated and I want to get that clear 
before you today. 

But first, to look at the case, you will see in the sub- 
mission attached as appendix C—the appendices are in 
green at the back of the submission; at least in most of 
them, I think. Some of them may be white, but you will 
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see at the back there appendix C, and it is to that statement 
I now refer. That is a statement by Paul Peschisolido, who 
is with us today sitting in the front row. I would have 
asked Paul to come forward and read this statement if 
there was more leisure and more time, but I am going to 
whistle through it a little bit more quickly, ask him to 
confirm its accuracy, and he will be available for ques- 
tions. As we read this, I invite you to consider that what he 
describes here is the health care system as you would like 
to see it in Ontario with the degree of co-operation, flexi- 
bility and freedom of choice such as is the intent of this 
legislation. 

Paul states that he plays in the centre forward position 
of the Toronto Blizzard Soccer Club and the Canadian 
National Soccer Team, and he has played for Canada since 
the age of 15 on those various teams listed there and now 
the national team. 

“T have had a number of leg injuries during my career, 
and am available today because I am still recovering.... 
Leg injuries are frequent in soccer. I wish to explain 
briefly how the Toronto Blizzard sports medicine team 
works, with particular reference to the role of Dr Robert 
Gringmuth, a chiropractor, in the diagnosis and manage- 
ment of injuries. 

“For the three years I have been with Toronto Blizzard 
the sports medicine team has been led by Dr Gringmuth. 
He works in close association with our consultant orthopae- 
dic surgeon, Dr Geoff Lloyd...other medical consultants 
such as Dr Tom Fried, and team therapists and trainers. 

“When someone is injured in play in Toronto the standard 
arrangement is that he is given temporary assistance at the 
field...then sees Dr Gringmuth for a full diagnostic 
workup and treatment. 


“During early 1990, for example, I sustained a quite bad 
right knee sprain. I saw Dr Gringmuth at his office and he 
examined me and took X-rays to rule out bone fracture. He 
diagnosed the problem as a right medial collateral ligament 
sprain in the knee. He treated me with ice, interferential ther- 
apy and mobilization, and then directed my rehab program. 


“Sometimes a player will be taken directly to Dr Lloyd 
at the Toronto Western. This would be in cases, for example, 
where initial assessment at the field is that a cast will 
probably be necessary”—and obviously chiropractors do 
not do that. 

“My current injury falls into this category. I sustained a 
severe left ankle sprain.... My ankle was X-rayed”—at the 
hospital and there was a cast immediately arranged—“and 
from there I was referred to Dr Gringmuth,” who is the 
team doctor and the chiropractor. “He then saw the X-rays 
and explained I had a third-degree sprain without bone 
fracture. My ankle was in the cast for about three weeks, 
and for continued daily rehab Dr Gringmuth has referred 
me to physiotherapy at the Durham Orthopaedic Clinic 
which is near my home in Pickering. 

“T am told that the proposed new law might not provide 
for the detailed diagnosis and management of injuries such 
as mine by a chiropractor. The experience for me and my 
teammates, and obviously the Toronto Blizzard manage- 
ment, is that Dr Gringmuth has as much understanding 
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about these injuries as anyone and runs a first-class sports 
medicine team.” 

Just for the record, Paul, I will ask you to confirm that 
is accurate? 


Mr Peschisolido: Yes. 


Mr Chapman-Smith: Thank you. This is what happens 
under the present law. We can look first at the freedom of 
choice that Paul himself has, but I want to focus for a 
moment, because this goes to the heart of it, at the Toronto 
Blizzard Soccer Club and its management. At the moment, 
chiropractors are authorized under the law to diagnose 


these problems. They have a choice. They could have | 


heading their team a physician or a chiropractor. They 
have found a chiropractor with whom they are happy, who 
is doing an excellent job for them and he runs that team. 

There is no question that under the law as proposed 
they could not do that. They could not have expensive, 
professional stars at risk of injury and have their whole 
team run by someone where it is clear under the law that 
he is not authorized to diagnose those problems. I think 
that is apparent to everyone. 

From that, then, I want to turn to what the current la 
is and deal with this very briefly, again because of time. If 
you go back to appendix B you will see a summary of the 
current law on appendix B-1, and then attached to it the 
actual provisions of the legislation. 

It has been suggested in a briefing document you have 
been given that chiropractors are not currently authorized 
under the law to diagnose extremity problems. That, in my 


humble submission, is completely wrong. What the On- | 


tario Chiropractic Association proposes is that if there is 
any doubt whatsoever on that issue, an independent legal 
opinion be obtained from any senior lawyer in Ontario. We 


would nominate a lawyer, the ministry could, and they | 
could nominate an independent person to give an opinion | 
on whether chiropractors under the current law are entitled | 


to diagnose. 
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The summary of the present law is there. The Drugless | 
Practitioners Act itself does not have a scope of practice. It | 


is very old legislation; 1920s. There has been case law 
since. It is a system of treatment. The body of the legisla- 
tion and the case law makes it absolutely clear that chiro- 


practors have this right under the current law. At the | 
bottom of appendix B-1 is a summary of the current posi- | 


tion. This is a legal opinion obtained from Blake, Cassels 
and Graydon in 1988. The two lawyers involved there 
were John Brownlie, a respected senior lawyer, and also 


John Ronson who we involved because he was executive | 
assistant to Mr Elston when he was Minister of Health and | 
was intimately familiar with these issues. You will see | 
what they have to say and how they say the public will be | 


ill served if this goes. 


Why is there a problem then? Why is this not in the : 
scope? The OCA says quite clearly it is in the scope be- | 
cause organized medicine has opposed it, but without ever | 


| 


being prepared to put the grounds for its opposition in 
writing or present a case. In the nine years of the HPLR we 
have never been given anything overtly, in the open, to 
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argue this case. In a briefing document you have, which is 
attached as appendix E, and the precise page is E-11, phy- 
sicians argue chiropractors are not qualified. How I wish, 
with respect, I could have a day to cross-examine any of 
these physicians on the stand so you could get at the truth. 
Many physicians, including the ones that work with Dr 
Gringmuth, obviously disagree. But here you have the 


_ heart of the problem and because of time I will not be able 


to take it further than that. 
I merely conclude by saying that we have emphasized 


_ today one of the various important issues. The other issues 
appear in the executive summary and in the text of the 
brief. I know Mr Beer was asking questions some days ago 
_ about a harm clause and about the balance of diagnosis 


and assessment. We have what we think are constructive 
and helpful suggestions in that area, but obviously there is 


not time to get into all that today. 


If you look at appendix A you have there, both as to 


scope of practice and as to authorized acts, exactly what is 
_ in the proposed law and exactly what the proposed amend- 
_ ments from this association are. It is submitted that those 
are conservative, uncontroversial and we look for your 


support in those. 
The Chair: Thank you very much for your presenta- 


_ tion. For the information of the committee, I have had a 
_ request for Mr Wessenger to ask a question. I will place 


him first on the questioners’ list and then continue with the 
line of questioning. 

Mr Wessenger: I am just wondering if you could pro- 
vide us with a copy of the opinion from Blake, Cassels and 
Graydon on this matter. : 

Mr Chapman-Smith: Certainly. I have one today I 
will leave with you. 


Mr Wessenger: I would like a copy of that. Thank you. 


Mr Jackson: Yesterday, as you indicated, we heard 
from the college, and I made several statements then with my 
own experience as it relates to this issue of diagnosis of 
joints other than those that emanate from the spine. I won- 
der if you could share with this committee what you feel 
the differences are, because my case story is similar to our 
guest’s, and perhaps you as professionals could indicate 
the difference, if any, and why perhaps the government is 
moving in this direction. 

Dr Haig: That is the point I made in my opening com- 
ments, that there really is not a difference and that is why 
we find it illogical that one should be omitted. 

Mr Jackson: Does this not have serious implications 
for the Workers’ Compensation Board as well? I have 
cases of lifting problems associated with the shoulder, the 
elbow and the wrist. My injury was a baseball injury, but it 
is quite a common industrial accident in terms of its mani- 


_ festation. Yet it occurred to me last night, as I was thinking 
about this, that this also includes several of my constitu- 


ents who have come to me with this kind of injury. Being 


_ right-handed, I was okay, but the physician had me so 





bound up I could not do a damned thing and I was having 
_ problems with my whole side of my body as a result of a 
_ wrist injury until my chiropractor relieved me in one after- 


noon of all the pain. 
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Dr Haig: The short answer is yes, and that is because, 
as you know from your constituents, there are a lot of 
people who have difficulty with the compensation board, 
and I can assure you that chiropractic patients who have 
extremity problems have difficulty with the compensation 
board as well. I would expect that were the legislation to 
be passed the way it is now, those patients would have 
increasing difficulty. 

Mr Jackson: As a question to the ministry, would it 
be possible to investigate if the ministry has even looked at 
the concept of the implications this might have on the 
WCB and WCB costs? My limited understanding is that 
the cost would be more extensive. The kinds of therapies 
and the regular physical checkups that are required from a 
physician would be more expensive than access to the chi- 
ropractors at their rates. Could that be looked into, if in 
fact the government consulted with this area, in terms of 
the implications to taxpayers in Ontario, let alone to pa- 
tients who need this service? 


Mr Wessenger: I will refer that to ministry staff. 


Ms Bohnen: Remember, please, that the restriction here 
is not in terms of assessment or treatment of articulation by 
chiropractors. The issue is confined to statutory authority to 
diagnose disorders and dysfunctions of these articulations. 
I think I would then rephrase your question as, will this 
statutory provision or lack of provision in the Chiropractic 
Act affect current WCB policy? I do not believe it will, but 
I would like to take the opportunity to have our staff con- 
tact the WCB and get back to you on that. 


Dr Haig: Might I suggest that it will have an influence 
anywhere that there is a third-party payor where there is 
medical influence, because injured patients, compensation 
patients, motor vehicle accident patients will be told, “For 
that injury, you need to see a physician.” That is exactly 
what will happen. 


Ms Koch: In fact, I have been actually told by WCB 
administration that they are watching this very carefully to 
see that we do have the ability when this legislation is 
passed to diagnose non-spinal articulations. They are 
aware of what is happening. 


Mr Owens: My question is to the parliamentary assis- 
tant. Can you give any kind of rationale why the non-spinal 
joint diagnosis clause was not included in the controlled 
acts? I do not understand that they can do just about every- 
thing else, receiving training in things like ophthalmology 
and psychiatry and otolaryngology, but something that is 
completely germane to their practice would not be in- 
cluded. I do not understand that. 


Mr Wessenger: I will refer that to staff. 


Ms Bohnen: Fundamentally the review believed that 
the appropriate scope of practice of chiropractors was in 
relation to disorders and dysfunctions of the spine and 
joints, the condition of which related to the spine. I think 
what we are hearing is a very strongly felt view from the 
chiropractic profession that their expertise and education 
qualifies them to diagnose in relation to problems of artic- 
ulation unrelated to the spine. 
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I think the issue before the government and the Legis- 
lature is whether the legislation should recognize that ex- 
panded scope of practice. I am not arguing whether it is 
expanded vis-a-vis the current law or not; I am just saying 
the review thought, “Restrict chiropractors’ diagnostic au- 
thority to the spine and related articulation.” They want 
this legislation amended to authorize them to go beyond 
that, and that is the issue you have to decide. All I can tell 
you is that the review thought they were specialists in the 
diagnosis and treatment of spinal disorders and dysfunc- 
tions and that this is where the law should stop. 

Mr Jackson: On a point of information, Madam 
Chair: I am sorry, but the counsel is suggesting that they 
are looking for an expansion. Are you trying to imply that 
what my chiropractor did for me was illegal? 

Ms Bohnen: No, I am just saying— 

Mr Jackson: I just want to make that clear. I under- 
stand we are taking away that aspect of it in this legisla- 
tion and I want to make sure that the record is clear for all 
members of the committee, including counsel, that this bill 
represents a restriction in this activity. It does not represent 
an expansion. I want to make sure we are clear on the 
language here. 

The Chair: It is clear, Mr Jackson, that there seems to 
be some disagreement on the point you just made. I will 
ask for final clarification from Mr Wessenger. 

Mr Wessenger: It is certainly the opinion of the gov- 
ernment that there is no restriction with this existing legis- 
lation. In fact, this existing legislation is an expansion— 

Mr Jackson: No, that is the Toronto Blizzard. 

Mr Beer: Madam Chair, I believe you are going to pro- 
vide a copy of the Blake, Cassels opinion to the staff. Assum- 
ing it is not 500 pages long, could each caucus get a copy? 

The Chair: What I would request is that the associa- 
tion give the opinion to the clerk and she will see that all 
members of the committee receive it. I have one request 
from Mr Wessenger. 

Mr Wessenger: Yes, I would like to have some clari- 
fication from counsel. 

Ms Bohnen: I think I should have an opportunity to 
say to Mr Jackson that what I said was that the review 
recommended restricting chiropractors to diagnosis in rela- 
tion to spine and spinal articulation. You are hearing a 
request for an expansion not relative to the existing law—I 
do not wish to debate that this morning—but an expansion 
relative to what the review recommended. 


The Chair: Is that clear for everyone? Mr Hope, you 
had a request for information. 

Mr Hope: Yes, and I am not sure if I will get all this 
exactly the way it should be, but during the days that the 
ministry is here, there seems to be a concern, and I guess 
where the concern lies is with the general public and those 


people who are victims of work accidents. I feel it would | 


be most appropriate, during a time allocation, if possible, 
to talk with the board about this whole— 





The Chair: You are referring to the Workers’ Com- | 


pensation Board? 
Mr Hope: Yes. 
The Chair: That is on the dates of September 16 or 17. 
Mr Hope: Yes, within that time frame. 


The Chair: Your request is duly noted. Mr Wilson, 
you have another request? 
Mr J. Wilson: Yes, a request for information. Perhaps 





counsel could provide us with the evidence or the reason- | 
ing behind the review committee’s decision to limit, as we | 


are hearing from testimony today, the scope of practice to 
diagnose functions. 


The Chair: You will have an opportunity to discuss it | 


with Mr Schwartz directly on September 16. 

Mr J. Wilson: I am sure there must have been docu- 
mentation provided to the review committee, and perhaps 
we could come to our own conclusions, since we are being 
asked to settle this at this committee. 

The Chair: For your information, again I would just 
state that Mr Schwartz himself will be here on September 16. 

Mr J. Wilson: Prior to his arrival I would like to have 
the opportunity to review how this decision came about, if 
that is possible. 

The Chair: I will just leave that on the record. 

I want to thank you for your presentation. 

Ms Koch: Thank you, Madam Chair. If I could just take | 


| 


one moment, we realize that time is very tight and we thank | 
you for the opportunity to be able to address some of our very | 
important concerns with you. I want to just note that we have | 


a number of other equally important concerns and we would 
be happy to discuss them with you any time, anywhere. 


The Chair: I would suggest that if you have any addi- 


tional information during the course of these hearings, you | 
feel free to communicate in writing through the clerk or 


any member of the committee at any time. 
The committee recessed at 1204. 
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AFTERNOON SITTING 


The committee resumed at 1400. 


ONTARIO HOSPITAL ASSOCIATION 
The Chair: The standing committee on social devel- 


_ opment is now in session. I would like to call on the On- 

_tario Hospital Association and ask that you come forward. 

You have 20 minutes for your presentation. I would ask 

that you begin by introducing yourselves, and also, if you 

_ would, leave a few minutes at the end of your-presentation 

for questions from committee members. I would ask that 
you begin your presentation now, please. 


Mr Birkness: Thank you for allowing us to make a 


_ presentation to you this afternoon. My name is Brian Birk- 
ness. I am the chairman of the board of the Ontario Hospital 
_ Association. With me is our senior legal counsel, Carolyn 
_ Shushelski, who will help me with this presentation. Also 
_ with us are Gordon Cunningham, the president of the Ontario 
_ Hospital Association, and some of our staff members. 


We at the Ontario Hospital Association are pleased 


today to have the opportunity to share with you our obser- 


vations and recommendations regarding this legislation, 


which charts new directions in the field of health. Our 
association is supportive of the Ministry of Health’s and 


the Legislature’s efforts to define and reform the regula- 
tory framework for health care professionals in Ontario. 
Members of this committee will be aware of our keen 
interest in the development of this legislation through three 
governments and nine submissions on the part of OHA 
since 1982. Committee members have copies of our sub- 


mission, including an executive summary, and our recom- 
_ mendations regarding the Regulated Health Professions 


Act and the health professions acts. 
This legislation is of vital importance to us not only 


_ because of how it impacts on the role of health care profes- 
_ sionals but also because of its potential influence on how 
hospitals will operate in the future. As you personally have 
_ observed in the past, this type of legislation will have a 
_ tipple effect on other legislative initiatives such as the Pub- 
_ lic Hospitals Act review. This review is critical to the func- 
_ tioning of health professionals in the hospital. Issues under 


| consideration include who can write orders for treatment 
and diagnostic procedures, who can admit patients and 


register outpatients, and which professions will have the 


_ tight to apply for hospital appointments and privileges. 


Another area of concern to us in the proposed new 
legislation is imposing personal liability on directors of 


corporations. This will profoundly affect the willingness of 


directors to serve on hospital boards. OHA cannot support 


_ such a provision. 


Like many of the organizations involved in health care 


| in Ontario, the OHA believes the safety net clause, the 


former section 27.04, would, if reintroduced, have far- 


_ reaching implications not only for the health care commu- 


nity but for society as a whole. In our view, the potentially 


_ negative impact of such a provision would outweigh any 


existing need for the section. We submitted our comments 


on this matter several months ago to the Minister of 


Health. You will find a copy of the letter in appendix A of 
our submission. We are heartened to see that the Minister 
of Health agrees with our position and has not included a 
section similar to 27.04 in the proposed legislation. 

Our observations on the legislation and other matters 
are outlined more fully in our brief, but for the purpose of 
our discussion today we would like to concentrate on three 
major areas of concern: delegation of controlled acts, diag- 
nosis and privileges. 

Carol Shushelski, the Ontario Hospital Association’s 
senior legal counsel, has made a thorough study of the 
proposed legislation and will summarize OHA’s concerns 
and observations for the committee. 


Ms Shushelski: Members of the committee will under- 
stand that we have a special interest in that section of Bill 43 
which deals with the delegation of controlled acts. First of all, 
we are pleased that nothing in this proposed legislation will 
change the current situation, which permits the board of a 
hospital to decide which acts, from those permitted to be 
delegated, will be delegated by one health care professional 
to another health care professional within that hospital. 

We are, however, concerned over how controlled acts 
are approved for delegation. Requiring the passage of a 
regulation for the delegation of each act would result in 
unwarranted delays. Due to the shortage of physicians, in 
many instances nurses and other health care professionals 
perform acts in the practice of medicine to ensure the de- 
livery of quality care. This is made possible through the 
delegation process. It is crucial that determining which 
acts may be delegated be as simple and responsive as pos- 
sible. In our view, the delegation of acts should not be the 
subject of regulation. Instead, it is our recommendation 
that the established and existing practice of co-operation 
among the colleges, the Ontario Medical Association and 
the Ontario Hospital Association continue to be the mecha- 
nism by which delegation of controlled acts by or to mem- 
bers of a health care profession is determined. 

The proposed legislation must also be amended to ac- 
commodate existing realities. One of the problems facing 
remote areas of Ontario, especially the north, is the short- 
age of physicians not only to perform the medical acts 
themselves, but even to delegate them. As part of the dele- 
gation process, physicians must teach the act to nurses and 
other health care professionals, train them, and examine, 
certify and recertify them on a regular basis. For example, 
some acts within the practice of medicine are performed 
by nurses, acts traditionally within the jurisdiction of phy- 
sicians and requiring a high level of training and skill. 
Their services are particularly invaluable in those afore- 
mentioned areas where the shortage of physicians is acute. 
We draw this to your attention as consideration should be 
given to how the new legislation will recognize the role 
some nurses play in the north. 

On that point, I would like to make one comment with 
respect to the recent addition of authorized acts for nurses. 
We note that nurses may now perform a “prescribed proce- 
dure below the dermis or a mucous membrane on the order 
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of a qualified person.” We recognize that this is one way of 
going beyond the process of delegation; however, I think 
more consideration needs to be given as to how this would 
be implemented. 

We have serious reservations regarding the diagnosis 
clause as it is proposed in the Regulated Health Profes- 
sions Act. Communication by any health care professional 
to patients is critical to the delivery of high quality health 
care. Specifically, we are concerned that subsection 26(2) 
of the act as it is now worded could seriously inhibit commu- 
nication between health care professionals and their patients. 

The section states in part, “Communicating to the indi- 
vidual or his or her personal representative a conclusion 
identifying a disease, disorder or dysfunction as the cause 
of symptoms of the individual in circumstances in which is 
it reasonably foreseeable that the individual or his or her 
personal representative will rely on the conclusion.” We 
strongly oppose the linking of communication with diag- 
nosis. Communicating with a patient is at the very founda- 
tion of effective health care delivery. If the provision 
remains linked to the diagnosis, health care professionals 
who do not have the authority to diagnose as an authorized 
act of their profession may avoid discussion with patients. 
This includes nurses, physiotherapists, respiratory thera- 
pists, pharmacists, chaplains, social workers and others. 
Fear of violation of the act will cause health care profes- 
sionals who cannot diagnose to avoid discussing with the 
patient his or her disease, disorder or dysfunction. As it 
stands, the utterance of the diagnosis by a person other 
than the physician or other health care professional author- 
ized to diagnose would be an offence under the act. 

With respect to the act of diagnosing, we recommend 
that the focus be related to the process of diagnosing and not 
to the utterance of the words. We therefore recommend that 
the section focus on making a conclusion or identifying a 
disease rather than on communication to the patient or his 
or her representative. We are heartened that the minister 
recognizes the problem and is looking for advice from the 
committee on wording that will make it possible for practi- 
tioners to communicate as fully as is desirable with patients. 
1410 

Finally, I wish to speak about the legislation’s impact 
on self-employed health care professionals seeking access 
to hospitals. Existing legislation under the Public Hospitals 
Act and regulations provides that only physicians and den- 
tists can apply for an appointment to either the medical or 
dental staff of a hospital. It is also a requirement under 
existing legislation that all inpatients be admitted on the 
order of a physician and that all outpatients be registered 
under the authority of a physician on the medical staff of a 
hospital. Legislation requires that orders for treatment or 
diagnostic procedures in a hospital be in writing by the 
physician or dentist giving the order. Physicians are there- 
fore very much the gatekeepers to hospital care. 

There is now a strong body of opinion, both inside and 
outside the hospital field, that changes should be made to 
provide other self-employed professions with the opportu- 
nity to practise within hospitals. Some of the newly self- 
governing professions believe they should be able to 
practise in the hospital setting without necessarily referring 
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patients to or receiving referrals from a physician. Some 
professional groups, including midwives, have indicated 
an interest in seeking privileges to practise within hospi- 
tals. Some professional groups wish to have access to out- 
patient care facilities of hospitals and wish to be allowed to 
write orders for treatment or diagnostic procedures without 
physician involvement. 

On the other side of the issue is the consideration of 
whether every patient and outpatient should have a physi- 
cian overseeing his or her care. The outpatient issue is 
difficult. On one hand, a more flexible approach to access 
by various health professions to the outpatient clinics and 
departments should be considered. However, professionals 
who are not employees go through a stringent appointment 
process in order to determine what privileges, if any, they 
may be permitted at the hospital. This includes privileges 
in respect of admission to hospital and access to and use of 
outpatient facilities. 

Should such a process of credentialling and delineating | 
privileges continue just for dentists or physicians? Should | 
the process be expanded to include other health profes- | 
sions? Should the whole system be relaxed to permit any | 
health professional access to and use of the hospital facili- | 
ties by virtue of the professional holding himself or herself | 
out as a particular professional? | 

Any change in existing practices in the hospital setting | 
in respect of patients and outpatients must be given careful | 
consideration in order that all aspects of these issues and | 
questions be fully examined. In that respect, the OHA | 
wishes to make the following points: | 

The authority to determine who within a profession | 
may be granted an appointment and privileges at a hospital | 
and who may have access to register outpatients should 
remain with the hospital board. 

A hospital board must maintain the right to grant or | 
reject, through its established process, application for ap- | 
pointment and reappointment according to its needs. It | 
must also determine the extent of the privileges within the | 
defined scope of practice of each health professional. | 

Decisions on whether midwifery service or any other | 
service should be provided in a particular. hospital, and | 
how it should be provided, should be made by individual | 
hospital boards based on local considerations. 

Within the defined scope of practice of midwifery or any 
other health profession, each hospital should have the right | 
to establish its own policies, protocols and procedures with | 
respect to the provision of that particular service. 

That concludes my presentation on behalf of the Ontario 
Hospital Association. I will now turn back to Brian for | 
concluding remarks. 


Mr Birkness: Members will note that besides the oral | 
presentation, our brief contains a number of recommenda- | 
tions and observations in such important areas as regulation | 
of health care providers, registrars’ powers of investigation, | 
quality assurance committee, orders for treatment and di- | 
agnostic test. | 

Members of the Ontario Hospital Association are very | 
aware of our responsibilities to the people of this province | 
in providing the best possible health care. We are also | 
aware that the watchword is teamwork, that everyone | 
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charged with the responsibility for health care must work 


in partnership in order to meet the challenges ahead. We 


want to assure the members of our continued co-operation. 
Now we would be happy to answer any questions. 

The Chair: Thank you very much for your presenta- 
tion. All members of the committee have received the full 


presentation as well as the verbal presentation. I have a 


question; Mr Beer. 


Mr Beer: Thank you for your submission. I know you 
said with respect to the safety net clause that it is outlined 
in appendix A of your submission, but I wonder if just for 
the record, because this is an issue that has come up and I 
know will come up again, you could summarize the reason 
you think it is better that clause not be there. 


Ms Shushelski: We considered this very carefully at 


the OHA because we understand that the intention with 





| 
] 


respect to that clause is to protect the public. We also noted 
in reviewing the remarks in the original review from 1989 
that it was intended that the protection of the public was to 


_be attempted to the extent possible, and we tried to keep 
that in mind. One of the concerns that we had was that it 
- would in some way inhibit persons who were not regulated 
_ professionals from providing care or treatment or advice to 
_ friends, family, good Samaritan acts. 


Now, we do recognize that the controlled acts have 
been very well set out, and that there are exceptions and 
exemptions whereby you can treat someone in an emer- 
gency, members of the household. But our concern is that 


_ with respect to former section 27.04, it was much broader 


than the legislation itself was focusing on, and we were not 
comfortable. We did not feel assured from the way it was 
worded that it would not inhibit persons from coming for- 
ward to help others; a mother, for example, applying a 
Band-Aid, perhaps a hot-water bottle, things that it may 
never have been the intention of the legislation to inhibit. 
A volunteer, someone in the community, who wanted to 
help someone, care for them and advise them—would they 
feel somehow inhibited, would they feel stifled? We felt 
that if that clause were to be introduced, and in our brief, 
we make the point in some detail, there would have to be 


- recognition that individuals in the community would care, 


| 
] 


treat, advise, and the degree to which persons would be 
able to do that would have to identified for those particular 


categories of individuals. 


Mr Owens: One of the issues that has been flagged in 
front of the committee, especially by nursing groups and 


_ nurses themselves, is the issue around standing orders. As 


{ 
} 


an employer representative, have you ever been in a situa- 


_ tion to advise an employer when a physician has refused to 
~ sign retroactively a standing order where a nurse has taken 
action to perform a procedure? What advice would you 
_ give an employer in that situation? 


Ms Shushelski: The first question, have I ever been 


asked? I am not aware of a physician ever refusing to sign 


an order for which he set up originally. What happens with 
standing orders is—and you are probably aware—that the 
hospital, as well as the physician, all the parties involved, 
are very Clear about what will be a standing order. 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-427 


What I advise is whenever you have a standing order, 
and this is the advice I give, even before you go ahead 
with the standing orders—you know what they are; they 
are written in front of you—is that a confirmation is neces- 
sary over the telephone, whatever, if possible with the phy- 
sician so that you are confirming it, and then he or she 
signs the order upon arrival at the hospital thereafter. 

As far as a physician refusing to sign an order for 
which he has already set up, I have just never experienced 
that happening. But certainly, if the nurse did not follow 
the standing order as it is set out, then I think the physician 
has a right to question why he should sign an order that 
someone has not followed appropriately. 


Mr Owens: There seemed to be an issue around the 
physician second-guessing the nurse in terms of whether 
the procedure was, at the time, warranted. In the nurse’s 
judgement, it was, and the physician apparently felt that it 
was not. So this is the issue that has been flagged in front 
of the committee. 


Ms Shushelski: My understanding of a standing order 
is that these are already written out very clearly as to what 
happens in this particular situation. I am not clear as to 
how the physician would be second-guessing the situation. 
If the patient is arriving and is going to the operating room 
for an appendectomy the next day, it is quite clear what has 
to happen. The orders are generally set up that you do 
certain blood work, urinalysis. It is quite clear. 


Mr Owens: Maybe in terms of saving the committee 
time we should get together with the Ontario Nurses’ As- 
sociation and talk about some of the issues they have had 
with respect to problems without standing orders. 


The Chair: I have mentioned to other groups and or- 
ganizations such as yourself who have brought forward 
excellent presentations that if there is any additional infor- 
mation based on some of the questions—I know you will 
be monitoring the proceedings through Hansard—if at any 
time you feel there is information that the committee 
should have which would be helpful, please feel free to 
communicate with us in writing through the clerk. 
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REAL WOMEN OF CANADA 


The Chair: I would like to call now on REAL Women 
of Canada. Please come forward. I would ask that you 
begin your presentation by introducing yourselves and ask 
if you would leave a few minutes at the end of your pre- 
sentation for questions from committee members. 


Ms McNamara: My name is Lorraine McNamara. I 
am a legal secretary and a mother of six. Mary Fay here 
wears a lot of hats, but she is a registered nurse. I am not 
sure if you have a family too, Mary. 


Ms Fay: No, I am not married. 


Ms McNamara: Not married? Well. Mary and I are 
REAL Women, but we have just met for the first time this 
minute. As evidenced by our presentation to the Task 
Force on the Implementation of Midwifery in Ontario in 
October 1986, and I have attached a copy to this presenta- 
tion, REAL Women of Canada has serious concerns with 
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respect to the training, responsibilities and rights of mid- 
wives in Ontario. 

We have no quarrel with the intent that midwifery be 
given professional status. The occupation of midwifery is 
respected worldwide. We welcome the establishment of an 
official College of Midwifery. However, recent tragic 
events in which apparently unqualified midwives acted in 
both BC and Ontario resulted in the death of babies. That 
does point up very strongly the need for some kind of 
control. 

However, the College of Midwifery, which is to be a 
regulatory body coming into existence under Bill 56 at the 
same time as passage of Bill 43, we understand, is to be 
self-regulating. The final decision has not yet been made 
with respect to prerequisites for membership in the col- 
lege, although apparently the Interim Regulating Council 
on Midwifery has decided that a nursing diploma will not 
be necessary. It is expected that some form of post-second- 
ary school education, possibly university-level, will be re- 
quired and entry may be direct into the college. There is at 
this point no midwifery training program in existence. This 
has not been decided yet. 

The objection of REAL Women to the passage of Bill 
43 with respect to midwifery is simply that there is no 
track record on which to base the right of self-regulation 
for the proposed College of Midwifery. By track record we 
mean there is not a sufficient history of midwifery in Can- 
ada to provide the necessary knowledge and hands-on ex- 
perience to justify setting up a college independent of the 
established medical professions. 

REAL Women believe in the future of midwifery in 
Ontario. For example our national president, Judy Ander- 
son, told me she was delighted to have the assistance of a 
midwife before her last baby, and the midwife was at the 
hospital with her for the birth and gave a lot of helpful 
assistance following the birth. 

I was not going to mention this, but I might tell a little 
anecdote which is personal. My last baby, number six, was 
born in hospital, and while I was waiting in the labour 
room the nurses approached and they said: “You seem a 
fairly relaxed mother. Would you let us test this new moni- 
toring equipment we have? The salesman is here and he’s 
trying to show us how it works.” So they had me belted up 
and they had the machinery there and all the little blips 
going and the poor salesman was having a dreadful time 
demonstrating. Finally one of the nurses looked at me and 
she just looked at my face and finally she said, “Whoops, 
the baby’s here,” and that was it, out of the room for 
everybody, the baby was here. She was a nurse-midwife. 
She delivered the baby. It was the nicest delivery I have 
ever had. She was super. So my personal experience with 
midwives is very, very positive. 

A review of the other professions which would be 
granted self-regulatory powers under Bill 43 indicates that 
most of them have long-established colleges or associa- 
tions which have over the years developed strict accredita- 
tion requirements. For example, a dietitian must complete 
a four-year bachelor of science program and serve a one- 
year internship; a physiotherapist must complete a bache- 
lor of science program plus further qualifying training; a 
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chiropractor must obtain a bachelor of science degree with 
high standing plus three years at chiropractic college and a 
one-year internship. 

It has not yet been decided exactly what prerequisites 
would be required for midwifery except that, unlike the 
British system, a nursing diploma will not be required. I 
would mention here too that midwives will be authorized 
to perform and repair episiotomies, give injections and em- 
ploy invasive procedures. All of these are medical proce- 
dures. We pose a question: Had professions such as 
chiropractic or dietetic requested self-regulatory powers 
before their associations had established credible records, 
would these powers have been granted? Probably not, yet 
neither chiropractors nor dietitians are likely to encounter 
the sudden life-and-death situations which inevitably will 
be faced by some midwives. 


It is understandable that no profession would willingly 
suffer negative publicity or even the possibility of a law- | 
suit, which could happen if one of their members is found | 
to be incompetent. There is a strong temptation for these | 


people to cover up situations like that, and just recently the 
doctors have been seriously criticized because they were 
not dealing with complaints about sexual abuse of patients. 
It has been felt that they were not dealing with it properly. 
A recent task force headed by lawyer Mary Lou Mc- 
Phedran made several startling recommendations, one of 


them that the complaints and discipline committee of the | 
College of Physicians and Surgeons be loaded with mem- | 
bers of the public. That would result, in certain instances, | 
in the college being put under the control of non-medical | 
people and that would mean they were not self-regulatory | 


in that instance. If the right of self-regulation by a highly 
respected profession in matters dealing with sexual abuse 
of patients can be challenged, surely this committee should 


question the self-regulation of a not-yet-established col- | 





; 


| 
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lege, some of whose members may very well face life-and- | 


death situations. 


The proposed College of Midwives would indeed be 
self-regulating. The council is to be composed of up to 10 | 
elected midwifery college members and up to only five | 
government appointees. This council will in turn appoint | 


members to the following committees—I will not go | 


through the makeup of them—executive, registration, 


complaints, discipline, fitness to practise and quality assur- | 
ance. In all of these, if you have noticed from our presenta- | 
tion here, the ratio is very much in favour of the college | 


members, so they would be self-regulatory. 


It should be noted that nowhere in Bill 56 is it indi- | 


cated that medical backgrounds would be required for 


council members. Especially with respect to the council | 


members who are to be appointed by the government, it 
leaves the door open for the appointment of political activists 
who may not be at all competent in medical matters. 


In Canadian law today, while the mother is protected | 


against bodily harm, there is no protection for the unborn 
child. Until a baby is free of the birth canal and breathing, 


he or she has no status as a person under Canada’s criminal | 


law. The recent Sullivan and Lemay case, in which two 
midwives were found to have been at fault in the death of 


a baby whose head was free of the birth canal but who was | 
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; not yet breathing is a frightening example of this fact. This 
‘situation is not unique. There was a similar tragedy re- 
cently in Ontario. 

Because there is no law protecting the life of an unborn 
child, this Legislature must make every effort to ensure the 
safety of its littlest citizens. It follows therefore that the 
|profession of midwifery must be competently controlled 
and scrutinized. 

REAL Women of Canada respect the profession of 
| midwifery and agree that a College of Midwifery should 
be instituted in the province of Ontario. However, since 
\there is no existing midwifery organization in Ontario 
\which has proved over the years that its members are well 
‘trained and competent, we do not believe the proposed 
| College of Midwifery should become self-regulating upon 
its inception. We suggest instead that until such time as 
graduates of the College of Midwifery have been in prac- 
tice long enough to assess their capability as midwives, 
supervision of the college should be placed with experi- 
-enced medical organizations such as the Ontario Nurses’ 
Association or the College of Physicians and Surgeons of 
‘Ontario. 

1430 

The Chair: Thank you very much for your presentation. 


Mr J. Wilson: I too want to thank you. What do we do 
with the midwives who are currently practising, though? 


Ms McNamara: There were probably recommenda- 
‘tions made by the interim committee that has been studying 
it. If one of the recommendations was that they would, say, 
have to have a university degree, that might be a problem 
‘right there. I do not know how they were solving it. I 
would say that they would need training. Again, I would like 
| to see the training come under the medical establishment. 
In Ontario there is really no excuse for not getting at least 
_a nursing degree if you are going into midwifery. Nobody 
‘is denied an education here. It is not like many parts of the 
| world where this is the only thing available. If a person 
cannot handle a basic nursing degree, the first level, then I 
‘would question the competency of the midwife. I do not 
‘think, by the passage of this act, that it is going to make it 
‘illegal. Is it? That I do not know, but the same problem 
would arise even with the establishment as it is set up here. 
Alot of those who are practising probably would not qualify. 


| Mr J. Wilson: Perhaps the parliamentary assistant 
would like to comment on the suggestion here that we hold 
off establishing a college, because I think there is more to 
this. 
The Chair: Mr Wessenger, would you like to comment? 
Mr Wessenger: I will turn that over to staff. 


Ms Bohnen: The recommendations of the task force 
on the implementation of midwifery clearly recommended 
‘that midwifery be a self-regulating profession. The same 
criteria which were used by the Health Professions Legis- 
ation Review to consider whether other health professions 
should be self-regulating were applied to midwifery. The 
criteria were satisfied. We do have practising midwives. 
Ontario will be establishing an educational program for 
midwives, as well as an integration program for existing 
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practitioners. I do not believe this government or the previ- 
ous government could consider other than the proposals 
that you see before you. 

The Chair: Question, Mr Owens. 


Mr Owens: My question is of two parts and the first 
is to the parliamentary assistant. My understanding is that 
one of the recommendations of the Interim Regulatory 
Council on Midwifery is to establish the baccalaureate as 
the entry to practise, with a time period set up to bring 
people up to speed. Is that not true? Is that not what we 
heard this morning? 

Ms Bohnen: There are going to be two programs. 
There will be a basic four-year educational program for 
people who do not have previous qualifications or experi- 
ence in midwifery or a related health science, so it will be 
for high school graduates choosing a university program. 
In addition to that there will be a pre-registration or inte- 
gration program for currently practising midwives who 
have experience and qualifications in midwifery but need 
to be examined to ensure that they are competent to pro- 
vide safe and effective midwifery care. 

Mr J. Wilson: Just a quick comment. One of the in- 
tentions of the legislation is to open up the practice of 
medicine specifically to women who up to this point have 
been relegated to second-class status in the health care 
professions. The question I have is that you make a com- 
ment about midwifery not having a track record on which 
to base self-regulation. I would propose that midwifery has 
been around for a lot longer than many of us sitting in this 
room and I am not sure where you draw the basis to make 
that statement. 

Ms McNamara: As an association; I have no problem 
with midwifery. I agree, but at this point to actually make 
it a self-regulating organization, without even having the 
college functioning for a period of time to prove that they 
are doing a good job, I just do not think is sensible. I do 
not have a problem with midwifery. Mind you, I do not 
think you take it as lightly as all that. The births of my 
children have been relatively easy, but a lot of people have 
problems and I think it is a fairly serious thing. There is 
always the crisis situation, and whoever is the midwife has 
to be ready for that. 


Mr J. Wilson: I would further suggest that the medical 
establishment that you feel should do the training—I think 
a lot of women have had problems with the attitudes and 
the activities that are going on. Just recently the College of 
Physicians and Surgeons of Ontario and its task force on 
sexual abuse have proved that there are difficulties within 
that establishment, and maybe it is time to move out. 


Ms McNamara: I have a little more confidence in our 
medical establishment than that and I believe there can be 
a coming together of the midwives and the medical estab- 
lishment to establish standards. I am not saying they will 
not be self-regulating eventually; maybe down the road. I 
just want them to establish themselves first for a reason- 
able period of time and have everything set up and then 
ask for self-regulation, just not right now. I do not think 
any organization which is not even in effect yet should be 
self-regulatory right off the bat. I should not say “I”; we do 
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not feel that way, and we are just trying to protect women, 
really. We think this is a reasonable and a sensible ap- 
proach to take and I cannot see why these two groups 
cannot get together. It almost sounds as if the physicians 
are on this side and the women are on that side, and that is 
not the case—maybe a few. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing before the committee 
today. As I have mentioned to other deputants, if at any 
time you feel there is additional information you would 
like the committee to have, please feel free to communi- 
cate with us in writing. Thank you very much. 


STEVEN GORING 


The Chair: I would like to call Steve Goring. Please 
come forward. Welcome to the standing committee on social 
development. You have 10 minutes for your presentation. 
The committee has received your written presentation— 
we are receiving it even as we speak. Please begin now. 


Mr Goring: Hello, my name is Steven Goring. I am 
pleased to be invited to present my views to you today. I 
am not here representing any organization; rather I am here to 
talk to you as a consumer of psychotherapy. Specifically, my 
concern is around the assessment or diagnosis clause 
which, if this morning is any indication, you have already 
heard a lot about. 

I have misgivings that if the legislation as it presently 
stands becomes law, the way psychotherapy is practised by 
most practitioners will become illegal. In order for me to be 
clear about my misgivings, let me first talk about two things: 
the psychotherapy session and how psychotherapy works. 

A typical session with my psychotherapist starts off 
with me talking about things that are occurring in my life. 
My therapist is meanwhile taking in information, empa- 
thizing with my emotions and looking for areas that I seem 
not to be aware of or that I skip over. This may lead to 
questions and, in turn, a dialogue in which there is an 
exchange of information and viewpoints. It is this ex- 
change that I fear is threatened. 

How necessary is this exchange to bring about a posi- 
tive outcome in psychotherapy? Something many schools 
of psychological thought would agree on is that the way 
we view any given situation is coloured by our preconcep- 
tions of how the world works. In my experience, the ex- 
change of viewpoints allows me to see a situation through 
the perspective of another. It is within the context of a 
strong, supportive client-therapist relationship that I can 
undergo this sometimes emotionally painful shift in per- 
spective that is the core of how therapy works. My 
therapist’s assessment of a situation is often the catalyst to 
this transformation. 

In order to illustrate how this could be legal, I have a 
couple of admittedly simplistic examples I want to share. 
Let’s say that recently I have been suffering from insom- 
nia. I tell my therapist I have been tossing and turning 
without being able to get a good night’s sleep and that in 
the morning I wake up exhausted and stiff all over. I attri- 
bute this to my uncomfortable bed and express my intent 
to buy a new bed in order to get a better night’s sleep. 
Later in the session, while talking about how the spark has 
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gone out of my life since the relationship I was involved in 
ended, my therapist ventures her assessment, which is that 
the insomnia, which can be labelled as a symptom, is 
caused by my depression, which could be thought of as a 
disorder, following the recent termination of the relation- 
ship. I rely on her conclusion and decide not to go out and 
buy a new bed. This example is in some ways almost 
comical and my therapist could cover herself by sensibly 
recommending that I also seek the advice of the doctor. 
But my point is that in giving her assessment, knowing | 
that I might rely on it, she has contravened the law. | 

Let me give another example. I complain of feeling 
anxious and assume that this is part of my constitutional | 
makeup. After exploring the issue with her, my therapist | 
mentions her assessment, which is that my present anxi- | 
ety—here, think “symptom”—is caused by a strong jeal-| 
ousy, which could be thought of as a dysfunction, around | 
my girlfriend’s starting a new job in which she has to deal | 
with a lot of men. Relying on the therapist’s conclusion, [| 
decide to stay in therapy and try to resolve my jealousy. | 
Again, I want to draw your attention to how my therapist 
has communicated a conclusion identifying a disorder or 
dysfunction as a cause of symptoms, knowing that I mag 
rely on the conclusion. 


1440 

I understand that the government is not interested in| 
putting psychotherapists, who are not MDs, psychiatrists | 
or psychologists, out of business. I realize that the intent of | 
the law is the needed and admirable goal of public protec- | 
tion and accountability. I think it can be justifiably argued | 
that the government is not going to go around prosecuting 
psychotherapists who are properly practising. However, | 
my concern is with the possibility that some psychother- 
apy client who is enraged with his therapist over some 
breach of empathy would sue his therapist for malpractice. | 
If this clause is passed as it stands, I suspect it will leave | 
psychotherapists, as well as other professionals, vulnerable | 
because of the ambiguity in whom and what it is aiming at. | 

I think consumers have a lot to lose if the reality of the | 
therapist’s vulnerability is brought home to the psychother- | 
apeutic community through a lawsuit by some disgruntled | 
client. Certainly I could see it having the effect of fewer | 
people being willing to enter or even remain in the profes- 
sion. This would mean less choice and greater difficulty 
for the consumer in finding a psychotherapist. 

Consumers will also lose if psychotherapists become 
more selective about whom they work with, screening out 
those who might be too difficult or risky to work with. | 

Finally, having a therapist hobbled by worrying about 
whether he is breaking the law each time he speaks is not | 
conducive to the client’s getting his money’s worth from | 
the therapy. I am concerned that even the thought of this 
legislation passing as it stands has a number of therapists I 
know worrying about their ability to continue practising. 
As a consumer, I want to acknowledge the invaluable ser- | 
vice that I have received from my time in therapy and I 
hope future consumers will have as much access to good | 
psychotherapy as I have had. | 

Thank you for your time, and I will be pleased to try to 
answer any questions. 
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_ The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing before the standing 
committee on social development today. 

Mr Martin: I also want to say thank you for coming. 

It is nice to hear from a consumer of health services in our 
province and to hear of your concerns around this whole 
- question of regulating those who deliver the service. 
You confirm a couple of things for me; one, that cer- 
tainly the consumer is not perhaps as confused or ignorant 
_ of the system that is in place as we assume, and that in fact 
_ we may be doing something sometimes in terms of setting 
‘up regulations that speak to a fear of those who would 
| misuse, rather than an excitement about the possibilities if 
we allow those who practise in good faith actually to do 
the job. I sense from you that to do what we are doing 
| regarding the diagnosis clause that we have here would in 
fact bring more confusion rather than less confusion. Is 
| that correct? 


_ Mr Goring: Yes. I think that any confusion it brings 
within the community of psychotherapists not covered by 
| the diagnosis clause would affect the consumer. I really 
_ support the thrust of this legislation, to try to get the char- 
_latans who are out there, but they get a lot of press and I 
‘thought it was important to present the other side too, 
which is that this legislation might catch a lot of good 
| people out there who are doing good work. 


_ The Chair: Thank you very much. We appreciate 
your appearing before us today. 


JANE CHAMBERLIN 


_.. The Chair: Is Jane Chamberlin here? Please come 
‘forward. You have 10 minutes for your presentation. We 
_ask if you would leave a few minutes for questions from 

the committee. Please be seated, and welcome to the stand- 
ing committee on social development. 


Ms Chamberlin: I am pleased to have the opportunity 
to appear today. I am present as a private individual, but 
one who has served as an appointed member to the Ontario 
College of Pharmacists for nearly six years, so I will speak 
“mainly to the issues of the effectiveness of public members 
on the college councils. 

I strongly support increasing the numbers of public 
representatives on the colleges. I would say, however, that 
the effectiveness of the public members is limited not only 
by their small numbers but by their personal skills. A pro- 
‘fessional representative, by virtue of his professional ex- 
‘pertise alone, has something to contribute to the work of 
the college. Only with intelligence, strong views and the 
confidence to express those views will an appointed mem- 
_ber be prepared to contribute meaningfully. If the Legisla- 
“ture increases public representation to just under half, 
without the ability—and I suggest that is currently the 
case—to recruit capable individuals, it runs the risk of 
creating large, unwieldy governing councils to no purpose. 
_ I wholeheartedly commend the current government for 
‘increased attention to the qualifications of proposed ap- 
/pointees. A very high level of competence among ap- 
_pointees will be required to provide a net benefit to the 
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colleges and to the public they serve if their representation 
is to be so markedly increased. 

In sum, I would recommend that the numbers of public 
appointees be increased beyond the levels proposed only if 
there is a strong commitment to ensuring their competence 
through the selection process and through effective orien- 
tation and continuing training programs. 

I would suggest a couple of possibilities for widening the 
possible scope of the talent pool for public representatives. 

First of all, as it stands, I think appointments are cur- 
rently limited to the rich, the leisured and those who are 
willing to make personal sacrifices to serve because of the 
demands on time and the low remuneration. I would sug- 
gest that in order to increase the likelihood of an employer 
allowing an employee to serve, and therefore getting repre- 
sentation from all those who are employed—obviously, a 
vast majority of adults—employers should receive a tax 
credit or charitable donation receipt to compensate for lost 
employee time. These enhanced benefits should also be 
extended to the individuals who serve, if the government 
feels unable to increase the levels of the honoraria. 

Members of the public service of Ontario are excluded 
from service, and while I understand the principle of that, I 
wonder if it has not been extended a little too broadly. 
Clearly, those who work for the Ministry of Health must 
be excluded, but it would be, one would think, relatively 
easy to persuade other public service employers that there 
was a benefit to having their employees serve. 

Committee representation: I feel very strongly about 
this. I think that this is one of the ways you can make the 
biggest difference to the effectiveness of public members, 
and that is, if you are increasing the number of public 
representatives on the councils of colleges as a whole, it 
makes no sense not to increase the representation on com- 
mittees, where the bulk of the work is done. It would only 
be as a member of college council that you would recog- 
nize that this serves to isolate public members. We never 
see how the other public members function except at meet- 
ings of the committee or the council—I mean those two 
terms interchangeably—so if an issue strikes you as per- 
haps having a particular public interest benefit or slant, it is 
often very late on before you pick up on that and you have 
no one who comes from that similar background to talk 
about as those issues are in committee. 

I would suggest that if you increase total representation 
to just under half, you mandate two public members on 
each statutory committee, and that if you increase it to the 
point that it is now in the legislation, you mandate an 
increased representation on the executive committee, and I 
would be delighted to talk to anybody about that further. 
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The terms of service: I think you will all recognize that 
on the college councils there is a tendency to think of there 
being two classes of members. That serves no one’s purpose. 
Once you are there, your job is the same, your task is the 
same. You come from a different background, but you have 
the same purpose. So continuing distinctions among those 
members only serves to continue to distinguish between 
two classes of members. I would suggest there is a strong 
benefit on the limitation of term, and I would suggest that 
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this benefit extends equally to professional representatives 
and public representatives. 

Finally, and I will read this verbatim, it is very difficult 
for any group, even a group of professionals, to understand 
that they are to elect a representative who will not repre- 
sent their issues. You all are imbued with the notion of an 
elected representative representing the issues of the people 
who vote for them. That is not the case on these colleges. 
They are sometimes there to act directly in contravention if 
the public interest contravenes the professional interest of 
the members, which it does not often do but which it occa- 
sionally does. It is very hard for those professional people to 
understand fully and to support fully the role of the colleges. 

Current election practice at the Ontario College of 
Pharmacists is two-year terms. This makes the members 
very sensitive to the fact that they have to be re-elected 
when they are dealing with dicey issues. 

There has been a very recent clear example of such a 
dicey issue. At the moment, this has meant that current 
members of the college council who voted, in the public 
interest, to remove the sale of tobacco from pharmacies 
have done so under the watchful eye of an electorate. At 
least four members who voted in favour of that move have 
now lost their seats and have been replaced with individuals 
whom the pharmacists feel will better represent their own 
interests. This is unfortunate, inappropriate and decreases 
the likelihood of effective self-government. You will note 
that it is not the council members who failed to act in the 
public interest on this case, it is the electorate. 

I would suggest that, assuming it is necessary to have 
an elected rather than an appointed council, the colleges 
should be strongly encouraged to extend the term of office 
to three years—I understand this is not directly before you 
today and it is an indirect responsibility on your part—and 
that once elected, a member who has fulfilled the rule 
requirements should be eligible for a one-term reappoint- 
ment by the council itself. 

Additionally, colleges should be encouraged to develop 
strong orientation programs for both professional and public 
members to ensure that they are fully aware of their role and 
of the seriousness with which the colleges attend to the duty 
to act in the public interest. I solidly expect that the College 
of Pharmacists will be actively engaged in developing a very 
strong orientation program under the current circumstances. 

Since my term ends in October, I will shortly be a 
retired public member. I would welcome the opportunity 
to assist or advise any group which has responsibility for 
increasing the effectiveness of public members on the 
councils of colleges of the regulated health professions. I 
thank you for the opportunity to be here today and wel- 
come your questions if you have any. 


The Chair: Thank you very much for your excellent 
presentation. 


Mr J. Wilson: Just a quick question. Are you envisag- 
ing then that the College of Pharmacists will have diffi- 
culty perhaps attracting people to fill the nine slots that 
will be filled by the Lieutenant Governor in Council? 


Ms Chamberlin: I would suggest that the appoint- 
ment process at the moment indicates, from the view of the 
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receiving body, that there has been limited success in at- 
tracting the kinds of people who are fully capable of ac- 
tively participating in the affairs of the college. While I 
support in principle the opportunities that would come 
from increasing public representation, if you have only | 
warm bodies in chairs, you are making a heavy, less func- 
tional body to no aim. 


Mr J. Wilson: I appreciate the frankness of your pre- 
sentation, because it seemed to me from the beginning that 
the decision to increase the lay members of councils was 
indeed a political decision. Having been a former assistant 
to the Minister of National Health and Welfare, I tell the 
government—and I have mentioned it before—it is darn 
difficult to find the hundreds of people you require for| 
these councils, with the enormous turnover, very often. | 

Having said that, the purpose, of course, is to try to give} 
better representation and balance to the public. I certainly 
appreciate your comments and welcome your research. 
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Ms Chamberlin: The interests of social justice asidal 
and the interests of the effectiveness of the body being my! 
motivation, I would suggest that representation can be} 

achieved, but it should not be achieved at the expense of, 
effectiveness. You can encourage effectiveness by contin-| 
ued training of professional and public representatives in 
their role. You are going to have huge numbers to find| 
when this legislation goes through. 


Mr J. Wilson: I absolutely agree. Is there any training 
in place? 

Ms Chamberlin: Yes, there is. The ministry, since the] 
days of Murray Elston, has initiated a two-day workshop 
for public members. It is good, it is well intentioned. It is} 
not adequate, and it certainly will not be adequate with the! 
multiple new members. | 

Aside from the training, you need to be able to draw) 
from a better pool. You have retired people, homemakers, 
wealthy people and people who are dedicated to public) 
service who are willing to sit on these bodies and who) 
have the combination of time, skills and understanding of} 
the processes. You have to have a gutsy person in the chair} 
to get up and running quickly and feel capable of dealing) 
with professional issues. There are lots of people who} 
never make it to that level of confidence that they can 
essentially argue or that their view is as valid as the profes- 
sional members’ view in a self-governing body. You need 
more bodies to do that; that will help, but you need more 
capable bodies too. 


The Chair: Thank you very much for your presentation. 
We appreciate your appearing before the committee today. | 
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NORMA McLAUGHLIN 


The Chair: I would like to call Norma McLaughlin. 
Welcome to the standing committee on social development.’ 
You have 10 minutes for your presentation. I would ask 
you to address the committee now and leave some time for 
questions, if you would. 


Ms McLaughlin: I appreciate this opportunity to 
make a presentation regarding the diagnosis clause. | 
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__ My presentation is based on candida albicans, from 
‘which I suffer, along with thousands of other people, and 
‘the kind of help and care I received from the medical 
profession and alternative care people. 

What is candida? It is yeast. We all have yeast in our 
‘bodies, the good and the bad yeast. If the bad yeast over- 
_comes the good, an imbalance results in yeast overgrowth. 
‘It becomes a fungus and is called candida albicans. 

You often hear Epstein-Barr virus—chronic fatigue—or 
myalgic encephalomyelitis, or ME—it is better for me to say 
ME; I cannot pronounce that word—mentioned along with 
candida. Herpes zoster virus, which is shingles, enters our bod- 
ies via chicken pox. Later on in life, we sometimes break out in 
shingles from the virus when our immune system is low, which 
/ means we have a candida problem. You can have a problem 

long before you get full-blown candida albicans like I have, 
and most of the time you do not know you have it. Herpes 
EB and herpes mononucleosis are activated by the candida. 
ME is supposed to be worse than Epstein-Barr virus. I do not 
_know for sure, because I have never seen anything in print, 
and IJ think EB is much worse than mononucleosis. I have 
slight bouts of herpes zoster—shingles—and brain damage 
caused by the toxins from candida, which makes it difficult 
for me to write. I have a constant upset stomach, which is 
very common to people with a candida condition, severe 
constipation and athlete’s foot. 
I became aware of failing health in 1989 with the fol- 
‘lowing symptoms: Frequent and urgent urination, acid 
stomach, feeling of lethargy and loss of appetite. Also, I 
was not too constipated at that time. I was starting to have 
‘trouble and could not quite understand why. I realize now 
that it was a candida problem. 


I consulted my own physician. He ordered an ilfrasound, 
which showed a small hernia. That was not much help. Then 
another doctor in town ordered a barium enema. I did not 
bother with it because I did not think it would help. 
Anti-aging program: I heard about a doctor conducting 
an anti-aging program in Toronto. I decided to try that. He 
tested my urine, stool, blood and everything and put me on 
the program. I was on it for some time and did not seem to 
be getting any better. I developed athlete’s foot and he 
knew I had candida. Blood tests, etc, were ordered again. 
| He prescribed an antifungus drug, Nystatin, and a diet 
_ of water and vegetables. I could not eliminate the debris 
_ caused by the antifungus drug when it killed the yeast, and 
I became severely constipated. I called the doctor in To- 
ronto and he advised colon irrigations, of which I had 
_ several, but did not feel much better. 
| As soon as I found out I had candida, I told my own 
_ doctor on the advice of the Toronto doctor. My doctor said to 
me, “That is a lot of horse manure, this candida thing.” A lot 
of doctors do not believe there is such a disease. He pre- 
\ scribed stool softeners, which were not any help at all. It is 
_ written in this book that I mention here, The Silent Killer, that 
you have to be very careful when you are prescribed this 
antifungus drug. A lot of things can go wrong and some 
tragedies happened. This book was written in 1988. The 
_ medical profession, both psychiatrists and medical doctors, 
_ issued statements to the press that it was all in our heads. 
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This caused a lot of hardship for some people because 
their families and friends turned against them. They did 
not believe there was such a disease, because we were 
half-sick and half-well, the walking sick. Some of us were 
able to get around; others were unable to walk very much, 
suffering from Epstein-Barr, which attacks the muscles. 
Some people seem to have Epstein-Barr with candida sec- 
ondary, which is the worst. I am the other way around. 

The chiropractor, homeopath, acupuncturist—that is 
one person. Also, I was advised from another patient suf- 
fering from candida to see this care giver because he 
helped her. He had a good knowledge of candida, was very 
understanding and helpful with his advice. 

His tests on a computer showed that none of my systems 
were working—digestive, kidney, etc. He gave me laser 
acupuncture treatments for all systems and I improved, put 
on a little weight and was able to eat. I still need a further 
treatment. He only does one thing, so I sought the treat- 
ment of a naturopath. He gave me a computer test of the 
whole body, and the printout showed the debris was 
lodged in my colon, especially in the ileum. He believed in 
building the body to fight the disease and did help a little, 
but he was not candida conscious and did not know how to 
remove the debris. He did do a lot of good for my kidneys. 
He reduced my acid from 300% to 100%. 

Iridologist: I went to her because I thought she would 
test me for allergies. She confirmed there was debris in the 
right colon and wanted to administer some herbs and put 
me on a fast, but I declined because I did not think she was 
the person to do this. 

Another naturopath: Thinking it would help, I tried to 
find someone who knew about hydrotherapy, which is 
water treatment. I had read about this in different maga- 
zines, in different literature, but she did not know much 
about it, except to use hot and cold compresses. She ad- 
vised me to eat as many green, steamed vegetables as 
possible to go through my intestines. My bowels moved, 
but I still was not satisfied and did not feel well. 

In the spring, I drank a mouthful of hydrochloric acid by 
mistake. I was rushed to hospital, where they gave me first aid, 
ran an IV and also took an ultrasound. The doctor who did 
the ultrasound reported to my doctor that there was an 
awful lot of stuff in the right colon. My doctor also noted that 
my stomach was hard, but did not know what to do other 
than prescribe some suppositories. They were no use at all. 

Colon irrigation: I phoned around and found an RN 
who does colonics. I called her and told her how badly I 
was impacted. She told me she had a lot of experience and 
could help. She found that my transverse colon was all 
impacted, which probably accounted for my stomach 
being hard. I have had a month of treatments, colon irriga- 
tions. She has made a study of my case. She ordered hot 
castor oil compresses three nights a week for an hour and a 
half, followed by some olive oil to drink on the fourth day, 
and drinking lots of water. She has been successful in re- 
moving quite a bit. It should take possibly another three 
months to get it all out. 

Between her and the acupuncturist, I feel I am getting 
good care, along with the knowledge I have gained from 
studying my own case, but I should have a stool, blood and 


S-434 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 





14 AUGUST 1991 





urine test. At an appointment with my doctor, he took my 
blood pressure, weighed me, did not listen to a word I had 
to say about my colon, and stood up for me to leave. In a 
few minutes, I was outside his office and had not told him 
about these tests. 

This is my story. We have an association in Colling- 
wood of these people. There is also one in Orangeville, 
Orillia and Owen Sound, probably in every town if you 
went to it, lots of them in the city. There is story after story 
of doctors rejecting them when they cannot diagnose this 
candida, which also leads to Epstein-Barr. Some are worse 
off because they do not study their own cases or consult 
other care givers. Some are prescribed tranquillizers by 
doctors, which is the very wrong thing to do. 

I found that in different books. This book, Candida 
Yeast Infection: The Silent Killer, by Rupert Bebee of the 
Healthology Association of Canada, has input by several 
doctors. I got a lot of information by it. He thinks alterna- 
tive care and the medical profession should work together. 
Both are needed. 

The last paragraph is my own comment and is not from 
the book. The medical profession has come out badly on 
this disease. They feel confronted. It is a complicated dis- 
ease and they do not want to get involved. Each patient 
should study their own case and be equally responsible. 
Each is different because we are all different with different 
biochemistry and different constitutions. I have studied 
three books by medical doctors, three books by naturo- 
paths, and use the knowledge from both. 

I am satisfied with my alternative care givers, but I also 
need a medical doctor. Finances have been very stretched for 
me. I have paid all my own way to go to the other care givers 
and I have had to rent rooms and do other things to get by. 
There is one thing that both these doctors can do who found 
my colon is impacted, and that is give me a colostomy. 

The Chair: Thank you very much for your presentation. 
The committee appreciates you coming before them today 
and bringing us your perspective, and we want to thank you 
very much. If there is any additional information you think 
would be helpful to the committee, please feel free to com- 
municate with us in writing. Thank you very much. 
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BOARD OF DIRECTORS OF DRUGLESS THERAPY 
AND NATUROPATHY 

The Chair: I would like to call now the Board of 
Directors of Drugless Therapy and Naturopathy. Please 
come forward and begin by introducing yourselves. You 
have 20 minutes for your presentation. The committee has 
received your written brief; please start your presentation 
now. 

Mr Spring: My name is Jim Spring and I am the 
chairman of the Board of Directors of Drugless Therapy 
and Naturopathy, the regulatory board for the naturopathic 
profession in Ontario. My colleague, Rod Gratis, is the 
vice-chair of the board, and will be presenting with me. 
Thank you for the opportunity to address you today. Our 
presentation will be informative, very brief and to the point. 


Mr Gratis: Naturopathic medicine has been continu- 
ously regulated in Ontario since 1925. In that time, there 


have been well over an estimated five million patient visits| 
to naturopaths by the residents of Ontario, and from all of; 
them there has never been a reported serious injury or death 
as a result of those treatments. In other jurisdictions, un-| 
trained persons claiming to be naturopaths have caused! 
serious injury and even death. | 

This enviable record is purely and simply the result of 
competent and responsible self-regulation of professionals| 
who practise what they were trained to do. Regulation is| 
absolutely necessary to protect the public. 

The standards for entering the profession include uni-| 
versity pre-medical training, a minimum of three years,| 
followed by four years of dedicated, full-time, naturopathic! 
education and, upon graduation, passing the rigorous board 
examinations. That is a total of seven years post-secondary; 
training as the minimum, and most of us have more. These} 
requirements have done an excellent job of protecting the 
citizens of Ontario as they receive safe and effective natur- 
opathic treatment. ; 

As the board scrutinizes and regulates its practitioners,| 
it also constantly strives to further improve the ways it can 
protect the public. 

For your reference, the traditional scope of practice of| 
naturopathic medicine includes botanical medicine, clini- 
cal nutrition—which is much more than the four basic! 
food groups; it includes the actual relationship between 
nutrition and disease—diagnosis, oriental medicine and 
acupuncture, homeopathy, manipulation and some physi-| 
cal modalities, all done safely and effectively for over 60 
years of regulation in Ontario. | 

The Board of Directors of Drugless Therapy and Natur-| 
opathy does not live in a vacuum. We communicate regu-| 
larly with other licensing jurisdictions and organizations in| 
Canada and elsewhere. We stay abreast of the constantly) 
changing technology and research showing the safest and| 
most efficacious methods for procedures and treatments to 
be accomplished and make certain that Ontarians receive! 
the benefit of those. 

Interestingly, other jurisdictions that maintain the ef-| 
fective principles of self-regulation of naturopathic medi- 
cine, as practised here, also have excellent records of 
public protection. 

In closing, the naturopathy regulatory board urges you! 
to retain effective regulation for naturopathic medicine, 
making certain that the traditional scope of practice, which 
is demonstrated safe and effective both here and else- 
where, be retained and regulated in its entirety. 

Thank you, Madam Chair. We have left lots of time for 
questions. 


The Chair: Excellent presentation. Questions from 
committee members? Thank you very much for your pre- 
sentation. I know the folks following you are the Ontario 
Naturopathic Association. Perhaps they will join you now 
and then if there are additional questions that are raised, 
they can be answered. 


ONTARIO NATUROPATHIC ASSOCIATION 


The Chair: The Ontario Naturopathic Association, 
please some forward. You have 20 minutes for your pre- 
sentation. Please begin now. f 
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_ Ms Wales: My name is Pat Wales. I am a naturopath 
»and I am the immediate past president of the Ontario Na- 
,turopathic Association. With me here today is Dan 
| Labriola. He is also a naturopath and is the director of 
government affairs for the association. 

The Ontario Naturopathic Association represents natur- 
+ opathic practitioners in Ontario. Our mandate is to maintain 
‘the safe, effective and complete practice of naturopathic 
/ medicine in Ontario. At the back of your handout there is a 
green brochure. This brochure outlines the practice in On- 
| tario. I will not go into the details, as we have just heard 
about those from the regulatory board. I will quickly review, 
/ however, a little of the history that has led us to where we 
are now, after which Dan will outline our specific concerns 
| for the future. We want to be brief and to the point. 

_ In 1986 the HPLR and Health Minister Elston felt that the 
naturopathic profession had not adequately met the criterion 
for “body of knowledge.” This was one of the nine criteria 
the HPLR had set for self-regulation of professions. This 
particular criterion is considered especially important, for 
without it a profession is not considered capable of disciplin- 
_ ing errant members and thus protecting the public from harm. 

| Following Minister Elston’s announcement, the naturo- 
_ pathic profession proceeded to provide new information to 
the ministry about “body of knowledge,” and more. As a 
result of the new information and a careful review of all 
the facts by then-Minister Caplan, it was decided to con- 
tinue the regulation of naturopathic medicine. But since 
| the advancement of the act by this time was on the fast 
track and ministry officials felt there was not time for our 
| profession to be included in the new law, it was decided 
| that we would be the first profession to apply to the new 
_ advisory council after enactment, and in the meantime we 
_ would remain continuously regulated under the Drugless 
_ Practitioners Act. 

_ As the regulatory board before us has stated, our his- 
_ tory for self-regulation and protection of the public interest 
has been excellent, and we aim for it to be even better in 
the future. Ever-increasing new outcome studies for botan- 
ical medicine, clinical nutrition, manipulation and the 
_ other modalities we use are enabling doctors of naturopa- 
thy in Ontario to provide even better treatments for the 
, 300,000-plus patient visits we see each year. 

It is of interest to note that the only college training 
_ naturopathic practitioners in Canada is located here in To- 
_ronto, in Etobicoke. The Ontario College of Naturopathic 
_ Medicine is one of only three in North America, and we are 
_ very privileged to have it here in Ontario. The entrance 
_ requirements include three years of university pre-medical 
training. The four-year full-time program includes clinical 
training under the supervision of regulated naturopathic 
_ professionals. 

I would now like to ask Dan to describe our specific 
_ concerns for the future. 

Mr Labriola: Bill 43 is certainly a quantum leap for- 
ward in the omnibus health care legislation and pioneers 
new methods and new processes for managing health care 
| professions. I think it is safe to say that Ontario is not only 
leading the country but perhaps leading the world in this 
_ kind of regulation. But as with all new and noble ventures, 


' 





which this certainly is, I think we need to be certain we do 
not add any ingredients that cause this legislation to do 
something other than protect the public interest as planned. 

Before I go on with my specific—which will be very 
brief—comments about it, I do want to mention one thing. 
The naturopathic profession, when we apply to the advi- 
sory council, we are confident that we are going to go 
through this process in a really effective and efficient man- 
ner. We do not expect, at least from our initial contacts 
with other professions, that there is going to be a lot of 
turf-grabbing or the other kinds of things that come with 
health care legislation, although God only knows, politics, 
if nothing else, is a surprise. 


The Chair: There are probably a lot of members 
around this table who would agree with the last statement. 
Please continue. 


Mr Labriola: What I would like to do is spend a mo- 
ment and discuss what is new and different about the ap- 
plication process, specifically as our profession and other 
professions will go through it, and contrast that to the ex- 
perience that the professions now in Bill 43 had experi- 
enced during the review. 

The most obvious one is that we will be one profession 
in a fish-bowl. We will be there by ourselves, and this is in 
contrast to the review process where all of the professions 
were on relatively equal footing. We will be one profession 
absorbing the costs and burdens of the application process, 
the only one at the time. We will be in a position where we 
are critiqued by all of the other professions, and in fact 
maybe even having some of our turf attacked—we do not 
think so, but that is an unfortunate fact of life in health 
care—and this, once again, in comparison to the review 
process where all of the professions were relatively safe 
and equal in their approach to this process. 

To put it succinctly, I think the profession that applies 
to the advisory council after the enactment of the bill starts 
out at some disadvantage, at least in those areas I dis- 
cussed. I think the solution, though, is a simple one and it 
may be one that is already contemplated, but I feel the 
need, since we are going to limit our comments to that 
particular area right now, to at least go over them and 
express to you how we feel. We are hoping that this com- 
mittee, and perhaps the ministry, will make a statement or 
a position that they are in fact enforced. 

The first one is that the process remain accessible and 
reasonable to all professions, especially small ones. I think 
it goes without saying that a perfectly viable and useful 
health care option and profession in Ontario could be re- 
moved as a choice to the residents of this province by no 
other means than the paperwork level and the legal costs 
and other things involved in the application process be- 
coming so onerous or so large that the profession cannot or 
does not know how to deal with them. 

I think it is important that all requirements remain 
transparent and predictable. By transparent I mean that 
every requirement be absolutely clear as to what is ex- 
pected, how it is expected, and when it is expected. I also 
think it is important that decisions be discussed during the 
process rather than after the process. There should be no 
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surprises in the process—once again, transparent and pre- 
dictable. It may not change the outcome, but it will cer- 
tainly allow our profession and other professions to 
proceed in an empowered way. I think that has certainly 
been the objective of this legislation. 


1520 

Some limit on the amount other professions can lobby 
the advisory council and the ministry will be important. 
This is to minimize the turf-grabbing activity. I do not 
suggest that the council or this government or anyone is 
going to be susceptible to a lot of turf-grabbing activity. I 
do not think that has been the case; I do not think it will be 
the case. But by allowing a lot of lobbying and a lot of this 
kind of thing going on, it takes our valuable concentration 
and time away from the more important issues at hand. 

Fourth, I think it is important that we recognize the 
uniqueness of professions, especially the naturopathic pro- 
fession. If you try to understand naturopathic medicine by 
looking at us from a familiar model such as medicine or 
dentistry or chiropractic or whichever you choose, I think 
it is safe to say that you will never understand us. You will 
not understand the principles by which we operate; you will 
not understand how we achieve the results we achieve. 

Carrying that a little further, I think the view of profes- 
sions as a whole, and especially naturopathic medicine as a 
whole, is a very important concept for us to keep. You can 
almost compare the profession with the human beings 
whom we treat, and that is, the whole of the profession is 
much greater than the sum of all our parts. It is how the 
parts fit together, it is how they act, it is how they interact 
with themselves and with others that is very important. 
The very safest practice of naturopathic medicine is when 
it is practised as a complete entity. If the system were to 
inadvertently cut off an arm or a leg of our scope of prac- 
tice, you would lose more than that one modality; you 
would really lose the balance and the interaction and the 
motion and the effectiveness of what is there. 

Our concern about this, actually, may not be as great as 
the concern of some of our patients and practitioners right 
now; I am sure you are going to hear more about this. But 
I think it is at least worth enough mention that we go on 
record with our feeling about this. Let me, before I go any 
further, say another thing. We believe, and have always 
believed, that this law has been written by some very 
skilled and very reasonable people, some of whom are 
here today, and there is no question that it was intended to 
be fair. We have no doubt about that. We have never had 
any doubt about that. 

I think it is also safe to say that any piece of legislation 
as large and as complex as this one will, if special steps are 
not taken, automatically favour the biggest and the strong- 
est. It is a variation of Murphy’s Law, and I think what I 
am suggesting here is that care be taken rather than that the 
initial intent being in any way faulty. 

In summary, I would like to request several things of 
this committee: first of all, that we do in fact take special 
care to ensure that the playing field remains even for all 
professions in the implementation of this law, especially 
small professions. Second, I think we need to make certain 
that the sheer size and complexity of this act does not in 
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and of itself and inadvertently overwhelm or undermine 
professions that are trying to operate within it. I am sure it 
will be inadvertently, and I mean that. But the fact is, this 
is a very large, complex act and we certainly would not 
want to see it, in effect, remove freedom of choice. 

To put it another way, if we are going to be the only’ 
fish in the fish-bowl, and I think we are going to be the 
only fish in the fish-bowl when this starts, we would like 
you to at the minimum remove all harpoons from the first 
row of onlookers. We would like to make certain that the} 
hoops we have to swim through are consistent with the} 
public interest and are not expanded or retracted or, 
changed in any way. Finally, if we are going to allow 
anything to be thrown into the fish-bowl and left floating, 
let’s just make sure it is organic fish food. 

Thank you. That concludes my comments. 


The Chair: Thank you very much for a very interesting) 
presentation. It is the first that has such graphic analogies. | 


Mr Jackson: I have some technical questions of the| 
ministry to just explain the process. This group is included) 
within the legislation for purposes of clarifying that they are} 
not going to be deregulated, so this brings you within the| 
ambit of the legislation. But we do not have a specific piece} 
of legislation which sets out, as for all the other groups— 


The Chair: I think the parliamentary assistant would) 
like to explain the status and process, Mr Jackson. 


Mr Jackson: I have some technical questions about! 
the scope of practice, which we are discussing with some; 
groups, but we are not in a position to discuss scope of 
practice with this group. 

The Chair: You are correct. There is no piece of leg-) 
islation before us today, except for the omnibus bill which, 
they are speaking to. 


Mr Wessenger: I will just refer that to staff counsel 
but, as I understand it, naturopaths are not directly covered! 
under this legislation. They make application under— 


Mr Burrows: Under this package it is true that natur-| 
opathy is not included. However, at first reading and again) 
at second reading it was confirmed that the profession of, 
naturopathy would continue to be regulated under the exist- 
ing law until such time as the matter of its scope of practice! 
could be reviewed by the regulatory advisory council. 

As a point of clarification, I think maybe it addresses| 
some of your concerns because the advisory council, as 
proposed in this package, would be composed of 
laypersons. There would be no bureaucrats and no mem-; 
bers of the health professions sitting on the advisory coun- 








that will support that group. It is anticipated that the pro- 
cess would be as open and transparent as the review pro- 
cess itself and perhaps even more so. 


Mr Jackson: Conclusions always fascinate me more 
than processes. My concern is that we do not have a spe- 
cific piece of legislation to replace the one we are leaving; 
presumably at some point we will. This group will not) 
have the access to, say, this committee as all other groups 
do that have been advised that they are to be included. 
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_ The Chair: As I understand the legislative process, 
from my experience, which is similar to yours, Mr Jackson, 
‘the process would be for the government to table legisla- 
‘tion at some future date, which could then be referred to 
committee for scrutiny. That that would be normal legisla- 
tive process. 


Mr Jackson: That is my understanding as well. I 
‘guess now we will ask the deputant. Is it your understand- 
ing that this the horizon you are looking towards, that you 
could anticipate legislation, as opposed to a regulatory 
framework, which could be covered by order in council? It 
4is possible to rescind your legal coverage but have you 
covered by regulation? 

_ You have been promised inclusion, but have you been 
promised inclusion with a proper bill setting out your 
scope of practice, or have you been told you will have 
scope of practice that could lead to basic regulations? 


_ Mr Labriola: I am not sure exactly how to respond to 
your question. My understanding of the process that is 
‘coming forward is that we would be reviewed by the advi- 
‘sory council, at which time a recommendation would be 
‘made to the Minister of Health, and the ministry would 
‘then table legislation that would include our scope of prac- 
‘tice and all the other issues, ostensibly in a manner consis- 
‘tent with Bill 43. 


Mr Jackson: That is the point I am trying to get on 
‘the record, Madam Chair. 


The Chair: For your information, Mr Jackson, in the 
package of material that was presented to you, you have 
‘statements on first and second reading, particularly by the 
‘minister and the former minister, which laid that process 
‘out and also made the commitment that regulation would 
‘continue under the Drugless Practitioners Act. I believe 
that is in the statement in Hansard. 


Mr Jackson: I want to be assured it was a public 
‘statement. I was not here for the minister’s presentation 
but, in my view, its continuing in a regulatory framework 
‘does not allow you the access to the process I think you 
‘are indicating you would wish to be part of. 


_ The Chair: Those statements were made in the Legis- 
lature. 


Mr Jackson: Yes, that is fine. I just wanted to make 
‘sure that was on the record. I have used naturopaths with 
‘great success and I appreciate it. I have also taken courses 
of naturopathy in the state of Virginia and I certainly was 
‘one who supported your regulating for access in this prov- 
‘ince. I am pleased that you have come this far and look 
‘forward to encouraging you in that regard. 


The Chair: Thank you very much, Mr Jackson. There 
being no further questions, thank you very much for your 
presentation. If in the course of these hearings you feel you 
‘would like to submit anything further, please do so in writing. 





JENNIFER GIAVEDONI 
JANE DELY 


' The Chair: The next presenters, Jane Dely and Jenni- 
‘fer Giavedoni, are making a joint presentation. Please 
: forward. The committee has received your written 








communication. We ask that you take the next 10 minutes 
to give us your presentation and leave a few minutes for 
some questions at the end. 


Ms Dely: Madam Chair, dear committee, we would 
like to thank you, first of all, for taking the time to listen to 
us today. I would like to introduce myself. I am Jane Dely. 
I am a certified dental assistant. I am a graduate of a com- 
munity college dental assisting program. I am also a member 
of the Brant County Dental Assistants Association and the 
Ontario Dental Nurses and Assistants Association. Jennifer 
and I are two dental assistants who have worked in several 
dental offices over the last 11 and 9 years respectively. 


Ms Giavedoni: My name is Jennifer Giavedoni. I am 
a member of the Dental Nurses and Assistants Association 
of Hamilton and serve on that executive, as well as being a 
member of the Dental Nurses and Assistants Association 
of Ontario. I have attended a private college for my training 
in dental assisting and have been certified for eight out of 
the 11 years I have been a dental assistant. 

The existing legislation allows us to perform no intraoral 
duties. However, we feel there are many intraoral, in-the- 
mouth, services dental assistants can provide that do no 
harm, therefore we believe the proposal to leave these un- 
listed and in the public domain is correct and in the public 
interest. 


Ms Dely: In Ontario, the practising dental workforce 
consists of approximately 5,000 dentists, 2,000 hygienists 
and 1,000 denturists. Of this group there are 10,000 dental 
assistants. This new legislation you are proposing would 
therefore better than double the useful workforce. This 
would certainly make for smaller increases in dental costs 
in the future. 


Ms Giavedoni: In all of Canada, only Ontario and 
Newfoundland have not yet modernized and expanded the 
duties of dental assistants. We, and the literally hundreds 
of assistants we have spoken to, agree with this proposal. 
These are ordinary working people who are dedicated and 
want to be more useful in the community. 


Ms Dely: At the present time we know of numerous 
assistants who are going out of province to British Columbia, 
Manitoba, Alberta and all the other provinces to upgrade 
their dental assisting skills. They are coming back with a 
level 2 status, or a PDA status, which is a preventive dental 
assistant. Ontario does not have this level as of yet. They 
are going out of province at an expense to them. 

Our presentation has been brief today. We worked this 
morning and came down. On behalf of Jennifer, myself 
and all the other assistants we have spoken to, all we want 
to say is what you are proposing is good and should have 
been done a long time ago. We want to thank you for 
listening today. 

The Chair: Thank you very much for a very good 
presentation before the committee. Any questions? It was 
very clear. If there are any questions members have in the 
future, I know they will be able to contact you. If you can 
think of anything further that you think the committee 
should know, please feel free to communicate with us in 
writing in the future. Thank you for appearing today. 


The committee adjourned at 1534. 
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__ REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 





| LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 

ET LES PROJETS DE LOI QUI LACCOMPAGNENT 

Resuming consideration of Bill 43, the Regulated 
Health Professions Act, 1991, and its companion legisla- 
tion, Bills 44-64. 

Reprise de |’étude du projet de loi 43, Loi de 1991 sur 
les professions de la santé réglementées et les projets de 
loi, 44 4 64, qui l’accompagnent. 
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COALITION OF UNREGULATED PRACTITIONERS 


The Chair: Good morning. Welcome to the standing 
committee on social development. The committee is now 
in session. 

_ I would like to call first on the Coalition of Unregu- 
lated Practitioners. Please come forward and introduce 
| yourself. The way the committee has been working, I have 
deen asking everyone to leave a few minutes at the end of 
heir presentation to allow for some questions if they wish. 
You have 20 minutes in total. I would ask that you begin 
Hour presentation now. Please have a seat so that Hansard 
2an record everything you say. 
| Mr Evans: Our submission which is before you is 
very lengthy and I am not going to read it; it would take all 
day. Fortunately most of you have received and perhaps 
ead most of the materials, but it is useful to have it all in 
one package. 
_ Our main proposals as a coalition are four alternative 
solutions to the diagnosis-clause problem, and two supple- 
nentary recommendations. I am going to mention these 
‘Irst and then set them aside. These supplementary recom- 
“nendations are designed to reduce the likelihood of prose- 
‘sutions arising from turf or ideological considerations 
vather than from the need to protect the public. 

One of them is to add to the duties of the advisory 
vouncil a screening process. The other is an interpretative 
rovision which would be in the legislation for the courts 
: ‘0 apply when prosecutions are brought forth. I do not see 
any reason why both of these could not be introduced, but 
hey are also alternatives. 

I should mention, concerning the screening, that it 

vould only be where someone tried to prosecute under the 
RHPA that the screening process would apply. A civil suit 
or something under the existing criminal law would not 
lave to go through the RHPA. 
I would stress that both of these are needed, whatever 
‘olution you arrive at concerning the diagnosis clause. 
These are mechanisms to restrain the misuse of a new set 
c laws, and there is still the problem of trying to get the 
| 
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best law drafted that we can. Also, these recommendations 
apply to all the prohibitions; they are not just relevant to 
the diagnosis clause. 

In the report itself, there is a lengthy introduction, and 
then sections A, B, C and D. A explains what the coalition 
is; B, what is wrong with the first controlled act, and I will 
be going on now to talk about what is wrong with the first 
controlled act. In the coalition we have come to emphasize 
the need for clarity concerning what is wrong with it so 
that you on the committee would realize it is a serious 
problem; and also so that in your deliberations concerning 
what to do about it, whatever you come up with, we will 
need to deal with the problem. 

In the College of Physicians and Surgeons of Ontario, 
the view, the last I heard, was that this diagnosis clause—it 
is still called that often, though the word does not appear— 
would be ineffective in ensuring successful prosecution. 
From the point of view of the coalition, it would put re- 
sponsible unregulated practitioners in legal jeopardy. It is 
possible for these perspectives to be true, as we have seen 
concerning the harm clause, where there was—there seems 
to be a consensus now—kind of an impasse. I have hopes 
in regard to the diagnosis clause, however, that a solution 
may be findable. 

The coalition concern is that they not be turned into a test 
case. It is not primarily a concern about successful prose- 
cution; they might indeed eventually win if prosecuted. 
What sends shudders down the backs of the people in the 
coalition is the idea that the ambiguous meaning of “disor- 
der,” “dysfunction,” and “cause of symptoms” can be left 
for the courts to decide, as people do not want to become a 
test case, especially when the wording is ambiguous. 

The prosecution that is feared is not from the govern- 
ment. For some it is a fear of prosecution from one or 
other of the colleges, but it is mainly a disgruntled client 
who has the aggressive will and either personal wealth or 
the backing of some ideological group. For example, some 
pastoral counsellors could see themselves as vulnerable to 
a campaign by either a pro-life group or a pro-choice 
group in a test case, even if the person has acted very 
responsibly, simply doing his job. That is the problem. It is 
not that the coalition is advocating irresponsible activities 
on the part of the unregulated. 

Our concern with regard to your committee is that be- 
cause of the understandable urgency to pass the RHPA, and 
because there are bound to be some flaws in any alternative 
proposal, you may feel moved to pass it either unchanged 
or with only a kind of tinkered revision. In section C, the 
coalition rejects a number of tinkering solutions, including 
some that we presented ourselves in the past; we were not 
thinking as clearly as we might. 

In particular, I draw your attention to one of these solu- 
tions. According to this, you retain the first controlled act 
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as is, then you define “assessment,” and then you explic- 
itly permit it, put it in the public domain for both the 
unregulated and the regulated. 

The problem with this approach, as I have now come 
to see, is how do you define “assessment”? You need to 
include in the definition of “assessment” what responsible 
regulated and unregulated workers do, which is, from time 
to time, to identify some disorders or some dysfunctions as 
the cause of symptoms. But if you put that in the definition 
of “assessment,” then where is your contrast with the 
wording in the first controlled act? 

If you use a vague expression like “evaluation of a 
physical or mental health condition”—there is something 
like that in the Health Professions Legislation Review— 
then that restricts unduly what many unregulated and regu- 
lated people do. It is pretty close to describing symptoms. 
Of course, many go far beyond that, and rightly so. 

In section D we have four proposals, all of which in- 
volve deleting the first controlled act and then taking up a 
different approach. The first proposal is to prohibit misrep- 
resentation of title and to rely on this and public education 
concerning title. The second, a relatively new proposal from 
the coalition, is to restrict potentially dangerous communi- 
cations by reference to competence, a competency in com- 
munication approach. The third and fourth approaches 
involve restricting the unregulated by referring to the existing 
law of prohibiting the practice of medicine without a licence. 

This third proposal has been very attractive to most 
mental health workers because they have not felt any 
threat from the existing legislation prohibiting the practice 
of medicine without a licence; this in contrast with some 
of the natural healers, who have felt not just prosecuted but 
persecuted under the existing legislation. This approach, 
by bringing in a reference to the prohibition of practising 
medicine without a licence, even if only in relation to the 
unregulated, I have been told seems to be contrary to the 
general spirit of the legislation, which was to abolish that 
prohibition and replace it by the set of controlled acts. 
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The coalition as such does not endorse any one of these 
exclusively. All of these—I want to emphasize this—are 
regarded as better than the first controlled act as it stands 
now. That is why we are bringing them before you. We do 
not endorse only one, because there are differences within 
the coalition, and also because it is a public policy judge- 
ment, up to you as MPPs representing the public. I am not 
saying that just out of a polite deference; I really believe 
this. I think there are profound public policy issues at stake 
in regard to the choice you eventually make. 

Proposal 1, prohibiting non-members of a college from 
saying that they are members: I am not clear whether the 
drafting is clear enough concerning this. I know some of 
the regulated are concerned whether it is sufficiently clear. 
That is an issue that no doubt needs to be looked into. Also, 
some professions may both need and deserve an exclusive 
clear title. For others it is a controversial issue, I gather. In the 
case of the psychologists—this is only my personal view—it 
seems to me they have a case for at least not having their 
clarity of title reduced by the current legislation. 


Who proposes this overall approach? There are some 
MPPs I have talked to, some responsible regulated profes- 
sions individuals and some responsible unregulated. 
Among the unregulated you will be meeting Ron Dugas, 
who I think is the clearest spokesman for the natural healers. 
He will be presenting something in Ottawa. The last I heard, 
this is what they were proposing. 

What is the reasoning behind this? It is in a broad sense 
philosophical that there are limits on the extent to which 
the state should use the law to protect the public from 
making foolish mistakes in regard to advice concerning 
health, and a view that the consequences of introducing a 
law to try and do this are worse than the consequences of 
not having a law. That is a public policy decision. 

I want to emphasize that the clarity concerning the ban on 
misrepresenting title is not an alternative to the other pro- 
posals from the coalition. They all need this too. Proposal 1 is 
to rely solely on this in public education and nothing else. 
All the other proposals assume that is not enough and they 
add something. 

I am going to spend most of my time on proposal 2, 
because it is new, not because I can claim it has wide 
backing in the coalition. There has not been time for many 
to hear about it. On the whole, I have had positive re- 
sponses, but also I think there is a possibility this may be, 
the approach that can gain consensus. For one reason— 
this is a relevant consideration, although I think it is not 
the only consideration—it is closer to the Alan Schwartz 
HPLR approach, that is, you identify a potentially dangerous 
act, you describe it without reference to the practice of 
medicine, but here there is a difference. You cannot list 
this, as I see it, among the controlled acts because it is not 
like a piece of surgery, where you can say only a person 
who has such-and-such authorization should be able to! 
enter in the ear beyond a certain point. 

The potentially dangerous communications vary in re-| 
lation to the varying competence of people and the varying 
subject matter. That is why I do not see how it can go in 
the controlled acts list. Nevertheless, in a distinct clause, it! 
would be in the spirit of the Schwartz approach to identify 
something that is potentially dangerous, describe it without 
reference to the practice of medicine and then prohibit it. 

I invite you now to look to page 3. Some of you are 
already. I will just look this over with you, the draft wording 
that begins: | 

“No person who is obviously not competent to make a’ 
particular diagnosis or assessment of a human health condi-| 
tion shall communicate the particular diagnosis or assess- 
ment to an individual or his or her personal representative: 
in circumstances in which it is reasonably foreseeable that 
the person so diagnosed or assessed will risk significant 
harm by relying solely on the diagnosis or assessment.” 

Then there are two subclauses, both of which I think 
are necessary, something like this: 

“Where a person is a member of a college, the inclu- 
sion of such a diagnosis or assessment within the scope of 
practice for that college is evidence of competence. 

“Where a person is not a member of a college, training or 
experience”—that is important—“relevant to making such a 
diagnosis or assessment can be evidence of competence.” | 
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The effect on unregulated practitioners would be to 


make them be cautious about communicating a diagnosis 
or assessment in very circumscribed circumstances. One 


doubts whether the matter is within one’s competence to 
judge whether if the client relies solely on what one says it 
could result in significant harm. So it is not that every time 
you open your mouth you are going to be worrying about 
being dragged into court. It is circumscribed. 

It would be difficult for a court to prove obvious in- 
competence, except where a practitioner lacks the special 
technical-scientific training which is obviously needed in 
some cases—obviously to any rational person, a judge or a 
juror. Telling someone he is depressed requires no such 
training. It seems unlikely that the clause would impose a 
‘burden of undue caution on responsible unregulated workers. 

Concerns about one’s competence and about risk of 
‘significant harm would only arise when one might make 
-an authoritative communication. This does not cover treat- 
‘ment. Some of you would see this as a disadvantage. But 
‘that would get us right into the issues around the harm 
clause: that everything you did or said, you would have to 
‘be weighing whether you could be hauled into court. No, 
‘this is very narrow, very specified. Here, the clause would 
‘encourage unregulated workers in some cases to recom- 
‘mend that the client consult someone more competent in 
the area. That would be a good defence, in other words, if 





“you are in doubt. You would say, “You had better see 


‘somebody else; this is what I think it is.” This could often 


_be a medical doctor, and in my own view it often wouid. 


‘That is where someone would obviously be sent. But it 
‘could be someone in one of the other professions—say an 
audiologist; it is a preliminary meeting about hearing—or 
‘it might be another unregulated practitioner, depending on 





\ what kind of problem the client has. 


So the idea that there are different kinds of expertise 


_telative to the kind of communication is crucial here. The 
‘clause would provide a deterrent to charlatans who have 


not the foggiest notion concerning the health condition 
which they are claiming to identify definitively. The clause 


would put into law, I think, what any responsible unregu- 


_lated practitioner would do in any case. 
A few comments on this. You will see them later on 
elaborated. The word “obviously” is important, although I 
‘realize that in law they do not like adverbs like this. “Clearly” 
or “grossly” incompetent—maybe we cannot do it that way. It 
is important for two reasons: so that the courts do not get into 
| subtle issues of determining competence. That is not the 
place of the courts. Also, to put the onus on the court, where a 
person has to rely on experience, it is hard to prove that you 
thave the experience. It is not so hard to prove that you have 
taken such-and-such a technical-scientific training. So the 
teference to experience is crucial. 
_ In the field of mental health, psychotherapists often 
\think that the main way to become a psychotherapist—not 
‘the only part—is to undergo psychotherapy. It is a matter 
of experience. Then counsellors at the stress centres, who 
often have a better track record than the professionals 
‘there, I am told, simply have experience. It is not primarily 
‘training at all. 








| 
| 
| 
} 








We put in both “diagnosis” and “assessment” so that the 
court does not get bogged down in trying to decide whether 
this is a diagnosis. Put in both words; it covers the field. 

Finally, I would just like to comment that the regulated— 
and this is not in the report—could perhaps add something 
like the clause in relation to the unregulated so that indi- 
viduals—say, an individual nurse, just to take one example— 
who have had special training beyond the scope of practice 
as listed could give an assessment, or even perhaps call it a 
diagnosis, a nursing diagnosis, beyond the scope if they 
have had specific training. 

1020 

I have heard that both nurses and social workers are in 
the business of diagnosing in the psychiatric realm. There 
are just not enough psychiatrists to handle all the admis- 
sions now. This may be shocking, but this would legalize 
what is actually going on—shocking in that it apparently 
would probably violate the law, but this would be an incen- 
tive for people to take special technical-scientific training, 
whether they are regulated or unregulated. 

I have only left one minute—a couple a minutes, I guess; 
we Started late. 


The Chair: Thank you very much for your presentation. 
We have one minute. 

Mr Owens: The question around the issue of compe- 
tency—I am just wondering why the onus should not be on 
the professional to demonstrate competence. The language 
around the person who was obviously not competent I find 
problematic. Even the Occupational Health and Safety Act 
has gone to great pains to identify what is competent. Do 
you have a comment on that? 


Mr Evans: From the point of view of the practitioner 
it is important that whenever they are saying something in 
the course of treatment they are not having to worry about 
whether this is on the border, and this is very important, I 
think. Also, the point to the law, as I see it, is not to be able 
to nab everybody who has gone a little bit beyond his 
competence in saying something, but to try to nab the 
charlatans, the sharks, the extreme cases. That is the reason, 
as I see it, for that kind of emphasis. 

It is possible that the other parts of this proposal, relying 
solely on what was said and the risk of significant harm, 
would protect the practitioners sufficiently. I grant you 
your point that in other areas it is just competency; it is not 
obviously competent. 

The Chair: Thank you very much for your presentation. 
The committee appreciates you appearing before us. We have 
received much correspondence from you and would encour- 
age you, as the course of these hearings continue, if there 
is information that you think would be helpful to the com- 
mittee, to please continue to communicate with us in writing. 


Mr Evans: Thank you. 
The Chair: Thank you very much. 
ONTARIO ASSOCIATION OF PROFESSIONAL 
SOCIAL WORKERS 


The Chair: I would like to call now on the Ontario 
Association of Professional Social Workers. Please come 
forward. You have 20 minutes for your presentation. We 


S-442 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 














would ask that you begin by introducing yourselves to the 
committee, and we would hope that at the end of your 
presentation you would leave a few minutes for questions 
from committee members. Please begin your presentation 
now, and welcome to the standing committee. 


Mr Levine: Thank you very much for this opportunity. 
My name is Leonard Levine, and what I plan to do is provide 
a few introductory remarks and then call upon two of my 
colleagues to supplement, through their personal experiences, 
some of the issues we are concerned with. 

I should mention at the outset, if people want to know 
more about us, on page 11 of our brief there is more ampli- 
fied information about each of us. 

What we hope to do is to cover our presentation in 
some 10 to 11 minutes, and then hopefully there will be 
some questions we can then respond to, if we are able to. 

I should mention at the outset that we are here in sup- 
port of the legislation you are engaged upon, and we rec- 
ognize the difficulties and challenges that are before this 
committee. Many briefs will be presented to you in the 
course of these next few weeks. Having said that, however, 
we are also here to add to your concerns, because we have 
some major reservations about some of the things that are 
still remaining in the legislation. 

First of all, we do applaud the removal of the so-called 
harm clause and urge you to maintain its omission from the 
final document, because that did cause us, as many other 
people, a great deal of concern, so we applaud your latest 
revision on that basis, but again, we stress that we really feel 
it is very important to ensure that is permanently removed. 

Our major concern remains—at least one of them— 
around the area of the diagnosis clause, which is referred to in 
paragraph 26(2)1. There, too, like our previous colleagues, 
we feel that the difficulty of eliciting what diagnosis is in a 
health setting is extremely complicated and would inter- 
fere with the rightful jurisdiction of social workers, both 
within and outside of health settings. 

We also cannot accept the distinction that has been 
made between diagnosis and assessment, and we would 
certainly welcome if that could be clarified, because we 
found we were not able to distinguish that, although we 
have been assured that assessment is okay where diagnosis 
is not. We are not concerned about that because it provides 
us with the hazards that are known. 

As a recognized profession that has been in existence 
since 1964, as a recognized group that has extensive training 
programs within this province, we really feel that we have 
a scope and a legitimacy of practice that needs to be main- 
tained rather than put in some jeopardy, as we submit this 
legislation may provide. 

Certainly, having been involved in education in the health 
field for some 25 years, I can attest to some of dilemmas 
that we know are before you. A previous colleague has 
mentioned the situation in mental health. We can extend 
that to areas like rehabilitation, primary care, addictions, 
gerontology, where the definition of “health” can be so 
broad as to embrace any practitioner as well as a parent, or 
can be so narrow that it does not reflect the reality, and we 
understand this is the thin line that is being trod in terms of 
this legislation. 
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In the diagnosis clause, where areas like disorder and 
dysfunction are mentioned, we feel these are not necessarily 
restricted to health professions, but we as a profession have 
long been involved with the psychosocial diagnosis, assess- 
ment and indeed treatment of people who present to us with 
problems. 

My two colleagues will be dealing with the situation of 
social workers in the health setting—that would be Mr 
Paul Soren—and Ms Miriam Mayhew will be dealing with 
social work outside the immediate health setting, but areas 
the legislation cause some problems with. 

Again, we would like to applaud the recommendation of 
having advisory councils and, as a profession, we certainly 
support the involvement of consumers extensively and cer- 
tainly would offer every collaboration we could provide in| 
that pursuit, as indeed in any further explorations that this} 
legislation may encounter. 


Without further ado, I call on Mr Soren, who will talk| 
about work within a health setting and the dilemma this| 
legislation is suggesting. 





Mr Soren: My point really i is that the practice of social | 
work in a hospital setting, in an acute care hospital setting in! 
particular, is going to be constrained by the diagnosis clause. ; 
Having said that, I would like to share a little bit with you} 
about the practice of social work in hospital settings. | 

The role of the hospital social worker is to proinaill 
adjustment by the patient and family to his illness. 





attempt to consider effective ways of responding to the social 
factors and problems we see as they contribute to the health 
needs of the patient or consumer. “Consumer” I use in the 
sense that the consumer has choice. From time to time my 
language will include the word “client.” “Client” may be a/ 
situation where a person is seeing a social worker not nec-| 
essarily because he wants to. 

Social workers focus on assessing post-hospital care| 
needs and having a discharge plan ready to implement the} 
moment a patient no longer requires acute inpatient care.| 
Social workers’ direct patient care responsibilities include} 
discharge planning, individual, group and family therapy| 
and co-ordination of care. In most hospitals social workers| 
have educational qualifications of a BSW degree, most} 
frequently an MSW degree and, in some cases, training at! 
the doctoral level. Membership in the Ontario Association} 
of Professional Social Workers and the Ontario College of} 
Certified Social Workers, though not required, is encouraged. | 

Social work is an essential service in light of the purpose} 
and goals of the acute care hospital. Our values we bring,| 
our contribution to conceptualizing issues, our contribution) 
in relating the hospital to the community are important. 

Dr J. A. Brown, a social worker who directs the depart-' 
ment of social work at Chedoke-McMaster Hospitals in| 
Hamilton, has annotated in A Justification of Social Work! 
in Health Care Settings that in acute hospital populations) 
40% to 50% of patients have psychosocial problems, and} 
the prevalence is thought to be greater among chronic and) 
rehabilitation patient groups. Literature is available to indi-| 
cate that poor adjustment to illness has been associated with| 
life stress, social isolation, unfavourable self-concepts, poor’ 
social relationships and negative attitudes. 
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Social workers in hospital settings frequently commu- 


nicate and interpret information about diagnosis to con- 
) sumers and their families. On page 2 of your brief is a very 


good illustration which I will read with you, if you would 
like, about a scenario that involves a person who has been 
diagnosed by a physician as having a life-threatening ill- 





‘ness such as cancer. This person may receive professional 


‘help from a social worker who is part of the health team or 


‘be referred to an independent social work practitioner. The 


social worker would discuss the implications of the diag- 


‘nosis, assess the emotional response, assist the patient and 
| the family in exploring realistic options for dealing with 
‘the effects of the illness and provide therapeutic counsel- 
| ling to help the patient maintain an appropriate degree of 


self-reliance through the period of adjustment. The social 
work assessment could be used by other members of the 


health team to assist them in the further treatment of the 
patient, including advising team members of cultural, eco- 


nomic, social and psychological factors which need to be 


_ considered in providing treatment. 


A different scenario could involve working with a per- 
son who has been diagnosed as having a mental illness, such 
as schizophrenia. The person may receive professional 
help from a social worker who completes a psychosocial 


diagnosis and/or comes to conclusions about the impact of 
the illness. This assessment of a person’s dysfunction is 
particularly important, because the literature highlights the 


importance of examining social relationships and events 


such as post-discharge environment, focused social skills 


and housing status as predictors of rehospitalization. The 
information is thus useful in formulating a plan for the 


provision of treatment services. In effect, communicating a 


diagnostic formulation or conclusion constitutes an essen- 
tial component of the social worker’s intervention. 








_ Mayhew. 


In light of the high prevalence of psychosocial disorder 


" among hospitalized populations, the strong relationship be- 


tween this psychosocial disorder and the patient’s attitude, or 
poor social support, including family dysfunction, and finally, 
the relationship between poor adjustment to illness and the 
cost of using health services, there is a growing need to 


continue providing targeted social work services to those 


high-risk and costly populations who use all health services. 

The professional social worker in the acute care hospital 
is concerned with the social, physical and psychological 
wellbeing of the client. This includes concern for the client’s 
family, care givers, consumer survivors, staff and community. 

Issues in relation to the meaning and interpretation of key 
operational terms, such as “communicating a conclusion,” 
“disease,” “disorder,” dysfunction,“ as appear in the diagno- 
sis clause, paragraph 26(2)1 in Bill 43, are of major concem 
to social workers in hospital settings. It is important that 
the legitimate work for which professional social workers 
are trained, for example, psychosocial assessment, com- 
municating and interpreting information, is not necessarily 
constraining and restrictive. 

I thank you for your attention; I will pass on to Miriam 


Mr Levine: Ms Mayhew, along with dealing with 


some general concerns, will also be drawing attention to 





another clause that causes concer, particularly with people 
in other fields. 

Ms Mayhew: The Ontario Association of Family Ser- 
vice Agencies is a provincial umbrella association for 47 
family service agencies around the province. We are glad 
of this opportunity to meet with you and to support the work 
of the Ontario Association of Professional Social Workers 
in drawing your attention to some of the concerns that we 
have about Bill 43. It is an opportunity for us to demon- 
Strate to you that the meaning of the term “health” extends 
actually far beyond those settings which are clearly and 
obviously health settings or medical settings. 

Family service agencies offer a very wide variety of 
services to their communities. These services include 
counselling to individuals, couples, groups and families 
where there are emotional and familial problems. Many 
clients served by the agencies are dealing with the psycho- 
logical and emotional sequela of childhood trauma, includ- 
ing physical abuse and incest. Many more have difficulties 
in interpersonal functioning which lead to problems in 
their ability to maintain relationships at home and at work. 
Still others are trapped in a deepening cycle of poverty and 
hopelessness and require intervention which will allow 
them to cope and hopefully to make what changes are 
realistic. Many clients are struggling with problems related 
to substance abuse, and there is a sizeable group of clients 
who are chronically psychiatrically disabled and who are 
unable to receive treatment in the health system beyond 
that of the prescription of medication. A large and growing 
proportion of our clients, those served by family service 
agencies, are involved in families where there is violence. 
Family service agencies provide service to the victims, 
perpetrators and witnesses of this violence. 

The staff in family service agencies are almost without 
exception members of professions which are not listed in 
schedule 1. They are mainly social workers. These staff are 
trained to perform psychosocial assessments, to share with 
their clients the conclusions of these assessments and to 
arrive at an understanding of the goals which both client 
and consumer will seek to meet. This is a professional 
process which demands that its practitioners be qualified 
and accountable. 

Family service agencies are solidly in support of Bill 43’s 
attempts to provide for the full accountability of profes- 
sionals. They find it incomprehensible that the legislation 
does not include social workers as a regulated profession, 
and because of the profession’s exclusion from the pro- 
posed legislation, perceive a serious threat to the legitimate 
practice of their profession. 

The Ontario Association of Family Service Agencies and 
the Ontario Association of Professional Social Workers are 
both on record as supporting the drive to secure a social 
work act in Ontario through the Ministry of Community 
and Social Services, and we note that this is the course that 
the drafters of this piece of legislation advised us to follow. 

Bill 43 does not restrict its definition of “diagnosis” to 
medical diagnosis. Accordingly, family service agencies 
fear that the psychosocial assessments performed by its 
staff may be considered to be controlled acts. They have 
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heard the verbal reassurances that this is not the intention 
of the legislators, but we are not reassured. 

Subsections 38(1) and (2) of Bill 43 outline that em- 
ployers and boards of directors are at considerable risk of 
prosecution should staff perform the controlled act out- 
lined in subsection 26(1). Since we have no substantive 
reason to believe that social workers are not placed in 
jeopardy by this section, we must conclude that the practice 
of social work, the employment of social workers and the 
governance of social work agencies are activities directly 
threatened by Bill 43 as it is presently written. 

The Chair: Thank you for your presentation. I have 
some questioners, if you have finished your presentation. 

Mr Jackson: Perhaps I will start with the very last 
statement that Ms Mayhew made with respect to their in- 
terpretation of the implications of, I think she referenced 
section 38. Perhaps we could ask legal counsel if they 
concur with that opinion that we have placed social work- 
ers and social work professional activities in that context 
through this legislation. 

Mr Levine: Our legal advice— 

Mr Jackson: I have asked legal counsel, and then I 
might come back to you, if the chairman will permit me, but I 
would like you to hear their response first. 

The Chair: I am going to direct that question to the 
parliamentary assistant. 

Mr Wessenger: I will refer that to counsel. 

Ms Bohnen: The government’s view is that social work 
diagnosis, or as we have heard this morning, psychosocial 
assessment, would not be affected, would not be restricted 
by this legislation, and that therefore employers of social 
workers who perform psychosocial assessments or diagnoses 
would not incur any potential liability. 

Mr Jackson: Can you direct us to a specific statement in 
the legislation, a specific clause, which is a safe harmless 
clause for them in the context of what you just said? 

Ms Bohnen: No. There is no clause saving them 
harmless. 

Mr Jackson: Then what clause states what you just 
said? 

Ms Bohnen: The government’s view is that the con- 
trolled act in paragraph 26(2)1 does not capture social 
work diagnosis. 

Mr Jackson: Can we say that specifically, that they 
are exempt and outside? Is that how we are doing it? 

Ms Bohnen: The government’s interpretation of the 
clause is just what I have said to you. 

The Chair: Mr Jackson, there are other questioners. 

Mr Jackson: If you are cutting me off, perhaps we 
could let the deputants respond to the information we have 
just heard. 

The Chair: All right. Would you like to make a com- 
ment? 

Mr Levine: Just a brief statement. Although we ap- 
plaud the intention, our legal advice says it still would 
have what is called a chilling effect on social work practice 
because it is not exempted. 
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Mr Jackson: Could we get a copy of that as a point of 
information? 


Mr Levine: That is included in our brief. 


Mr Ruprecht: Just briefly, looking at your recom- 
mendations, other than your recommendation to persuade 
the Legislature, as you have done previously, to create a 
social work act, are you essentially in agreement with the 
coalition that the diagnosis clause, as you have described it 
here, is essentially similar to what they have presented to 
this committee? 

Mr Levine: Yes, indeed. We certainly do support their 
concerns as well in reference to the diagnosis clause. 

Mr Beer: With respect to the question around regula- 
tion—I just want to be clear for the record—your prefer- 
ence would be to have a social work act and to be 
regulated under such an act, or would your preference be 
to come within the scope of this act? 


Mr Levine: As a profession, we have followed the 
advice originally of the Health Professions Legislation Re- 
view that we pursue our social work act within the Ministry 
of Community and Social Services, because not all members 
are related to health settings, and that is the reason we are 
pursuing this at this time. 


Ms Mayhew: I think we need to make the point fairly 
clear that, while we very much want a social work act in 
Ontario, the achievement of such an act will not solve 
some of the problems that we have identified in this bill. 


Mr Beer: That was my second question, to determine 
that even with that you would still see difficulties. 


Ms Mayhew: Yes. 


Mr Jackson: And we are the last province in Canada 
not to have one. 


Mr Levine: Yes, exactly. 


The Chair: Thank you very much for your presentation. 
We appreciate you coming before us today. 


THREE TRILLIUMS COMMUNITY PLACE 


The Chair: I call next Three Trilliums Community 
Place. I would like to welcome you before the standing 
committee on social development. You have 20 minutes 
for your presentation. We would ask that you introduce 
yourselves to the committee and leave a few minutes for 
questions from members following your presentation, if 
you would. Please begin now. 


Ms Isabella: Last week, Victor Willi of the Centre for 
Independent Living in Toronto spoke to this committee about 
independent living for persons with physical disabilities. 
He referred to the struggle by people with disabilities to 
have the right to live in the community as “the last civil rights 
movement.” Mr Willi also explained why self-directed atten- 
dant services are such an important element in this struggle 
for independence. 

I am speaking to you today as a representative of one of 
the many organizations which provide attendant services to 
adults with physical disabilities. Three Trilliums Community 
Place is a non-profit organization wholly funded by the Min- 
istry of Health and the Ministry of Community and Social 
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‘Services. With the assistance of our attendant staff, Three 

' Trilliums’ clients are able to live in their own apartments, go 

‘to school, work, pay taxes and vote; in short, live indepen- 
dently. I am both the chairperson of Three Trilliums’ board 
of directors and a consumer of Three Trilliums’ services. 

In the course of the last year, our board has written to 
successive ministers of Health to express our concern with 
some of the recommendations of the Health Professions 
Legislation Review. The recommendations which caused 
us concern have now become part of Bill 43. 

Paragraph 26(2)6 of Bill 43 would include as con- 
trolled acts some of the bowel, bladder and other personal 
services which we consider to be non-medical. We have 
been providing these services to our clients on a daily basis 
since our project opened in 1980. This section would re- 
quire that some routine functions in the daily lives of peo- 
ple with disabilities be brought under the direction of a 
health professional. 

The ability of our clients to determine the extent and 
timing of the services they require and to direct our staff in 
the provision of that care would be subordinated to the 
control of the governing council of a health profession. 

On July 16, 1990, we were advised in a letter from the 
then minister responsible for disabled persons that “an ap- 
propriate exemption will be created—through regulation— 
removing the activities of personal care attendants from 
the controlled acts.” 

In the face of fines of up to $25,000 for performing the 
controlled acts, Three Trilliums is not satisfied that its con- 
cerns will be met by an exemption created through regula- 
tion. To our knowledge, the promised regulation has not 
‘yet been drafted. Consultation on the terms of such an 
exemption, we are told, must wait until after the passage of 
this legislation. Will the exemption be comprehensive? 
Will it be subject to veto by the health professions? Will it 
contain additional, as yet unknown, barriers to be crossed? 

Three Trilliums supports the view expressed to you last 
week by Mr Willi. The drafters of this legislation want to 

regulate the health professions. We have no argument with 

‘that, but do not include attendant services in your legisla- 
‘tion. Attendant services are not health services requiring 
‘regulation. Attendant services must remain subject to the 
control of those people who rely on them to maintain their 
independence. People with physical disabilities should not 
once again have to argue for special measures to protect 
‘their right to decide what is best for themselves. They 
should have the dignity of risk and they should have the 
choice to live independently. 

We would like therefore to repeat our recommendation 
‘that Bill 43 be amended before passage to include in sec- 
‘tion 28 an exception to allow consumers to retain the op- 
‘tion of directing their own support services. Such an 
-amendment should be drafted to ensure that the exception 
_applies to the consumer of attendant services and not to the 
‘service provider or attendant; to those consumers who re- 
| quire services of a routine and stabilized nature; to those 
/consumers who are capable of directing their own ser- 
‘vices; and, to all those activities of daily living which an 
individual would do for themselves if it were not for a 
| physical disability. 


Mr Beer: When Victor Willi was here last week he 
noted there was to be a meeting, I believe, between repre- 
sentatives from the different disabled organizations and the 
OMA. Part of the discussion was to be around how this 
might be dealt with. I wonder whether you know or perhaps 
participated in that meeting. Was your proposal on page 4, 
where you make the recommendation that we change sec- 
tion 28, which would then allow the attendant care ser- 
vices to be exempted, the proposal that was put before the 
OMA, or is there anything that you might be able to report 
back to us on how those discussions are going? 


Ms Isabella: There are various organizations in the 
disabled community that are working on that wording right 
now, so it is my understanding that there is going to be 
work done. We are not going to draft the legislation, but 
give input into the wording that might be acceptable. 


Mr Beer: As we said to Victor when he was here, the 
committee would be very interested in being made aware 
of the results of the discussions, because I think we are all 
struggling with a number of issues. I think that this would 
be shared by all members of the committee; we do not 
want to limit the development of attendant care services. 
Indeed, the thrust in many other programs and legislation 
is to provide for greater independence for those with dis- 
abilities. But we are mindful that we have to get the word- 
ing right. We would like to keep in close touch with you on 
how those discussions go with the OMA. 
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Mr Jones: If I may add, to our knowledge they have 
come up with a wording that addresses these areas and that 
will be submitted to this committee fairly soon. 


Mr Owens: My question is to the parliamentary assis- 
tant. It is around the issue of consultation that is taking 
place between the attendant care groups and the ministry. 
Can you perhaps tell us where you are in terms of wording 
and what level of consultation is going on? 


Mr Wessenger: I probably will refer that for more 
specific information, but certainly the whole matter is 
under consideration. We have been trying to work out a 
satisfactory resolution of the matter. The exact wording 
has not yet been determined. 


The Chair: Mr Owens, as you recall there was some 
discussion of this and ministry staff placed on the record 
quite a comprehensive explanation. As well, I think all 
three caucuses signified their support for this accommoda- 
tion to be made, as it was not an intention, in any way by 
anyone, to inhibit the attendant care program. I have asked 
research to make that Hansard available. Hopefully before 
noon today, a copy will be available for you. If you require 
any additional information from the ministry, they can add 
to that, but I think it was quite a comprehensive response. 


Mr Jackson: Madam Chair, might I add to your gen- 
erous offer of additional information that copies be sent to 
Ms Isabella and Mr Jones so they can share that with their 
board? They did take the time to present their case and I 
certainly would like them to have a copy as well. 


The Chair: Of the Hansard? 
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Mr Jackson: Of the Hansard, specifically referencing 
the points they have raised in their brief. 

My question would have been to legal counsel over the 
difference between regulatory response to the concerns ex- 
pressed versus inclusion in the legislation a new section 28e. 
Do we have a sense from the government if there is a willing- 
ness to put that in the bill, as Ms Isabella has indicated, or 
is it to put it in the regulations? Has there been a change in 
thinking in this area? I would like the government to clarify, 
but certainly we have no difficulty in the Conservative Party 
for having it included in the legislation in the section I have 
just suggested. 


The Chair: On you first point regarding the Hansard, 
this was discussed at the subcommittee and agreed that the 
Hansard would be made available to deputants that ad- 
dressed this issue before the committee. I was pointing out 
to the committee that we expect to have that Hansard 
available today. The witnesses that are appearing before 
the committee will be given a copy of that Hansard. Mr 
Wessenger, on the second point? 


Mr Wessenger: I think we have to go through the 
hearings process. I assume that, in the normal course of any 
committee, there will be clauses brought forward for amend- 
ments to deal with specific problems before the committee 
can make that decision of how it is dealt with. I think it is 
premature until we have completed the full hearings. 


The Chair: Thank you very much for your represen- 
tations and presentation. That Hansard should be here 
within the next 10 or 15 minutes. We would be happy to 
give you a copy of that. 


CANADIAN JEWISH CONGRESS 


The Chair: I would like to call next the Canadian 
Jewish Congress. I would ask that you come forward and 
take your place before the committee. We would ask that 
you introduce yourselves first. You have 20 minutes for 
your presentation and we would ask also that you leave 
some time so that members of the committee can ask you 
questions. 


Mr Lenkinski: My name is Louis Lenkinski. I am the 
chairman of the subcommittee dealing with this matter. 
With me is Rabbi Sheldon Steinberg, who is the director of 
chaplaincy; Teri Kay, who is the director of family and 
community services of the Jewish Family and Child Ser- 
vice; Mr Elliott Karman, who is a clinical social worker; 
Dr Edmond Lipsitz, who is the director of education and 
all its services for the Canadian Jewish Congress. I think 
the best thing would be if I read the submission, and then 
answer any questions. 

We are the Canadian Jewish Congress representing the 
network of Jewish communal services in Ontario. In our 
network we provide social work counselling, chaplaincy 
services to inmates in institutions, vocational and career 
guidance counselling. 

We and our constituent organization wish to express 
our appreciation to the government of Ontario for intro- 
ducing the Regulated Health Professions Act, 1991, and its 
companion Bills 43-64 for passage by the Legislative As- 
sembly of Ontario, in an attempt to regulate the health 


professions and to weed out undesirable individuals who 
take advantage of the most vulnerable members of society. 

At the same time, we wish to call the committee’s 
attention to paragraph 26(2)1 of the proposed act, ie, the 
diagnosis clause, which describes a controlled act as follows: 
“Communicating to the individual or his or her personal 
representative a conclusion identifying a disease, disorder 
or dysfunction as the cause of symptoms of the individual 
in circumstances in which it is reasonably foreseeable that 
the individual or his or her personal representative will rely 
on the conclusion.” 

In our opinion, the inclusion of this paragraph in the 
proposed new act would create hardships and conditions 
under which members of legitimate and necessary health 
professions would find it difficult, if not impossible, to 
operate. We strongly believe that it would be inappropriate 
for paragraph 26(2)1 to remain in the Regulated Health 
Professions Act, 1991, in its current form, and that its in- 
clusion would expose professional social workers, the clergy, 
and guidance counsellors to unnecessary risk in their pro- 
fessional practices. 

The legislation, as it is presently written, will have 
chilling effect in that it may well mean that people in the 
above stated professions will be unable to give quality coun- 
selling or assistance to those who are in need. This would 
appear to run contrary to the intent of the legislation, and 
the basic principles of care for those in need of treatment 
or advice. In light of the above, therefore, we strongly urge 
the government to reconsider the inclusion of paragraph 
26(2)1 in its present form in the the Regulated Health 
Professions Act, 1991. Respectfully submitted by the Ca- 
nadian Jewish Congress. 


Mr Beer: Again, as with a number of organizations 
you have put the finger on 26(2)1. I think all members of the 
committee are going to be traumatized with those numbers 
and that designation. The problem, as I see it, and I say this 
partly as a former minister in the former government, anc 
having been in Community and Social Services, and as ¢ 
non-lawyer, is that we are trying to balance two things 
protection of the public and yet allowing professionals t 
carry out their legitimate responsibilities. 

The former government’s view and the presen 
government’s view is that this paragraph does not cove: 
the work of social workers, that they do not fall under the 
purview of this. So we are then left with trying to sort out 
as individual members of the committee, how we chang 
this so that it will both protect the interests that you anc 
others speak to, as well as ensuring that there are not a lo 
of folks running around giving out diagnoses who shouk 
not be doing that. 

In the course of your work, as you have looked at this 
have you either tried to come up with some wording, 0 
are you aware of what the Coalition of Unregulated Practi 
tioners has come forward with, and also the Ontario Asso 
ciation of Professional Social Workers? Are there som 
options here that you would like the committee to conside 
as a way of replacing this specific wording? Because tha 
is our goal here. 
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Mr Lenkinski: Our position is a very simple one. We 
are pleading with you to put in a statutory exemption to 
exempt these groups of which we are speaking from that 
provision. Our experience with trying to interpret the in- 
tent of legislation before the courts is not the best. 

I have enough experience in my work in my other 
capacity. I am a commissioner with the Ontario Human 


_ Rights Commission, and I dare to admit it in front of the 


legislative members. However, I want to tell you that the 
courts do not interpret your intent properly, because there 
is a very basic difference between social policy and the 
law. Do not stop us from providing one of the most vital 
services to our community, both in the way the clergy and 
social workers are providing that service, and also how we 
guide our youngsters in our school system. 


Mr Beer: Your sense is that it would be through the 
route of exemption rather than trying to recast this clause 
or to draft some other article that would still be the subject 
of some kind of court interpretation? 


Mr Lenkinski: Unless there is, of course, language 
that would not cast such a tight net to catch fish you really 
do not want to catch. 


Mr J. Wilson: My question has been answered; the 
response was “statutory exemption,” and I will certainly 
take that into consideration. A number of groups, of 
course, have suggested that to us. We would be pleased if 
in the future you could get around to some suggested 
wording on how that statutory exemption might be helpful. 


Mr Lenkinski: Let me add to that. Quite a number of 
the employees are in the system of delivery of these ser- 
vices aS well, and I am suggesting that it would be very 
presumptuous on the part of our organization to suggest 
legislative language to you. You have staff, you have lawyers, 
you have enough people who can come up with very good 
language to produce the results you want. 


Mr J. Wilson: I appreciate that. It is just that if you 
are lying awake at night thinking about this and you come 
up with any language, we would be happy to hear about it, 
because this is a product of staff as it is written now. 


Mr Jackson: This is a creature of the bureaucracy you 
are referring to. 


Mr J. Wilson: And they are doing a good job, I might 
add. 


Mr Jackson: Yes, absolutely. 


The Chair: Thank you very much for your presentation. 
If, in the course of these hearings, there is anything further 
that you would like to communicate with the committee, 
please feel free at any time to submit briefs in writing or 
letters via the clerk of the committee. We would be happy 
to hear anything further that you wish to share with the 
committee. 


Mr Ruprecht: I was somewhat disappointed that Mr 
Lipsitz, whom I consider one of the wisest men in council, 
did not say anything. 

Mr Lipsitz: It is not wise. My chairman is doing the job. 

Mr Ruprecht: He is doing a good job, right? 





The Chair: The committee will recess and reconvene 
at 14:20: 


The committee recessed at 1104. 
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COALITION OF CHURCHES 
The Chair: The standing committee is now in session. I 
would like to call the next presenters, the coalition of major 
Christian denominations. You have 20 minutes for your 
presentation. I would ask that you introduce yourselves to 
the committee and if you will, leave a few minutes at the 
end for questions from committee members. 


Father Cuyler: Madam Chairman, on behalf of the 
Coalition of Churches, and you can see them listed there, 
we are here to reaffirm our concern re the wording and 
implications inherent in paragraph 26(2)1 of the proposed 
Regulated Health Professions Act, 1991, known as Bill 43. 

The present wording of this section does not differentiate 
between an assessment made by a regulated or an unregu- 
lated health care practitioner. This leaves the door open for 
disgruntled people, not the government, to prosecute any 
unregulated worker, because they are not excluded and/or 
identified with this diagnosis clause. Across the province, 
and within our networks, clergy, pastoral care workers, 
religious orders, all those listed, this has caused tremendous 
concern about the effects of this legislation on their work. 

None of the unregulated groups or individuals, paid or 
unpaid, wants to become a test case either. All those listed 
are called upon in various ways to give assessments and 
diagnoses by those who look to them for assistance and 
direction. All of them do far more than talk to people. We 
have been in communication with the religious community 
across the province and they have been getting letters back 
saying: “Oh, it’s not meant to affect the clergy. They can 
continue to talk to their people.” Clergy and lay volunteers 
do a lot more than just talk. In fact, they do the major 
amount of counselling in our community. 

Therefore, if passed, this section would place in legal 
jeopardy all unregulated mental health workers, regardless of 
their qualifications and/or training. Whenever they are asked 
such questions as, “What’s wrong with me?” if they respond, 
“You’re tormented by guilt,” or “You’re very depressed,” 
or “You’re an alcoholic,” or “Your family is dysfunctional 
in these ways,” etc, then they have just identified a disorder 
or a dysfunction. 

The present regulated health care workers cannot pos- 
sibly address all the social and psychological needs of the 
people of this province. That is why there are hundreds of 
church and voluntary agencies providing a wide variety of 
services to people who are suffering from a multiplicity of 
disorders and dysfunctions that are prevalent in our society. 

The financial implications of this bill are terrifying. 
None of the present work could continue without placing its 
workers in jeopardy unless it was approved by one of the 
regulated professions. The potential cost to the Ontario 
health care program would be astronomical and would 
bankrupt the system within a few years. 

We are concerned also about its effect upon the court 
system, which is already overburdened. Through our pres- 
ent involvement, we are aware that there are thousands of 
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unstable people in this province who are currently being 
serviced by our network. If this law is passed, it is clear 
that those persons who have the “let’s sue” mentality will 
use it. This group of people is all too willing to use a new 
piece of legislation to get at those who have sought to help. 
There are also those who, because of their anger or their 
turf wars or their ideological disputes with the unregulated, 
can have a field day with this clause. 

The Ministry of Health and its staff have continued to 
say that the diagnosis clause will not cause problems for 
the unregulated; that the regulated, be they religious or 
otherwise, may still continue to “talk to their clients.” But 
far more than that is carried out by the unregulated ser- 
vices and their staffs across this province. The Coalition of 
Churches recognizes that the Health ministry, in drafting 
this legislation, did not intend it to affect clergy. We are not 
here just to protect clergy. We are very concerned about 
that whole network of community services which the reli- 
gious community provides in a wide range, as well as 
those provided by a large group of secular agencies across 
this province. They are all put in jeopardy by this act. 

If we are not be affected, then why were we not in- 
volved in discussions in the drafting of this legislation? It 
is a real concern to us and that is why our members are 
concerned. Why did the government not consult with the 
churches, the clergy, the workers, the chaplains in health 
care institutions, etc? None of our workers wishes to be 
involved as a test case, standing in a court of law and 
saying to the judge, “But, Your Honour, this legislation 
was not intended to affect me.” 

On page 2 we have put forward some possible solu- 
tions. They have been put together by a wide group of 
people. They are not the sole property of the religious 
community. We could restrict the unregulated and regu- 
lated in different ways. What is the real intention of this 
piece of legislation in regard to the unregulated? There is a 
real lack of clarity. One could retain the prohibition of 
practising medicine without a licence in relation to all the 
unregulated. You can modify that prohibition in relation to 
non-medical regulated professions by saying that it only 
applies if they perform a medically authorized controlled 
act for which they are not authorized; or delete the first 
controlled act, relying on the current prohibition of practis- 
ing medicine without a licence in the case of the unregu- 
lated, and introduce a new clause for all the regulated, 
permitting them to communicate assessments within their 
scope of practice, as noted in the legislation. 

You could restrict the medical diagnosis to doctors and 
that is another alternative. You could prohibit misrepresen- 
tation. Especially where one is communicating an assess- 
ment, one must not wrongfully claim to be a member of a 
regulated profession. Only a member could claim the title 
of whatever that regulated profession was, and if you are 
not one, and you are in the unregulated, then you have no 
right to use it. 

Some regulated professions believe that this adequately 
protects the public. Others would try to find a wording 
which would also prohibit misrepresentation concerning 
one’s competence to make and communicate the assess- 
ment which one has made. 
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The other one, at the bottom of the page, is that the 
advisory council should screen prosecutions based on this 
piece of legislation. Both regulated and unregulated health 
care workers have reason to fear that, regardless of how 
various clauses, such as the diagnosis clause or its replace- 
ments, are worded, they might be prosecuted because of a 
turf battle or an ideological dispute. 

The coalition recommends that the advisory council’s 
duties should include the screening of all prosecutions 
under the RHPA except those initiated by a college in rela- 
tion to its own members, setting aside those which do not 
pertain to the protection of the public. Since no past or 
present member of a college can be on the council, there is 
a reasonable hope that the council will be non-partisan 
concerning issues of turf or ideology. 

Finally, would not the simplest solution of all—we are 
not legal people; at least we try not to be too legal in our 
religious networks—be to have a clause that states that the 
controlled acts concerning diagnosis apply only to those 
regulated? We: do not feel it is appropriate for us to solve 
this problem or to write what should be there. The sugges- 
tions we place before you are endorsed by the Coalition of 
Churches but have been arrived at in conjunction with a 
much wider network of concerned people. It is our hope 
that the religious community will not be overlooked in the 
future when legislation affecting its work is being drafted. 

May we take this opportunity to thank you, Madam 
Chairman, and your committee for allowing us time on 
your busy agenda. We hope the suggestions we have 
brought will be of assistance to you and that the very 
genuine concerns of the religious community across this 
province, its staff and all our volunteers who provide such 
a wide range of important services will be heard. 


Mr Beer: Thank you very much for your presentation 
and for a number of your suggestions. We have had a 
number of submissions this morning on this specific area. I 
would like, if I might, to play the devil’s advocate here. 
What I want to get a better understanding of is this: Cer- 
tainly it was not, I believe, the intention of this government 
or the previous government or the committee members to 
ensure that clergy, social workers and various others can- 
not do a lot of the things they are doing. Indeed, those are 
worth while and important. 


What I am trying to understand in the balance in looking 
at that clause is, if I were a social worker or a member of the 
clergy and I were sitting with somebody, counselling that 
individual and saying—and let’s use the examples here— 
“Look, you’re depressed,” or “You’re having a problem 
with drinking,” whatever, how does that then become, in 
effect, a case? How do you become limited? As a lay 
person, I would not think, by any stretch of the imagination 
in terms of health services, that you are providing a diag- 
nosis or even an assessment. I am wrestling with this. If there 
is indeed a problem here, how do we cope with that? Perhaps 
if we could have a better understanding of what it is that is 
feared will happen or how that will happen, that would help. 


Father Lombardi: You are counselling and a married 
couple comes to you and one has a problem and is brought 
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on by the initiation of the other partner: “My spouse has a 
real problem. We should talk. We have a marriage problem.” 
You find out that the person is distraught, and that is shared 
by one, and the person does not believe that to happen. The 
argument is between the couple. Then whatever the sug- 
gestion of the clergy or the pastoral worker or the unregu- 
lated is becomes the issue for that couple. It can result in a 
lot of problems, one denying, “Well, that’s what they said, 
and you do not want to listen to them,” or whatever. I think 
there are some problems there, and it could result in some 
further actions, based on whatever is said to that couple, if 
one refuses to read the writing on the wall either in the 
marriage or some problem signs. That is a possibility. 

Father Cuyler: Could I just respond to that too? It is 
the wording of the present legislation that when one does 
that, we have just given a diagnosis, we have diagnosed a 
dysfunction. That is a problem. 

The other is that often, for example, you could have a 
couple—and both of ours are here, so we could use this one. 
A girl becomes pregnant, for whatever reason. She could 
go to one church, because of one parent being of that faith, 
and could be counselled to have an abortion. The parent on 
the other side could say, “Absolutely not,” and you could 
get into a major kerfuffle. You get into some of these areas. 
It is that whole “Let’s sue” mentality that is in our world. 
That is the frightening thing, how people will use any piece 
of legislation in terms of getting at those whom they feel 
strongly about. I know Massey and I joked about this in the 
early stages of it, so I can use that illustration, but it goes 
way beyond that. It concerns us greatly how that would 
affect, over the longer period of time, that whole raft of 
unregulated work that is going on in terms of this problem. 


Father Lombardi: Just from personal experience, 
there are certain areas in professional relationships as 
clergy people and pastoral workers that clients or people of 
our faith would readily share with us and not with their 
medical doctor or with anybody else. I can assure you that 
is always the case in prisons where I have worked, either 
with men on death row or other areas. It seems to me there 
is an area there both of confidentiality and also very per- 
sonal things that they feel a confidence in. Therefore, in 
trying to help that person through real pastoral care and 
spiritual counselling, it requires some diagnosis, either 
from a moral/ethical perspective or church teaching and 
everything else. It is those kinds of things that this legisla- 
tion would threaten. 

I am quite certain that is not the government’s inten- 
tion, because if it were—and I am saying it is not—it 
would negate any of the church-related organizations that 
have worked closely with government, not to mention the 
government chaplaincy services of Ontario, where there is 
a partnership. The government has traditionally viewed the 
contribution of faith communities and their volunteers as 
performing a service that no other body can perform, be- 
cause it is another level. It is that kind of level that is 
between the lines here. Although it is not the intention of 
the law— it is not so much between the lines—there are 
big gaps there. I think that is where the concern is. The 
vagueness would result, I think, in some very negative 
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results on how faith communities and their workers can get at 
what professionals cannot get at in many ways. 

Many times in our relationship with people like that, 
and working in teams in hospitals and chaplaincy, where 
although it is not confidentiality that is breached, there is a 
view that is very helpful in the holistic kind of approach in 
determining what is the matter with this patient and how this 
ex-offender or offender can be helped to resolve the prob- 
lems. These are the kinds of things we are concerned about. 


Ms Haeck: The previous speaker was just making 
mention of something I wanted to raise. In speaking with a 
divinity candidate in my riding, this person put forward the 
view, and obviously one that many of us also share, that 
the chaplain working in a hospital setting really is part of a 
health care team, a feeling that may not always be sup- 
ported by some in the medical community. But there was 
definitely this feeling that the whole person needs to be 
treated and really to be made to feel part of that team. Your 
basic view is that this is now being compromised by this 
particular piece of legislation. Would you feel—and I really 
want a strong confirmation on this one, the yes-no position 
here—that you would prefer to be clearly exempted, that 
this does not apply to the clergy, as some other groups have 
also put forward? 


Father Cuyler: I do not think we want it just to apply 
to the clergy. That is a position we have tried to maintain, 
why we support the Ontario Association of Professional 
Social Workers, why we agree with the Coalition of Un- 
regulated Practitioners, and we ourselves have expressed 
this major concern. 


Ms Haeck: So you are really looking for a very clear 
exemption, of what is included and what is not included. 
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Father Cuyler: We want clarity so that people operat- 
ing within their sphere of competence and expertise and 
knowledge can function without a cloud over them, always 
having to be very careful in dealing with the people who 
look to them for assistance. 


Ms Haeck: You raised another point which I would 
like to address. Obviously you are bringing it here to us 
today. In the whole consultative process, over the eight- 
year lifetime of this bill in its various forms, how have you 
communicated your position in the past? 


Father Cuyler: It was not until the legislation was 
ready for presentation with the Liberal government. We had a 
meeting. Finally, we wrote a variety of letters and had a 
meeting with your Chairman. There were, I think, five of 
us at that meeting. We expressed our serious concerns 
about this proposed legislation, and since that time we 
have continued unabated in our opposition to the wording 
and the dangers inherent in the way it is presently worded. 


The Chair: Mr Wilson, you have less than one minute. 
Mr J. Wilson: I will ask a less-than-one-minute 
question, then. 


I understand the intent of your suggestion that the advi- 
sory council should screen all prosecutions. My concern 
would be that we would be conferring a quasi-judicial 
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power to that council that, to this point, is not intended. 
Can you just expand on what you mean by screening? 

Father Cuyler: I think what was in our mind was that 
rather than every case ending up automatically on the court 
docket, and you are into the legal process with all the costs 
and this being criminal legislation, it would go through 
some process. Whether or not it is this committee, there 
needs to be some group that would look at proposed prose- 
cution, use of the court system to get at somebody, so that 
those that were genuine could go on, but those that were 
purely mischievous would not. 


The Chair: Thank you very much. We appreciate your 
presentation and we hope that as our hearings continue, if 
you feel that there is anything further you would like to add, 
you will feel free, as you have in the past, to communicate 
with the committee in writing. 


Father Lombardi: Could I ask a question of the 
members of the committee? Where does this go from here, 
as far as you are concerned? 


The Chair: The process of the committee hearings is 
that following the public hearings, probably after the Leg- 
islature resumes on September 23, the committee will sit 
in clause-by-clause discussion of all the pieces of legisla- 
tion, during which time amendments can be proposed and 
discussed and then voted on in committee. The bills will 
then be—the technical term is reported to the Legislature 
after they have been fully completed in discussion at the 
committee level. They will be reported back to the Legisla- 
ture, where they will receive committee of the whole, po- 
tentially, or third reading discussion and debate, when it is 
ordered by the government House leader. That is the legis- 
lative process. 


Father Lombardi: Will there be any opportunity for 
any of us, including ourselves, for another review of that, 
in terms of any wording? How is that going to work? 


The Chair: You are welcome to communicate with 
the committee in writing at any time during the hearings 
process and, as well, as it continues through the legislative 
process, to let individual MPPs, the minister or any mem- 
bers know the positions that you hold about the actions or 
suggestions that have come forward, but this is the only 
opportunity for you to present during the public hearings. 
There are many who, given the time available, have been 
asked to submit briefs in writing. All briefs which are sub- 
mitted to the committee will be appended and become part 
of the public record. 

I appreciate the committee members giving me the op- 
portunity to explain that to the deputants. I hope you agree 
with me that it is important that the process be clearly 
understood. 


CONSUMERS’ ASSOCIATION 
OF CANADA (ONTARIO) 

The Chair: I am going to call now on the Consumers’ 
Association of Canada, Ontario section. Please begin by 
introducing yourselves. All the members of the committee 
have received a copy of your brief. You have 20 minutes 
for your presentation and we ask that you leave some time, 


if you would, for questions from committee members. 
Thank you very much. Please begin now. 

Mrs Rubino: My name is Rose Rubino. I am the 
health committee chair. With me is Lucienne Bushnell, 
vice-president of policy and issues, and Beatrix Robinow, 
the former health chairman and now a member of the 
health committee. : 

The Consumers’ Association of Canada, an independent, 
non-profit, voluntary organization, represents and informs 
consumers and advocates action on their behalf to improve 
the quality of life. It is the largest organized consumer group 
in Canada. The Ontario branch of CAC has over 50,000 
members. Consumer advocacy, consumer representation and 
consumer education have been the major activities of CAC 
and other local associations throughout its 44-year history. 

Health and health care are priority issues with CAC. One 
of our primary concerns is consumer access to high-quality 
health care at an affordable cost. The Consumers’ Association 
of Canada Policy Statement on Consumers and Health Care, 
October, 1989, is a detailed document explaining consumer 
rights and responsibilities concerning health matters. 

Our association firmly believes that all consumers have 
certain basic rights. The International Organization of 
Consumer Unions’ 1984 consumer rights were adopted by 
CAC (Ontario) in April 1991. They are the right to basic 
goods and services, the right to safety, the right to be pro- 
tected, the right to have choices, the right to be heard, the 
right to redress, the right to be informed and the right to a 
healthy environment. 

CAC is fully committed to the rights of consumers to be 
informed, respected and to participate in reaching decisions 
with respect to their health care. The health committee of CAC 
has been interested and involved in the Health Professions 
Legislation Review from the beginning and made an exten- 
sive submission in January 1985. In May 1989, CAC ex- 
pressed its concern to the Minister of Health on the 
implications of the Schwartz report. 

We are pleased that the act provides for a uniform 
regulatory structure across all health professions, a more 
open and accountable complaints and discipline system 
with a greater public involvement on college councils and 
in public hearings, and a clear description of all regulated 
health professions and the scope of practice of each. 

CAC is very disappointed that Bill 43 omits sections 
27.04 and 27.05 which were contained in the Health Pro- 
fessions Legislation Review, Striking A New Balance: A - 
Blueprint for the Regulation of Ontario’s Health Professions. 
These sections stated: . 

“27.04 (1) No person shall treat, offer to treat, or advise in 
respect of any human health condition in circumstances in 
which the treatment, offer of treatment or advice, or an 
omission therefrom, has resulted in harm or may result in 
a risk of harm. 

“(2) Subsection (1) does not apply to a person who is a 
member of a regulated health profession listed in schedule 
A where the treatment, offer of treatment or advice is part 
of the practice of the profession of which the person is a 
member. 
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“(3) In subsection (1), ‘harm’ includes (a) any or in- 
creased physical or mental disease, disorder, dysfunction, 
injury or pain and (b) death or earlier death. 

“27.05 A person who contravenes section 27.04 is 
guilty of an offence and on conviction is liable to a fine of 


not more than $25,000 or to imprisonment for a term of 


not more than two years, or to both.” 


In response to the ministry’s request for comments on 
sections 27.04 and 27.05 of the Health Professions Regula- 
tions Act, 1990, the Consumers’ Association of Canada on 
October 4, 1990, forwarded our support for this section 
and also offered an alternative wording. However, this sec- 
tion has now been deleted from the act. It would appear 


that criticism of the original wording and concern as to the 
enforceability of this section was received by the ministry 
from various sources. Possibly concerns were also raised 
by unregulated practitioners, such as social workers and 


_ clergy, who felt it opened them up to potential prosecution 


in connection with their counselling activities. 
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To CAC it appears that the baby has been thrown out 


with the bathwater. Section 27.04 was aimed at preventing 
harm resulting from treatment or advice provided by persons 
who were not members of regulated health professions or 
who, if they were, exceeded their scope of practice or li- 
 censed acts. Section 27.04 was a vital component of the 


licensed act scheme and the act’s viability has been com- 
promised by its omission. 

CAC recommends that sections 27.04 and 27.05. be 
rewritten and reinserted into the act. This would then ensure 
that one of the objectives of the act is met, namely, that 
“the public must be protected from unqualified, incompetent 
and unfit health care providers to the extent possible.” 

CAC is greatly concerned about the lack of control of 
the unregulated professions. We feel that among the unreg- 
ulated practitioners there may be questionable therapies 
used which are based on unusual and untried treatment 
whose safety and/or effectiveness has not been demon- 
strated. Consumers must be made aware that some harm 
could come to them when they receive treatment by alter- 
native practitioners, since such treatment may unduly 
delay needed help from traditional medicine. Also, CAC 
believes that some of the unregulated practitioners may 
use false degrees, titles, variations, abbreviations or an 
equivalent in another language to persuade the public of 
their training or expertise. 

The association therefore recommends that the Ministry 
of Health undertake a review of alternative health care 
therapies. CAC (Ontario) further recommends that truth- 
in-advertising provisions should be enacted to prevent 
those not regulated by a professional body from misrepre- 
senting their activities to the public through false advertising. 

CAC believes that the legal language embodied in Bill 
43 and its companion bills will not be readily understood 
by the lay reader. We would like to make a strong case for 
the provision of clear, simple guides to the legislation writ- 
ten in plain language. Consumers will also need guidance 
as to the qualifications and scope of practice of each of the 
professions involved. 


Beyond the present acts, but of equal importance to 
consumers, would be a list of the training/qualifications of 
each kind of practitioner as required by each college. Many 
questions can arise in the minds of consumers, such as; how 
long does a chiropodist train? What kind of degree does a 
practical nurse have? What is the difference between an 
optician, an optometrist and an ophthalmologist? What is an 
endodontist? Is a nutritionist the same as a dietician, and 
so on. A glossary of all the terms, restricted or not, would 
be useful and is definitely recommended. Consumers need 
to know the definitions of the large variety of practitioners. 
This could possibly be accomplished through a fact sheet. 

Consumers, particularly the disadvantaged, have always 
faced a challenge in accessing information. How can con- 
sumers find out where to contact an audiologist, occupa- 
tional therapist, psychologist or the affiliated college? Will 
each college have a listing in the white pages of all tele- 
phone directories in Ontario? 

A further problem arises. For example, how will consum- 
ers know that the appropriate college for a speech therapist 
or speech-language pathologist is the College of Audiologists 
and Speech-Language Pathologists of Ontario? In the To- 
ronto telephone directory at present, most of the individual 
colleges are found under the key word “college.” However, 
most regions outside of the Toronto area lack such listings. 

Information regarding the complaints and discipline 
and appeal process also needs to be available to consumers. 
The onus for providing this information should be on the 
appropriate college. A description of the Health Professions 
Board and its function should be made available to con- 
sumers upon request. Information should also be available to 
consumers about those professions which are not covered 
by insured health benefits, and under what conditions and 
limitations, if any. CAC recommends that consideration be 
given to storing all of the above types of information in a data 
bank whose contents are readily accessible to the public. 

CAC is concerned that sufficient thought may not have 
been given to the expanded use of the title “doctor.” We 
believe that this expanded usage—ie, use of the title by 
chiropractors and so on—will result in confusion to the 
public. We wonder what process was used to decide on this 
expanded usage. What factors were considered? Who was 
consulted, and which groups favour the expanded usage? 

Our association is also disturbed about the use of re- 
stricted titles. In each case the title is restricted “in the 
course of providing health care to individuals.” 

Many of the professional groups to be regulated provide 
services to consumers in areas which may not be consid- 
ered health care, yet are within their scopes of practice, ie, 
physiotherapists, occupational therapists, psychologists 
and speech-language pathologists who work in school set- 
tings and provide educational support not related to health 
status. Business, industry and government also use occupa- 
tional therapists, audiologists and psychologists to provide 
evaluation and consultation with regard to work perfor- 
mance, organizational issues, quality of working life and 
vocational career planning. We are concerned that unregu- 
lated practitioners will be allowed to use protected titles in 
the provision of services which are not considered to be 
health care. 
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CAC believes that the Regulated Health Professions 
Act should protect health professionals whatever their 
work setting. The appropriate section could read: “No per- 
son other than a member shall use the title F 
a variation or abbreviation or an equivalent in another lan- 
guage in the course of providing or offering to provide 
services in Ontario.” In a similar manner, each appropriate 
section could be altered to contain a statement to deter 
unqualified individuals from intentionally misleading the 
public, as recommended in the preface of the Health Pro- 
fessions Legislation Review. 

The very narrow scope of the actual restricted titles is a 
cause for concern. One may not call oneself a psychologist or 
a nurse but can still offer psychological services or nursing 
services. One can even claim to give medical services. The 
question arises as to whether restricted titles are too pre- 
cise. Physiotherapists feel that “physical therapist” should 
also be restricted. Other titles which might reasonably be 
restricted are “nutritionist” and “speech therapist,” because 
these are the terms familiar to consumers. The intent of the 
section of the act is laudable. However, the resulting prac- 
tices may not be to the benefit of the consumers of health 
services. CAC urges a closer look at these sections. 

CAC is concerned regarding limitation to certain profes- 
sions of the “communicating to the individual...a conclusion 
identifying a disease, disorder or dysfunction as the cause of 
symptoms.” It is unclear as to how much of a departure this is 
from present practice. We believe that a significant departure 
from present practice would result in frustration and emo- 
tional distress to patients and should be avoided. 

Health care providers understand the functioning of the 
human body in a way that few members of the public do, 
even those who are health conscious and well educated. At 
those times when consumers require health care, they often 
tend to become confused and fearful and are generally 
very vulnerable. Therefore, an extensive public education 
process is critically needed. This will ensure that people have 
the information they need to make informed decisions about 
their own health care. 

A vulnerable consumer seeking health care may not 
know what questions to ask and may be very intimidated 
and confused. It must be the duty of the professional health 
care giver to answer those unasked questions and, ideally, 
to make written information available to the consumer. 
Health care providers must be educated to provide the nec- 
essary information to consumers as part of their service. 
The right of the consumer to be informed is particularly 
important in the area of his or her health. All involved in 
the system have a special obligation to ensure that con- 
sumers receive the necessary information regarding their 
health care and/or medical procedure. 

The act is probably not the place to address this impor- 
tant concern. However, CAC cannot miss the opportunity 
to make a plea to the ministry to institute a consumer 
education awareness program in conjunction with the in- 
troduction of the Regulated Health Professions Act. 

CAC appreciates this opportunity to express our views 
on this important legislation. 


The Chair: Thank you very much for a thoughtful 
and excellent presentation. We have some questions. 
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Mr Martin: I also want to thank you for coming for- 
ward. It is rather refreshing after we have sat through nu- 
merous presentations by groups who represent deliverers 
of health care to hear again from the consumer. You make 
some excellent recommendations. It is interesting to see 
the “harm” clause back on the agenda from your perspec- 
tive and also the issue of plain language. 


1200 
The Chair: Time for a question. 


Mr Martin: Yes. You had mentioned in here that it was 
important for us to be out there listening to the consumer. 
What is the process you have involved yourselves in to 
make sure you represent the voice of the consumer when you 
come to these hearings so we might understand that as well? 


Mrs Bushnell: We have about 50,000 members, who 
are not all active, that is true; however, it is a network. We 
have eight local associations and a variety of committees. 
Most of the comments we have made here are based on the 
national health policy, which then represents a whole lot 
more consumers, because then it is the national policy. 

CAC is three-tiered. We represent the provincial, but 
there is also the national and the local, so we are sort of in 
between. We get some grass-roots information and we also 
get from national. The recommendations we have made are 
based on these two things, grass-roots information that comes 
from the locals and also from the national association. 

Also, at the Ontario level we have a network of volun- 
teers whom we send questionnaires to. These people are 
not necessarily CAC members. They are people we have 
recruited who are willing to answer questions on various 
issues, and we have had questionnaires about health issues. 
These are the sources where we get our information. 

Mr J. Wilson: Thank you for an excellent presentation. 
Just to note that earlier on I did ask the staff of the ministry 
to ensure they inform the committee what their intentions are 
in the area of a consumer education awareness program. I 
very much appreciate your point there. Have you been 
involved to date in any discussions with the ministry con- 
cerning such a program in the dissemination of information? 

Mrs Rubino: I wonder if this is the time. Yes, we 
have— 

Mr J. Wilson: It is an important aspect of the act. No 
use having one if no one understands it. 

Mrs Rubino: Exactly. Lucienne, do you want to fill 
them in on our health innovation fund request from the 
Premier’s Council? 

Mr J. Wilson: Put a plug in. 

Mrs Rubino: So this ties in too. 

Mrs Bushnell: Yes, right. This is a little tricky. 

Mr J. Wilson: I did not know I was setting you up. 

The Chair: I would advise that there are just a few 
minutes left for questions and you might want to submit that 
information to the committee in writing. 

Mr J. Wilson: Go ahead now. 

Mr Jackson: Put it on the record. 

Mrs Bushnell: I will do it quickly because we are really 
at the last minute waiting for the response from them. I hope 
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the letter may not take too long. We have submitted to the 
health innovation fund of the Premier’s Council a proposal 
to establish as a pilot project consumer health information. 
This is a partnership between the library of science of the 
University of Toronto, the public libraries of Toronto and 
the consumers’ association. 


Mrs Rubino: And the Toronto General Hospital. 


Mrs Bushnell: Yes. What we are aiming to do is to 
establish a real database in a public library of information 
that would be consumer-driven. In other words, the con- 
sumer phones, asks the information and the database will 
be developed according to the type of request we get. This 
is an 18-month project, and the idea is that it is a test pilot 
and we want to then expand it to the north, the east and the 
west and all of Ontario. Right now we are waiting for what 
we hope will be a favourable response. 


Mr Beer: With respect to the restriction of the title 
“doctor,” we have had a number of presentations from 
individuals who are active in related health care fields, 
speech therapy for example, where it has been put to us 
that someone who has received a doctoral degree should, 
like anyone else who has a doctorate, be allowed to use the 
title “doctor.” We have discussed how to balance that off 
with the MDs and so on. In coming to the conclusion you 
have, or at least expressing the concern, how would you 
handle that? On the one hand, one can understand wanting 
to know who is the medical doctor, but should this legisla- 
tion be, in effect, restricting other professionals from using 
a title which has historically been one that is allowed? 


Mrs Rubino: I guess one approach would be if they 
used the title after the name. 


Mr Beer: Like PhD. 


Mrs Rubino: Yes, PhD, MD or whatever. 


Mr Beer: All right. That is one suggestion. In terms of 
those who are being allowed to use the actual title “doc- 
tor,” you raised questions here. Is it that you believe only 
medical doctors and dentists should be able to use that 
title? Are you opposed to chiropractors and psychologists 
using that as well? I know you raised the question, but I 
want to be clear on it. 


Mrs Rubino: I am just raising the question. I am curi- 
ous as to what the process is. How was the decision made? 
I would think this decision should be made by academia, 
government, health professions, consumers. I just do not 
know how those decisions are made now. 


Mr Beer: Fair enough. Thank you. 


Mrs Bushnell: I would like to add to this too. I agree 
with you. Somebody who has a PhD deserves the title 
“doctor,” but I think a doctor of philosophy or a doctor in 
whatever, it does make them experts on human nutrition, 
for example. Whereas, if it is presented that this is a doctor, a 
consumer may misunderstand what it is. I think we have to 
clarify that, yes. Somebody with a PhD, or a physician, is a 
doctor and the other one may be a therapist. I think that 
would be much clearer in the minds of consumers. 

The Chair: Thank you very much for your presentation. 
We appreciate your appearing before the committee today. 
I would remind you that if in the course of these hearings 
there is additional information you think would be helpful 
for the committee members, you can submit it in writing to 
the clerk at any time. Thank you very much. 


The committee recessed at 1207. 
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AFTERNOON SITTING 


The committee resumed at 1401. 


ASSAULTED WOMEN’S HELPLINE 


The Chair: I would like to call on our afternoon pre- 
senters, the Assaulted Women’s Helpline. Please come for- 
ward and introduce yourself. You have 20 minutes for your 
presentation. We would ask you to leave a few minutes for 
members to ask questions. 


Ms Kneen: Good afternoon. My name is Cathleen 
Kneen. I am speaking on behalf of the Assaulted Women’s 
Helpline with reference to Bill 43. 

Our major concern is the diagnosis clause, paragraph 
26(2)1, which prohibits “Communicating to the individual 
or his or her personal representative a conclusion identifying 
a disease, disorder or dysfunction as the cause of symptoms 
of the individual in circumstances in which it is reasonably 
foreseeable that the individual or his or her personal repre- 
sentative will rely on the conclusion.” 

The Assaulted Women’s Helpline receives between 
1,000 and 1,200 calls a month from women in the greater 
Metropolitan Toronto area who have endured assault or 
abuse of many different sorts. Our role is to listen to 
women who call the helpline and assist them in making 
informed decisions about their situations. 

Women who call us have backgrounds which include 
childhood abuse, incest and sexual abuse, as well as recent 
violent assaults. Under this clause, we would be unable to 
suggest to a caller that there might be a connection between 
the memory of these events in her life and the present crisis 
which caused her to call the Assaulted Women’s Helpline, 
particularly in so far as the woman has trust and confidence 
in our knowledge and abilities. 

For example, we are well aware of the connection be- 
tween incest trauma and self-injurious behaviour. Under this 
clause, we would be unable to suggest that the incest a caller 
suffered is related to her current “dysfunction,” her suicidal or 
self-injurious feelings or actions. This makes it impossible for 
us to be helpful to her in developing her real options. 

One of the basic principles of the Assaulted Women’s 
Helpline is that our job is not to make decisions for women, 
but to empower them to make their own decisions by giving 
as much information as possible. This clause would destroy 
that relationship, creating a situation in which we know 
something we cannot say which might be of help to her. 

Another issue for us is referral. There are times when 
we might wish to refer a caller to a practitioner who is not 
covered under this act but who has a particular skill and 
sensitivity to the needs the caller has divulged. Such a 
practitioner would be unable to diagnose our caller’s com- 
plaint, or would be put in a totally untenable situation in 
which the client must rely on faith that the practitioner is 
doing something useful, since it would be illegal for her to 
be told what is being done and why it is being done. Again, 
this destroys the helpline’s basic principle of putting power 
in the hands of the woman. 

What it means for the helpline is that we cannot refer 
to these sensitive and, we believe, effective practitioners. 


We are stuck referring to one of the regulated professions 
who may never have had any training and may have no 
insight whatsoever in the areas with which we are concerned. 
Women have been controlled by abuse. It is time for 
them to be enabled to take back control of their lives and their 
choices, including which healers they choose to work with. 
In the light of the serious problems this clause would 
cause for the Assaulted Women’s Helpline and our work, we 
propose that it be struck from the act. We believe that the 
concerns which prompted its inclusion are adequately cov- 
ered by the clauses which ensure that nobody may represent 
themselves as being a medical doctor or nurse or one of the 
regulated professions, with the weight that their diagnostic 
opinion would thus carry, unless they are properly licensed. 


Mr Owens: Thank you for your presentation. One of 
the intentions behind this piece of legislation is, in fact, to 
open up the practice of medicine to women. I agree that 
women have been treated as second-class citizens, as I said 
yesterday, and that they have been prisoners of abuse. 

My question is around the issue of referral. I am won- 
dering if you could explain more fully how you see the 
diagnosis clause as being problematic with respect to your 
ability to refer to other groups or organizations. 


Ms Kneen: It is a question of who would be restricted 
from doing what under this particular paragraph. The fact is 
there are numerous practitioners, counsellors in particular, 
to whom we would like to refer but who would be prohib- 
ited from giving any diagnoses, and, therefore we feel, 
probably any effective assistance to a client, the way this is 
written. That is the problem. They would not be regulated. 
These are people whose training comes from outside the 
regulated professions but who we believe, because of our 
experience and our knowledge of the field, would be effec- 
tive supports for the woman. I am thinking particularly of 
women who are dealing with some of the more difficult 
areas that we encounter, the aftermath, particularly of incest. 


Mr Owens: Just a quick supplementary to legal counsel 
from the ministry. I am concerned about how far the net 
goes. I wonder if we have had any opinions with respect to 
that, and what that opinion is. I am becoming increasingly 
uncomfortable with how far this legislation goes. 


Mr Wessenger: Yes, counsel will answer that. 


Ms Bohnen: In my answer I would like to focus on the 
particular concerns that you have heard now. It is our con- 
viction that this controlled act would not in any way restrict a 
counsellor/therapist volunteer from saying to a woman, 
“Your distress may be related, or is related, to previous 
events in your life.” The controlled act focuses very precisely 
on diseases, disorders and dysfunctions, so any causal con- 
nection can be drawn to events, things that have happened 
to people in their lives, without having that causal connec- 
tion brought within the ambit of this controlled act. 


Mr Owens: I guess then the problem would be if the 
woman says something about hands not being functional 
or properly functional and the person says, “Well, that is 
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probably as a result of abuse.” Is that where the distinction 
would be made? 


Ms Bohnen: I do not know that I quite caught the 
words that you used. 


Mr Owens: If the client is sitting with one of the re- 
ferral folks whom she has been sent to and she complains 
that her hands are not functioning properly because they 
have been broken four times, and the therapist then says, 
“That’s probably as a result of abuse at the hand of your 
partner,” is that where the line would be drawn? 


Ms Bohnen: That would not be covered by this con- 
trolled act at all because the counsellor has not said, “Your 
hands are hurting you because you have arthritis.” You 
have not identified a disease as the cause of this person’s 
symptoms. 
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The Chair: Would you like to ask a question or make 
a comment? 


Ms Kneen: Yes, I would like to make one point of 
clarification and ask a question. One is that our counsellors 
are not volunteers. I believe your legal counsel used the 
term “volunteer,” so I would like to have that clarified. 


The other is, is it the intent and the wording of the act, 
then, to cover only physical disorders and not mental dis- 
orders of any sort? 


Mr Wessenger: I think what we are examining is 
within the whole health field, the mental health field as 
well as within the physical health field. But I think the 
question is, what is health? I think it is the intention not to 
cover counselling aspects at all within the framework of 
this act. Certainly that is the intention. 


Mr Jackson: First of all, I would like to say that this 
is an extremely complex and sensitive issue, but also that 
the health professions generally are not up to the level of 
awareness and understanding to treat this properly. 

The first problem, as I understand it from what has 
been shown to me over the last seven years, and the con- 
cern from those groups associated with assisting in the 
empowerment of victims, is that there is documented evi- 
dence of inappropriate treatment being provided in this area. I 
can list several incest cases I am working with in my riding 
which confirm this. 

The second concept that we have to be careful of here is 
that if the referral is to a health care professional, the law 
states clearly that you must contact the police. This was part 
of the tension that existed, I believe, between the current 
chairman when she was the the minister and I was the 
women’s issues critic. We had some disagreement about in- 
tervention services that are provided at a community-based 
clinic versus those that are provided in a hospital setting. 

We have to be very careful here because this does not 
comfortably fit in with the health profession delivery net- 
work for victims of violence, particularly rape and incest, 
in terms of awareness and understanding. In fact, some of 
the best therapists are previous victims who have come to 
the point of empowerment and are in a position to help. 
They are not classed as professionals. I think that is at the 


nub of the concern when the women’s groups have con- 
tacted me about this point. 

Can you can confirm that what I am saying is part of 
the concern here and how we are to struggle with main- 
taining the independence of the support groups that are 
involved, in various settings? It is not just with the helpl- 
ine. It is abuse shelters and in certain rape crisis centres as 
well. There is a range of programs there that are indepen- 
dent of specific health profession linkages. 

Could you comment about those areas, because that is 
where I see our problem, until such time as we have more 
women psychiatrists, more access to awareness in the 
courts and so on, which is a much more complex issue. 


The Chair: I am going to intervene for just one mo- 
ment with a request of Mr Jackson, and that is first, that 
when you are questioning witnesses, you ask questions. 
Second, the Chair would appreciate it if, in referring to 
conversations from the past, you would be more specific 
rather than putting words in someone else’s mouth. I remem- 
ber no such meeting with you to discuss the issue that you 
have just put on the record, and I object to your comments. 


Mr Jackson: That is an invitation to clarify, former 
Madam Minister, the presentations that I made in the House 
to you in question period and at other times with respect to 
funding of rape crisis centres and your responses that you 
were expanding access in a hospital setting, and my— 


The Chair: I would suggest that this discussion is in- 
appropriate at this time and ask that you confine yourself 
to questions of the witness. 

I am going to allow you to answer the question if you 
can figure out what it is he asked you. 


Mr Jackson: I agree. Your understanding of this issue 
is not the issue. 


Ms Kneen: I think the best response I can give to the 
question as I understood it is that, indeed, there is a sub- 
stantial amount of expertise in the areas of concern that 
arise around the Assaulted Women’s Helpline. They are 
not simply matters that arise from acts of violence which 
the woman has endured in the immediate past but those 
which have caused trauma. That trauma can then become a 
basis for later action. There is a question of some kind of 
diagnosis in that kind of assessment, and it is at that point 
that we have substantial concern because we recognize 
that on the one hand, there is, I understand from what you 
have been telling me, an intention not to include us and our 
colleagues under this particular clause. But if we are not 
specifically excluded, then I am not sure how we can go 
on doing what we feel it necessary to do. 


Mr Beer: The Schwartz review team looked at this 
over eight or nine years. They have come forward with 
something which they feel is a balance, so it seems to me it 
is incumbent on us, if we are going to recommend 
changes, that they are clear and present and are things that, 
in our judgement, with other advice and so on, need to be 
changed. 

I guess what I am still struggling with, around those 
who are counselling or the various people such as your- 
selves, is to see how what you are doing could be interpre- 
ted as somehow going against the act. When I look at the 
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example you have used and the things you are doing, the 
process would be what? Using the example in your paper 
about the connection between incest trauma and self-inju- 
rious behaviour: You are discussing that with the individ- 
ual on the telephone, and then presumably that person later 
on, for some reason or other, is upset with you or whoever 
it is she was talking with and decides to launch a suit of 
some sort. That is the concern, correct? 

Ms Kneen: I would assume that is the way it would 
happen. 


Mr Beer: But does there not have to be a sense that 
you are, in effect, a health care professional? I am trying to 
see how the advice you are giving is communicating a 
diagnosis as opposed to a considered opinion. I think that 
becomes a fundamental connection, and I sense you are quite 
certain that the opinion you are giving is contrary to the act. 
What is your basis for that? 

Ms Kneen: Perhaps certainty is a strong statement. I 
am here— 


Mr Beer: Severe doubt. 


Ms Kneen: —at this point in the proceedings to raise 
this as a concern. I am not a lawyer. I have not spent eight 
years studying this. Obviously it is a grey area, and I am 
presenting it to you in the hopes that it can be clarified and 
we can continue to do our work, because we feel it is 
essential. 


Mr Beer: You are quite right, and I think everybody 
agrees. We want to make sure that you can continue to do 
your work, and I think that is why this is a concern, but I 
think we also have to try to determine, in terms of the 
concern you and many others have expressed, if this really 
does do all the things that people have suggested might 
happen and what the remedies are. 

Ms Kneen: The English language is a wonderful and 
very slippery tool, and I am not sure what the term “diag- 
nosis” means and whether it covers the kind of considered 
opinion which a professional counsellor might give to a 
woman in trouble. I do not know, but I would like to be 
really, really clear because we are very nervous about this. 
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Mr Hope: You raise a good point, that you are not a 
lawyer, and as I am hearing you, as you read it, you feel you 
could be in jeopardy with the diagnosis clause. The way 
you read it, not being a lawyer—and this is what people 
are going to read—it is saying you could probably be in 
jeopardy and you do not know how far you can go. That is 
what you are telling us. The language itself is not clear 
enough for common people to read. 

Ms Kneen: We would like to have it clarified, if that 
is not the intent of the law. 

The Chair: Thank you very much for your presenta- 
tion. During the course of these hearings, if there is other 
information that you think would be helpful to the com- 
mittee, please feel free to submit it in writing. 

Before I call the next witnesses, Mr Jackson. 

Mr Jackson: It strikes me that this particular deputation 
lends itself to a response from the women’s directorate, 
part of the current government, and I am not 100% sure if 


they are one of the directorates that we are checking with in 
this regard. I know we are checking with disabled persons 
and the ministries of Community and Social Services and 
Health for follow-up meetings— 

The Chair: If you would like to make that request for 
the meeting of the 17th, that is duly noted. 


Mr Jackson: I would appreciate if that could be noted 
or requested. It would not be a long meeting, but this seems 
to be the major focus of that ministry at the moment. 


ONTARIO SOCIETY OF 
PUBLIC HEALTH DENTISTS 

The Chair: I would like to call the Ontario Society of 
Public Health Dentists. We would ask that you begin by 
introducing yourself to the members of the committee. You 
have 20 minutes for your presentation, and we would ask, 
if you would, to leave a few minutes at the end for ques- 
tions from committee members. 

Dr Williams: I am Birt Williams. I am a dentist, grad- 
uated in 1964, University of Toronto. I work at Brant 
County Health Unit as its director for dental health ser- 
vices. With me today is Dr Patricia Main, a colleague who 
works at North York as their dental director. We want to 
thank you today for allowing us an opportunity to talk on 
section 3 of Bill 47, An Act respecting the regulation of the 
Profession of Dental Hygiene. We wish to present to you 
our concerns as they relate to the scope of practice of 
dental hygienists. 

Under the act, as it now reads, a hygienist could set up 
an independent practice and, without restriction, provide 
preventive and therapeutic services without either supervi- 
sion or instruction from a dentist. In all public health pro- 
grams the provision of community dental services is 
delegated to dental auxiliaries with direction, sometimes of 
an indirect nature, because we recognize the hazards that 
are inherent in both the procedures that are performed for 
patients and in the agents that are used. 

The provision of preventive or therapeutic clinical ser- 
vices, aS simple as they may appear, is not without risk. 
Improper use of fluoride rinses and tablets, for example, 
could result in enamel fluorosis, which is an irreversible 
condition. Some topical fluorides are of sufficiently high 
concentrations that they could produce morbidity as well 
as mortality if swallowed. The apparently simple act of 
polishing teeth without the required medical history, as 
well as the ability to interpret the implications, could gen- 
erate medical problems of a serious nature. These risks are 
reduced or eliminated if the clinician has adequate knowl- 
edge to understand the nature of the agents that are being 
used, as well as an understanding of how and why existing 
medical conditions may dictate an alteration in or redirection 
of a treatment plan. A decision whether to treat or not, to seek 
consultation or refer a patient involves knowledge, training 
and skills beyond those that hygienists now possess. 

The Ontario Society of Public Health Dentists feels 
that it is appropriate for public health dentists to delegate 
some duties to dental hygienists. This position was well 
represented in the attached brief submitted to the Health 
Professions Legislation Review. This is based on the ratio- 
nale that a public health dentist is equipped, because of his 
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training as a dentist, to diagnose and plan treatment effec- 
tively for both individuals and communities. We feel 
strongly that all treatment provided by a hygienist should 
be under the direction of a dentist. In public health this may 
be achieved through standing orders, defined performance 
standards and reporting mechanisms, clarification by tele- 
phone and regular on-site inspection of performance. 

In the area of dental health education the information 
provided must be timely, accurate and reliable, and must 
be based upon properly conducted and understood statistical 
evidence. Training in epidemiological and statistical methods 
are an integral component of the provision of community 
dental health programs. Dental hygienists do not possess 
the necessary background in these areas. Thus, in order to 
evaluate or interpret research materials, they depend on 
accurate information and the direction of a qualified, com- 
petent dentist who has had specialty training in these areas. 

By being able to delegate some responsibilities to den- 
tal hygienists, community dental programs can achieve 
more cost-effective delivery of publicly funded programs 
than would otherwise be possible, while protecting the pa- 
tient and the public. Should a dental hygienist operate as 
an independent practitioner, there would be increased risks 
to patients from allowing a person with insufficient knowl- 
edge and skill to provide services that have the potential to 
create health problems for the recipient. 

Most effective and efficient care is achieved when the 
dental hygienist functions in collaboration with the dentist. It 
is our contention that comprehensive patient oral health care, 
whether individual or community-based, cannot be achieved 
if the dental hygienist is an independent practitioner. 

While we are required to speak to Bill 47, I would ask 
Dr Main to comment very briefly on a section of Bill 49. 


Dr Main: Bill 49, in fact the entire new legislation, 
has quality assurance as a major thrust, and public health 
dentists have felt that was something they could embrace 
wholeheartedly. Attached to the brief is a document we 
have prepared to try to further define the scope of practice 
of public health dentists as a specialty and the ways that 
continuing competence and quality assurance might be 
measured as a help to the college in looking at this non- 
clinical specialty. We thought you might be interested in 
having a look at that and we commend you for the inclu- 
sion of quality assurance for all health professionals. 


Mr J. Wilson: Thank you for the presentation because 
I found your comments on Bill 47 to be interesting. I am 
just looking for a clarification. The way I read the scope of 
practice for dental hygienists and their controlled acts is 
that in all cases, at least in the controlled acts, those acts 
are performed on the order of a dentist. Could you just 
clarify your comments about some of the things they are 
able to do that perhaps are not on the order of a dentist? I 
know you are looking at the definition of the scope of 
practice. 


Dr Williams: Two things seem to be contradictory. 
You are looking at section 4, is that correct? 
Mr J. Wilson: Yes, sections 3 and 4. 


Dr Williams: They say they can do these things: scaling 
of teeth, root planing and curetting of tissues on the order of a 





member of the dental college. But under scope of practice, 
you will notice that the first section says, “The practice of 
dental hygiene is the assessment of teeth and adjacent tissues 
and treatment by preventive and therapeutic means and, on 
the order of’ they can do some of these other things. 


Mr J. Wilson: You raise a very good point. I was just 
wondering if we could have a comment on that from legal 
counsel. It seems to me the first part of the scope of practice 
is simply a definition and that where any act takes place it 
is on the order of a dentist. But perhaps I am wrong. 


Mr Wessenger: I will let counsel clarify that for you. 


Ms Bohnen: I think you were correct in your under- 
standing. The intention is that the controlled acts author- 
ized to dental hygienists—scaling teeth, root planing, 
orthodontic and restorative procedures—do require the 
order of a dentist. However, in addition to that, the review 
believes that dental hygienists do not require an order to do 
such things as teaching proper dental hygiene, participating 
in preventive dental health programs, performing proce- 
dures which in the review’s opinion were not sufficiently 
hazardous to warrant making them a controlled act, and 
specifically, applying topical fluoride, as an example. 
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Mr J. Wilson: And those procedures, I understand, 
would be further defined by the hygienist college, with 
approval from the ministry, through regulation. 


Ms Bohnen: The controlled acts authorized to dental 
hygienists which require an order are as you see them. 
What other activities dental hygienists may engage in, and 
the standards with which they will do them, you are right, 
are the domain of the College of Dental Hygienists, and if 
they appear in regulation, then they are reviewed and ap- 
proved by the Minister of Health and the government. But 
this does leave a sphere of independent practice for dental 
hygienists in the sense that they do not specifically require 
a dentist’s order to do low-risk, non-invasive procedures. 


Mr J. Wilson: Thank you for the clarification. I under- 
stand then, it is the witness’s intention that all acts should be 
under the supervision of a dentist? 


Dr Williams: Not necessarily supervision, but certainly 
on the order. The business of providing a topical fluoride is 
not without serious risks in some cases. This business of 
polishing your teeth does cause something that is known as 
bacteremia, which could be serious if the person is at risk. 


Mr Beer: In the way you practise currently through 
the public health units, how do you direct the work of the 
dental hygienists? I gather in some cases it may be direct but 
in others it is some other form. How is that determined? 
What do you mean by that kind of link? 


Dr Main: When we talk about hygienists being super- 
vised by direction, we are really talking about having 
standing orders, having clearly laid out procedures, bringing 
staff in on a regular basis and calibrating, standardizing what 
they do; checking their knowledge base, being available to 
answer questions at all times so that when they have a 
patient for whom they really do not know what a medical 
condition is, we are there at the end of the telephone to talk 
to them; doing on-site visits, doing the regular checkups, 
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doing quality assurance with them; not physically present 
at all times, but very much controlling what they are able 
to do and really understanding the limits that we place on it. 


Mr Beer: In other words, a dental hygienist can go, 
for example, into a home for the aged through the public 
health unit and work with someone there, with a resident; 
but how would that contact be made? Would that come 
through the public health unit? I am just trying to see how 
that connection is made so that there is an essence of con- 
trol over what that individual is doing. 


Dr Williams: Basically the dentist would most likely 
do the examination of the person, decide what has to be 
done and decide if the treatment can proceed by using a 
hygienist. 

Mr Beer: In that case, it would be the dentist who 
would say: “All right, there are a number of people here, 
some of whose teeth are essentially fine. What I want is that 
they will be visited so many times per year and I believe a 
hygienist can do that,” and so that order would be set out. 


Dr Main: It would not be a written order. 


Dr Williams: Medical history is extremely important in 
these cases. You can say: “Patient 1, 2, 3, 4, it’s all nght, you 
can go ahead. Patient 5, I need to consult, so you can’t go 
ahead.” 


Mr Jackson: I note with interest your point in the 
second paragraph on page 2 that there is more cost-effective 
delivery of publicly funded programs with community 
dental programs. That is under the current matrix, most of 
which is institution-based for the elderly, but as we move 
more to a model of hospital in the home and home-based 
care, how do you see the supervision of the hygienist oper- 
ating in a person’s home? How do you see that working, or 
has there been any consideration about extending delivery 
to that level? 


Dr Williams: I could not see any difference in the way 
the person is going to be controlled. As a dentist, you are the 
one who is really going to be in charge of what happens. It 
is a question of delegating. Once the person is in a situa- 
tion where the work can be delegated, there is no reason 
why it cannot be delegated, but there has got to be some 
control over who is going to be treated by the hygienist. 


Mr Jackson: But when you are delegating, for the sim- 
ple act of accountability, in an institutional setting the dentist 
can be on site, and where there is a questionable case, then 
the dentist can visit the patient. It is quite cost-efficient in an 
institutional setting. It is not cost-efficient if the dentist has to 
be called in to visit a person’s home because the hygienist, 
upon a regular visit, indicates there is a problem or he or she 
needs guidance and direction. 


Dr Main: Can I perhaps clarify something for you? 
When we are working in institutions, there is not normally a 
dentist there at all. We are working in homes for the aged, 
collective living centres. There are no dentists there. There 
are no dental personnel attached to homes for the aged in 
most cases. So we would be the dentist. It would be us that 
would have to be the dentist. As the public health trained 
dentist, we would be the one setting up the orders. It is 
really no different whether it is a hospital in the home or a 
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CLC, a community living centre, because there would not 
be a dentist regularly there. 

Mr Cordiano: I would like to deal with the contention 
you make with respect to hygienists who, you say, use the 
fluoride rinses, which could lead to an irreversible condi- 
tion. Mortality could result in the improper use of fluoride. 
What you are saying is that a hygienist should not be able 
to do these procedures unsupervised, without an order by 
a dentist. 

Dr Williams: Yes. 

Mr Cordiano: In your opinion, that is too much of a 
risk? 

Dr Williams: Some of them are. Some of the topical 
fluorides are pretty high-risk materials. Rinses are not to 
the same degree. This is why they can be delegated even to 
volunteers, if you can find them. But things like some of 
the topical fluorides, they are pretty high-risk, yes. 

Mr Cordiano: I would just refer that to the ministry, 
with the view, I would assume, that hygienists would have 
reached a standard of practice that would mitigate against 
something like that happening and therefore the review 
must have felt it was safe enough to proceed. Correct? 

The Chair: Mr Wessenger. 

Mr Wessenger: I would refer that question. 

Ms Bohnen: Some things are so low-risk you can buy 
rinses over the counter in a drugstore and swish them 
around in your mouth. Other things are usually found in 
dentists’ offices and places where health professionals 
work, and people like dental hygienists are trained to use 
them appropriately. 

Mr Cordiano: In other words, the review felt it was 
not inappropriate for them to carry on with procedures 
independent of supervision. 

Ms Bohnen: The review thought the topical application 
of fluoride was not sufficiently hazardous to restrict it to any- 
body. The dental hygienists have told you: “It is hazardous. 
Restrict it to us without an order.” This group of dentists is 
saying to you, “It’s so hazardous that not even a dental 
hygienist should be able to do it without a dentist’s order.” 
Okay? 

Mr Cordiano: Very good. 
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PRISON FELLOWSHIP OF CANADA 


The Chair: I would like to call the Prison Fellowship 
of Canada. We would ask that you introduce yourselves 
and leave a few minutes at the end of your presentation, if 
you would, for some questions from the committee. 

Mr Stanley: My name is Ian Stanley. I am a licensed 
minister in Canada and also the executive director of 
Prison Fellowship of Canada. My associate is Mrs Donna 
Stirling, who is the director of communications for this 
organization. I would like to read our submission to you, 
and then, as has been suggested, if you have questions, we 
will try and answer them for you. 

The premise: Prison Fellowship of Canada, a national 
registered charity working with prisoners, ex-prisoners, 
young offenders and their families, expresses grave concern 
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over the wording and implications inherent in section 26(2)1 
of the proposed Regulated Health Professions Act, 1991, 
xnown as Bill 43. 

It is acknowledged in section 26(2)1 of the act, known 
as the diagnosis clause, that the words “disease,” “disorder” 
and “dysfunction” are necessary when making an assess- 
ment. However, the present reading of this section does 
not differentiate between assessments made by regulated 
and unregulated health care practitioners. Therefore, the 
potential exists for disgruntled clients, not the government, 
to prosecute all unregulated workers because they are not 
excluded and/or identified within this diagnosis clause. 

| Recommendation: There is another option which can 
allow unregulated health care practitioners to make assess- 
ments without facing the possibility of prosecution. Rather 


| 


than enter into a lengthy discussion to define and interpret 
‘disease, disorder and dysfunction in the assessment pro- 
cess as it relates to regulated and unregulated health care 
workers within the present wording of section 26(2)1, un- 
regulated workers can be protected from prosecution by an 
addition under section 26(2)1. We therefore recommend 
the following: 

_ “26(2)1a. Section 26(2)1 refers only to those regulated 
workers defined as a ‘health profession’ as set out in schedule 
1 of this act. All others (unregulated workers) are not bound 
by the terms, conditions or prohibitions of this act.” 

Now some background: Section 26(2)1 of Bill 43, the 
diagnosis clause, describes a controlled act as occurring when 
‘an assessment of a problem is shared with an individual, 
‘by identifying a disease, disorder or dysfunction. To 
clearly define the words “disease,” “disorder” and “dys- 
\function” used in this section of the act is not important for 
‘the continuance of reputable and much-needed services to 
‘individuals or family units by the professionals as set out 
‘in schedule 1. 

_ The regulated health care workers set out in schedule 1 
cannot possibly address all of the social and psychological 
‘needs within Ontario, by virtue of the sheer volume and 
‘magnitude of disorders and dysfunctions prevalent, not only 
within institutions but in both rural and metropolitan areas. 
The repercussions of this bill within our criminal justice 
‘system are unfathomable. Correctional facilities are bulging 
_as crime continues to escalate. Without unregulated practi- 
‘tioners, Ontario does not have enough regulated mental 
‘health practitioners to handle the overload. 

While we are convinced that the present government of 
Ontario would not consider the prosecution of unregulated 
health care practitioners, there exists a grave possibility that 
juveniles incarcerated in open or closed facilities under the 
current Young Offenders Act, as well as all persons incar- 
-cerated in federal and provincial prisons and detention 
“centres in the province of Ontario, will openly test in the 
courts the present working of this section for the simple 
purpose of disrupting the political and judicial process 
and/or destroying an unregulated worker to whom they 
have taken a dislike. For example, there are tens of thou- 
sands of unstable clients in our youth, provincial and fed- 
eral correctional institutions in Ontario, as well as those 
under parole supervision. In Kingston alone there are nine 

















federal penitentiaries, and I believe they house approxi- 
mately 4,000 inmates. 

If this law is passed as is, all government of Ontario 
and government of Canada employees, including salaried 
religious chaplains, correctional workers involved in in- 
mate assessment, ie parole officers, and social workers will 
be placed in jeopardy as unregulated health care workers. 

There is no doubt that the current wording of paragraph 
26(2)1 will be tested in the courts once the understanding 
of it becomes common knowledge within all strata of society. 

If the words “disease, disorder and dysfunction” are not 
defined by the act, the courts will be left to define them. If 
some solution is not found within the present wording of 
this section of Bill 43, the counselling and support services 
now enjoyed by Ontario through its social workers, minis- 
ters of the Christian faith and other religious orders, crisis 
centre counsellors, correctional staff, young offender 
workers, etc, will be in a position to be prosecuted and 
fined $25,000 and/or jailed for six months, or both. 

In addition to the unregulated professions identified 
above, government employees involved in policymaking 
which results in the writing of new laws could be liable 
under Bill 43 because they will have to make assessments 
about social and personal dysfunctions and disorders in an 


" attempt to address social ills. 


Conclusion: Any person actively involved with an- 
other, in which there is an attempt to affect rehabilitation, 
makes an assessment. Assessments of individuals suffering 
from disease, disorders and dysfunctional behaviour must 
include the mental and emotional as well as the physical 
diagnosis. 

Prison Fellowship is specifically engaged in addressing 
disorders and dysfunctions within the prison community 
and/or their relatives. Institutions have more than their 
share of people feeling guilt, shame, bitterness, anger, de- 
pression, etc. Most individuals who are incarcerated in ei- 
ther adult or juvenile facilities come from dysfunctional 
families in which drugs and alcohol, abuse, neglect and 
illiteracy reigned. But in making this statement, an assess- 
ment has been made. 

Prison Fellowship’s work across Canada is conducted 
on a weekly basis in some 44 penitentiaries. We could also 
include detention centres and provincial prisons as well as 
federal. It is conducted by carefully trained and screened 
volunteer workers who engage in dialogue with inmates to 
help them address the causes of their incarceration and how 
they might correct their thinking and behavioural problems 
upon their release. 

Prisons, along with untold other institutions, depend 
heavily on the assistance provided by volunteers because 
of budgetary cutbacks and staff shortages. To place such 
valuable community resources in jeopardy would not only 
damage clients but place upstanding citizens at consider- 
able risk because treatment by unregulated health care pro- 
fessionals would be unavailable. 

Prison Fellowship programs have been recognized by 
federal and provincial correctional authorities as being 
needed and effective in bringing about positive behaviou- 
ral changes among those clients with whom we have 
worked. The current wording of this diagnostic clause 
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would place this and all other vital community service/vol- 
unteer organizations, we believe, in jeopardy in Ontario. 

Mr Beer: This issue has been the dominant one today 
in particular and I am not sure whether as the day goes on I 
am getting clearer or more confused. Suffice it to say that 
we recognize that if you and others who have been here 
believe there is a problem, then we have to find an answer 
to the concern because it is not our intent, the previous 
government, this government, the third party, all the mem- 
bers of this committee, to in effect wipe out the kind of 
service— 

Mr Stanley: Unregulated workers. 

Mr Beer: —that goes on. In trying to deal with it, we 
have had a number of recommendations and I am just won- 
dering if perhaps you are aware of some of them that were 
provided by the Coalition of Unregulated Practitioners. 


Mr Stanley: No, we are not. 


Mr Beer: Is it your sense in trying to deal with this that 
it would be best simply to have some kind of exemption 
made or do you have some advice? I appreciate it is not up 
to you to define the wording exactly, but do you have 
some advice how we might approach this? 

Mr Stanley: We had a number of meetings in our 
organization to discuss what is the most practical way, the 
easiest way of providing not only protection for those re- 
ceiving counsel—which is what this government is at- 
tempting to do, and I do applaud that; I think that is very 
valid—but we have left this other area of the unregulated 
work, and it seems to me, aS we have studied the act, that 
paragraph 26(2)1 is pivotal in this debate. 
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Mr Beer: Yes. 


Mr Stanley: I do not think it would be, in our opinion, 
in the government’s best interest to begin to define “disease, 
disorder and dysfunction.” That is our personal opinion 
because you get into interpretation and definition and it goes 
on and on. Therefore, what we are saying is can we make 
an addendum to 26(2)1 by simply saying this act applies to 
the professionals as listed in this act, but it exempts unreg- 
ulated workers in this field? 

Maybe that is too simplistic for the government, I really 
do not know, but it is an approach. It is a recommendation 
that we are making to you as a committee to pass on to the 
government for serious consideration. 


Mr Beer: That has been mentioned before. Let me just 
explore it. There is a certain logic to doing it that way, but 
then how is one protected? Where does the protection come 
if someone who is unregulated in fact provides a diagnosis, 
or however you want to call it, which in fact leads to some 
kind of harm? Again, we are probably saying that 99% of 
people are going to act in an appropriate manner, but we 
still have to be conscious of the 1% that does not. 

My initial concern with having that sort of clause is, how 
then does one deal with those who are unregulated who may 
provide a “diagnosis” which leads to— 

Mr Stanley: I think the problem we are faced with 
here is that to try to cover within some form of legislation 
all the possibilities that may occur is an enormous task for 


the Legislature. It is almost impossible. I think at some 
point the government has to say: “This is where we are 
going on it. Let’s put the bill into practice and let’s see 
what happens with these unregulated workers to see if 
there are any real complaints coming from that particular 
source of counselling.” If there are, then you have some- 
thing more tangible to work with, do you not, in making 
modifications to the bill. 

For instance, I would just like to draw your attention to 
section 28 of Bill 43, because that has a specific bearing 
upon Prison Fellowship inasmuch as we are a Christian, 
religious movement across Canada providing that kind of 
counsel as well. Section 28, if I may read it, says: 

“An act by a person is not a contravention of subsec- 
tion 26(1) if it is done in the course of...(c)”—and this is 
the area, 28(c)—“treating a person by prayer or spiritual 
means in accordance with the tenets of the religion of the 
person giving the treatment.” 

I would really like to talk to the person who wrote that 
because I would like to find out from this government 
what it means by “spiritual means.” We acknowledge in 
Canada, by the fact that we are operating under the Consti- 
tution of Canada, that Canada is a religious pluralistic soci- 
ety. For instance, in Ontario right now the Wiccan church, 
or the church of witches, is sitting on the interfaith com- 
mittee and is allowed to give counsel to prisoners in the 
provincial prisons. 

I do not want to prolong this; we say God bless every- 
body, but can you imagine what kind of counsel that group 
provides? All of a sudden, when you talk about “prayer or 
spiritual means,” you open up the entire, shall I say, 
Pandora’s religious box because I am sure whoever wrote 
that has studied every religion being practised in Canada 
and is fully conversant with what they mean by “spiritual 
means.” It is too broad, and this is the problem we are 
faced with. How do you provide bona fide protection so— 


Mr Beer: I appreciate the point you make there and it 
is interesting to think of some of the implications, but one 
of the submissions we had today was from the Consumers’ 
Association of Canada, the Ontario wing, which asked us 
to go back and revisit the question of the harm clause. In 
its view, that was necessary and we should not leave it out. 
But of course, many organizations in the various fields 
have been saying, “No, that shouldn’t be here.” Now it 
comes back to your point about the balance. 

Mr Stanley: It is the balance. 

Mr Beer: I quite agree that we cannot protect all of 
the people all of the time, if I can turn Barnum and Bailey 
up on— 

Mr Stanley: That is the position we came to in pre- 
paring this brief. 

Mr Beer: None the less, in your judgement there is an 
ambiguity in paragraph 26(2)1, where the bias could lead 
you to be taken into court as opposed to leaving that out or 
changing it, exempting or having some other clause? 

Mr Stanley: That is right. 


The Chair: Thank you very much for your presentation. 
We appreciate hearing from you. If you have any additional 
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‘information you would like to share with the committee 


\you are free to do so in writing at any time. 

_ Mr Stanley: Would we receive the findings of this 
‘committee—inasmuch as we have made an official brief to 
‘the government—the recommendations of this committee 














‘to the House? 


The Chair: This committee will be examining the 
legislation clause by clause and then reporting that legisla- 
tion back to the Legislature, at which time it will be up to 
the government House leader to order it for third reading. 
That is all part of the public record. At the completion of 


these hearings the documents of the final appearance of the 
‘pill will be available to anyone who is interested in seeing 
it. The clerk is going to give me an explanation. The bills, 
-as passed following third reading in the Legislature, will 
be available in the government book stores. There are full 
_Hansards of these proceedings— 


Mr Stanley: My point is, I do not want to be phoning 


up the Ontario government every day to find out the status 
of this bill. The fact is that this committee will know where 


it sits. Then I would appreciate this committee, if it would 


do us the courtesy, making this information available to us 
or having somebody in Parliament making it available to 
us so we would have an opportunity to respond before the 
third reading. That is my point. 


The Chair: These public hearings are expected to 


conclude and we will commence the clause-by-clause ex- 
_ amination of these bills— 


Mr Stanley: As a committee? 
The Chair: At the committee, approximately around 


the time the House comes back into session, which will be 
at the end of September; September 23 the House comes 
"back. We will be in clause-by-clause discussions through 
_ September and likely October. If you contact the clerk’s 





office some time in mid-October, the clerk can tell you at 
what stage we are in clause by clause and when approxi- 
mately we expect to be completed, or when you should 
call back to find out the state of the process. 


Mr Stanley: Okay, we will make a note of that, thank 
you very much. 

Mr Beer: It is a sort of witches’ brew, is it not? 

Mr Stanley: It really is. 

The Chair: The process can be very confusing to peo- 
ple who are not familiar with it and we are happy to give 
you as much information as we can so you can make 
appropriate representations. 

I would like to call now on Candida Research and 
Information Foundation. They are not here yet. Is CUPE, 
Ontario Division, here now? No? In that case, the commit- 
tee will adjourn until 3:15. The committee stands in recess. 
Excuse me? 

Mr Beer: Madam Chair, if one of the other groups is 
there, could we just go ahead if they are ready? 

The Chair: The other presenters are CUPE, Ontario 
Division, and the Action Committee of Counsellors, Analysts 
and Psychotherapists. They are not here yet, either. We have a 
few minutes. If there are any questions that anyone would 


like to address to the parliamentary assistant, this might be 
an opportunity for discussion on some of the issues. 
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Ms Haeck: One of the things I am becoming aware of 
is that there are a number of groups who have come forward, 
possibly under the umbrella of the unregulated health care 
workers. I was just wondering to what degree they may have 
made their concerns known prior to this time, or what sort of 
consultation they were involved in prior to these hearings. 


The Chair: Mr Wessenger? 


Mr Wessenger: I think I had better give that to staff. 
They were here before me. 


Mr Burrows: During the period of the review I think it 
is safe to say that the focus was essentially on the people to 
be regulated. Major consumer groups, one of whom we either 
have heard or will be hearing from later this afternoon, were 
participants in the review. But the unregulated groups really, I 
think, realized the potential impact when the actual recom- 
mendations of the review team came down because the focus 
then changed to looking at the overall impact. 

Since that time we have had extensive consultation with 
various subgroups and groups such as Dr Evans’s group 
that presented this morning. They have been forthcoming 
with a substantial number of options. I again think it is safe 
to say that at this point none of them is perfect. There are 
various degrees of imperfection and it is this task that the 
committee is presently charged with, and trying to strike 
that balance has been the difficult thing to capture. But 
there has been no shortage of input. We have not met with 
each of the very small groups independently, but I believe 
we have met with umbrella groups that have represented 
some of the smaller groups that are presenting. 


Ms Haeck: Does that include those groups of people 
who might be requiring attendant care? 


Mr Burrows: Yes, and there is also another level of 
dialogue that occurs. For example, within the bureaucracy 
we have had discussions with those areas that are responsi- 
ble for the disabled, and senior citizens, and they have in 
turn had two-way communication with the interest groups 
they deal with on a regular basis. There has been a pretty 
broad network, I think, of sharing. In terms of some of the 
more recent developments that we heard about this morn- 
ing, for example, I know Linda was involved in a meeting 
last week with a number of the groups where specific 
wording was discussed on one point. We are certainly not 
in a position to recommend to the minister a conclusion of 
that process yet, but we are actively involved in some of 
those discussions. 


CANDIDA RESEARCH AND INFORMATION 
FOUNDATION 
The Chair: The committee will resume and call Can- 
dida Research and Information Foundation. Please introduce 
yourselves. You have 20 minutes for your presentation and 
we would ask that you leave a few minutes at the end so 
that committee members can ask questions. 


Ms Boucher: I am Barbara Boucher. 
In the interests of clarity and in order to establish commu- 
nication, I would like to declare my understanding of Bill 43, 
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and that is that any practitioner who is not regulated would 
be forbidden to enact certain designated activities. Is that 
correct? 


The Chair: Controlled acts. 

Ms Boucher: Yes, controlled acts. Is that accurate? 
The Chair: Mr Wessenger? 

Mr Wessenger: Yes, that is accurate. 


Ms Boucher: If I am to draw some implications, 
number one, it would mean that any unregulated profes- 
sions, were they not to become self-regulated, would have 
to cease practising? 


The Chair: Mr Wessenger? 


Mr Wessenger: No, that would not be the case, as I 
understand it, at all. That would not be the case. 


Ms Boucher: All right. 


Mr Wessenger: There would still be a role for the 
unregulated professions. 


Ms Boucher: As you can tell, I think that is an area of 
concern for the public. I would like to draw out possibly five 
points that would be of interest to this particular group. 

First of all, many people’s thoughts and beliefs in what 
healing or being well and healthy is about, relate to some of 
their convictions around religious, if not educational, ma- 
terial. I think, in this society, were we to limit people’s 
choices in terms of how they want to prevent illness or 
choose their religion or be educated, we could not consti- 
tutionally defend limitations. I think the public feels there 
definitely has to be the right to choice in this particular area 
of choosing how you want to stay well and prevent illness. 
It would be unconstitutional to deny that right to the public 
if you were dealing in areas of religion or education. Per- 
haps the same standard would be appropriate here. 

Second, I can appreciate that there might be some con- 
cern for the kinds of abuses that are potentially capable of 
happening if practitioners are not regulated. I would hasten 
to add that our attention has been drawn to that quite a bit 
lately with what has been happening in the medical profes- 
sion regarding abuse. Most of the unregulated practitioners 
are not OHIP-covered and they would-not survive without 
people being willing to pay hard after-tax dollars for their 
services. I cannot imagine any of them surviving unless, 
number one, they were providing a valuable service and, 
number two, in the event of abuse, people would simply 
cease and desist paying hard, after-tax dollars. So I think 
the concern in that area, while it may be appropriate on an 
exception basis, does not appear to me to be an appropriate 
guideline to make rules. 

A third area where I think it is valuable to provide 
some evidence, is that there have been instances where an 
insurance company has paid upwards of $10,000 a year for 
allergy serums—these are after-tax dollars—dealing with 
allergies and related immune system deficiencies, things 
that fall under the general purview of chronic fatigue syn- 
drome, candidiasis. After the use of various modalities that 
are not necessarily OHIP-covered nor recognized under 
regulated professions, the cost became zero. I can speak of 
that honestly because that is my personal history and I 
have seen evidence of that time and time again within the 





network of people who are now exploring candida im- 
mune systems, etc. So I would suggest to the government 
that it is in everybody’s economic interest to stop spending 
money on things that do not work, and to realize some of 
the very profitable gains in the area of productivity. 

There is some insurance company out there that is not 
paying $10,000 any more, and I can assure you, after 30 
years of following OHIP and the traditional medical system, 
and recovering health completely—that is my own case— 
but more particularly, since the Candida Foundation was 
featured on national TV, we have handled over 4,000 in- 
quiries in the space of nine months. When we appeared on 
TVOntario four and a half years ago, they had 72,000 call 
attempts, which has not been equalled since the time of 
that airing. 

It is very, very clear that the public demand is there. 
When we hear news reports of the lineups for cardiac surgery 
in the hospital system and the number of hospital beds 
being closed down, it just does not make sense to enact 
legislation that would limit the capacity of the system to 
supply some complementary alternatives at a time like this 
when the existing system is so clogged. Our largest prob- 
lem at the foundation is not to promote demand. Our great- 
est need is to be able to deliver supply and find a sufficient 
number of unregulated practitioners who can give wise 
complementary additional advice to people to get well. 

Personally, it has been difficult and sufficiently dis- 
gruntling to have spent $15,000 after tax in each of the last 
five years to get well. That was not OHIP-covered, so my 
tax dollars are not getting any return in the OHIP benefit 
system for me. Just as a concerned citizen out there, that is 
sufficiently disgruntling. But to have this same govern- 
ment that provides OHIP turn around and say, “Now we’re 
going to limit your access and choice to the very method- 
ologies that have helped you gain your recovery,” just 
seems so very self-defeating. I think it betrays the will of a 
growing segment of the population such as those who are 
featured on the front page of the Globe and Mail weekly 
now about their interest in pursuing self-education in 
methods that are working and producing results. 

I would like to pause there and give an opportunity for 
some feedback. 
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Mr Beer: Thank you for your presentation. I sense 
from your questions at the beginning that you understand this 
is a committee of the Legislature, made up of members of 
all three parties, and that we have an extensive piece of 
legislation here that began under one party, continued 
under another and is now coming forward under the third, 
and that the aim of that legislation at all stages has been to 
find a balance in terms of protecting the public and in- 
creasing access, making access to different points of health 
care. I think we are conscious of that and the intent is 
certainly not to limit. 

In a sense, I suppose, if we had done this 10 years ago, 
some of the lobbies that are now going to be self-regulated 
might not have been included because there perhaps was 
not enough information, or society as a whole did not yet 
feel comfortable with providing the kind of regulation that 
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was provided; so there are other kinds of activities that are 
not going to be regulated but which, none the less, can still 
be done. I sense your feeling is that if this legislation went 
through, and I want to be clear on this, your organization 
would not be able to do what it is doing. Is that your 
contention or your concern? 


Ms Boucher: I would like to make it clear that the 
Candida Foundation’s mandate is simply to provide educa- 
tional services and present information to lay people so 
that they can make informed choices about how they want 
to spend their time and money in consuming health care 
services. We do not diagnose. We are only in a position to 
say, “We’re familiar with this in this field.” But, indirectly, 
my personal shiatsu therapist, iridologist, foot reflexologist, 
herbalist, homeopath, acupuncturist, rolfer, nutritionist and 
magnet specialist are all in a position where they will not 
be able to provide a service. I am here as a lay person, 
saying “This is my personal experience and I know it is 
magnified in a very large circle of people who are all 
interested in pursuing those services.” 


The Chair: I have had a request from the parliamen- 
tary assistant to clarify for the record, if that is acceptable 
to all members of the committee. 

Mr Beer: Yes, actually that was my next point. 

Ms Bohnen: The government’s view, and I believe it 
was the view of the previous government, is that this legis- 


~ Jation will not have the effect of making it impossible for 


the unregulated practitioners who are listed to practise. It 
will restrict them in performing controlled acts in the 
course of providing health care services, but it will not 
prevent them from practising and offering their services to 
their public. 

Mr Owens: In terms of your comments with respect 
to this legislation limiting your access, can you explain 
that a little bit further? You will still have the opportunity 
to see your acupuncturist, your magnet therapist and the 
other groups you have mentioned. I am not quite sure how 


you see that this legislation is limiting your ability to at-, 


tend the practitioner of your choice, or in the field of your 
choice, more specifically. 

Ms Boucher: I offer these comments and I think in 
the political arena people appreciate that perception is ev- 
erything. As practitioners who invest several hundred 
thousand dollars to get themselves trained and equipped to 
offer services, to exist in an environment that is not sup- 
portive causes people to decide, “I’m going to go and be a 
waiter somewhere else because it’s just easier.” 

I think this bill is perceived as a gesture to get around 
what was originally proposed that would deregulate natur- 
opaths, which is a different issue, so I think there is a 
concern. You may be very clear in your intention that this 
will in no way affect the ability of these people to offer 
services. If that is indeed the case, that perception is not 
being received in the marketplace. In fact, the opposite 
perception is what is happening in the marketplace. 

Mr Owens: The Ontario Naturopathic Association 
testified for us yesterday, I believe, and it was my under- 
standing of their testimony that they are happy with the 
fact that they are going to continue to be regulated under 





the Drugless Practitioners Act, with a view to working on 
establishing their scope of practice, again, further down the 
road to become regulated. I am not quite sure how this 
legislation is going to limit choices. It clearly opens things 
up and puts up standards of practice in front of the public 
and gives people a means of remedy if in fact some harm 
takes place. 


Ms Boucher: What are the standards of practice that it 
is the government’s intention to establish for each of these 
various modalities? 


Mr Owens: That question should probably be an- 
swered by the parliamentary assistant. 


Mr Wessenger: Yes. 


Ms Bohnen: I want to make sure I understand your 
question. Was it, who will make the standards of practice? 


Ms Boucher: I am curious what they are, who would 
make them and when they would be established. 


Ms Bohnen: Each regulated profession is responsible 
for making its own standards of practice, which are bind- 
ing on members of that particular profession. Most of the 
professions are currently regulated and have standards of 
practice already. The newly regulated ones which probably 
have informal standards of practice will take on more for- 
mality and legal significance after they are regulated. 

Some professions have tended to write their standards 
of practice in regulation form, and those regulations are 
reviewed and approved by the Minister of Health and the 
government. Many professions have kept them less formal 
than that and have written them down but have not trans- 
formed them into regulations. But each profession in sum 
is responsible for its own standards of practice. 


Ms Boucher: Hence the impression people have that 
if this bill goes through and a profession is not self-regu- 
lated, that will be imposed on them. That may be appropri- 
ate for a group of 5,000 massage therapists who span 
Halifax to Vancouver. Many of these modalities have four 
people in Canada who have been trained in the US who 
can offer the service. It will impose on those people an 
economic burden and a time-administrative burden to reg- 
ulate four people in the country who provide this special- 
ized service. I think that is not only onerous; it is not 
necessarily conducive’ to the kind of environment people 
need to be able to pursue these. 


Ms Bohnen: I think there is misunderstanding about 
the breadth of the effect of this legislation and the effect it 
has on unregulated groups. We probably do not have time 
today at this committee to clarify all of that, but I or other 
people in the ministry, I think, would be happy to take the 
time with you to talk about that in more detail, if that is of 
assistance to you. 


Ms Boucher: I am sure it would be. 


The Chair: Thank you very much for your presentation 
before the committee today. If at any time you wish to com- 
municate in writing with the committee, please feel free to 
do so. I think you have had an invitation as well to contact 
and have further discussions with the ministry officials. 
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CANADIAN UNION OF PUBLIC EMPLOYEES, 
ONTARIO DIVISION 

The Chair: I call CUPE, Ontario Division. We ask 
that you begin your presentation by introducing yourselves 
and leave a few minutes, if you would, at the end of your 
presentation for questions from committee members. You 
have 20 minutes for your presentation. We ask that you 
begin now. 


Ms Gignac: Good afternoon. As you have heard, we 
are representing the Canadian Union of Public Employees. 
Yosi Derman is a social worker representing Jewish Child 
and Family Service and CUPE Local 265. My name is 
Gina Gignac. I am also a social worker and I am presently 
the president of CUPE Local 2316, which represents the 
Children’s Aid Society of Metropolitan Toronto. With us 
also is Ian Thompson, who is the associate director for 
social services for CUPE in Ontario. 

The Canadian Union of Public Employees, Ontario Divi- 
sion represents approximately 151,000 members in the 
province, of whom approximately 30,000 practise in the field 
of health and social services. We do not stand opposed to 
the regulation of health professions and do recognize some 
of the benefits in the proposed legislation, but we are here 
to talk about some of the implications of some of the aspects 
of the legislation, and about how these implications could 
adversely affect both our members as well as the general 
public and some of our clients. 


Mr Derman: I would like to bring to the committee’s 
attention that everyone sitting at this table is a social 
worker. We have been or are presently involved in dealing 
in front lines with some very difficult situations regarding 
children, the protection of children and some of the most 
disadvantaged people in this society. What we have to tell 
you is not only an official position, it is also something we 
fee] in our bones every day. 

The difficulty we have with the wording of the act is 
not a direct one, but one of implication with subsection 26(2), 
which is referred to as the “diagnosis clause”: “Communi- 
cating to the individual or his or her personal representative a 
conclusion identifying a disease, disorder or dysfunction 
as the cause of symptoms of the individual in circum- 
stances in which it is reasonably foreseeable that the indi- 
vidual or his or her personal representative will rely on the 
conclusion.” The difficulty we find with this particular 
clause is the lack of definition. It seems to cast a broad net 
covering not only social workers but also child care workers 
and many other professionals in the crucial work they do. 

Diagnosis of a sort is something that is absolutely crucial 
to the work we do. A person involved in child welfare must 
make a diagnosis under the Child and Family Services Act 
as to whether the child is at risk or not. That is something 
we are mandated to do. There are other types of diagnosis 
we do in our work which are not legally mandated but 
which are totally appropriate to the type of work we do, for 
instance, diagnosing some marital dysfunction or an indi- 
vidual in need of treatment for drug rehabilitation. 

By training, we are very careful about not stepping on 
the toes of other professions. We are trained not to give 








medical diagnoses, and in fact to avoid them at all costs, but 
sometimes we are in the position of explaining to a client a 
medical diagnosis. In fact, in medical settings sometimes 
the social worker is put in that position, not his own diag- 
nosis but having to explain someone else’s diagnosis. 

This clause may well affect us in our everyday work 
with clients. The potential legal implications are such that, 
should somebody seek to challenge the work we do, we 
could easily have to account for our actions in court when 
we already have to account for them in family court, but in 
this case it would be a different venue. Some of the diffi- 
culties we would encounter might be, for instance, in 
working with mentally and physically challenged children. 
Sometimes these children are in our care and there is no 
one else to care for them. We have to make a decision as to 
whether this child is, for instance, in need of medical treat- 
ment or in need of psychiatric treatment. That could be 
construed, under the wording of this act, potentially as a 
diagnosis, not that we intend to give a medical diagnosis, 
but there is no one else to care for this child and we have to 
decide. Would this put us at risk in terms of this particular 
clause? This is a question we are asking. 

In terms of the work we do, there is already existing 
protection for clients. The agencies for whom we work are 
required to have accountability and complaints mechanisms 
under the Child and Family Services Act. As well, when we 
do apprehend the child, we have to account for our actions in 
family court. Should this refer to us, it is not necessary be- 
cause there are other means of accountability. 

Just to review, our position is that the wording of sub- 
section 26(2) is a potential risk for us in terms of our work. 
We are already self-limiting in terms of diagnosis. The kind 
of diagnosis we do is not medical and is not intended to be 
medical. Sometimes it is a crucially mandated diagnosis 
that we must do under the Child and Family Services Act 
and it is a potential risk to us to have wording as broad as 
this. That is all I have to say right now. 


Ms Gignac: There are several recommendations we 
would like to make, the first being that it is our understand- 
ing there are going to be advisory councils put into place 
under this act. Given the issues that have been presented 
and given the fact that many of our members are front-line 
workers and hence have contact with the people we are 
talking about serving on an ongoing basis, we recommend 
that front-line workers who are part of the union be invited 
to sit on these councils and have some representation. 

Second, we recommend very strongly that the actual 
wording in subsection 26(2) either be changed in such a 
way that the words “medical diagnosis” be put into place so 
that it is not as ambiguous as it is now, or that the wording 
in subsection 26(2) be completely eliminated from the pro- 
posed act itself. 

In summary, we are looking at the diagnosis clause 
lacking some clarity, given the issues Yosi has already 
spoken about: that it does present some risk to our members; 
that we make diagnostic statements and not medical state- 
ments—but we do need to make such statements to work 
effectively with our clients; and that some of the language 
we use did actually originate in the social work field. 
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Mr Owens: I thank you for your excellent presenta- 
tion. I think you bring another perspective to the argument 
as to whether social workers want to be regulated. What 
we have heard to date is that they do want to be regulated. 
You present some compelling reasons for not wanting to 
be regulated. 

My question is around your proposed solution to the 

_ diagnosis clause and using the word “medical.” Where do 
you draw the line between “medical” and “non-medical,” 
especially in the areas of emotional disorders? I think you 
would be walking a fairly fine line. I am not sure I under- 
stand your rationale for using that terminology. 
1530 
| Mr Thompson: I think your point is well made, and 
in some ways we would be much more comfortable with 
the removal of the diagnostic clause altogether, because it 
is not clear to me where the line is. In my former practice 
as a social worker I could tell you where the line is. If 1 am 
describing family dysfunction, whatever terms I might use 
to do that, if I am talking about a child who is being 
sexually abused or physically abused and the emotional 
impact of that, I can tell you the line. The fact is, that does 
start to cross into psychiatric diagnosis, which could be 
construed as medical diagnosis. 

When we looked at this piece of legislation, I think we 
looked at some of the advantages that it might possibly 
bring and tried to find some kind of compromise that 
would allow a greater legislative regulation of some acts 
and still protect our members. 

One of the other solutions presented in our paper is that 
some kind of language could also be inserted similar to the 
_ language in the Child and Family Services Act which pre- 
vents prosecution or persecution of people for acts per- 
formed in good faith. 


Mr Beer: Earlier today we had a presentation from the 
- Ontario Association of Professional Social Workers. One 
_ of the things they raised was whether, as social workers, you 
should be within the ambit of this legislation, with your 
own council and so on. The other was that if not, then they 
recommended a social work act. 

You have appended to your presentation the presenta- 
tion you made to the Ministry of Community and Social 
_ Services in 1989, and I just wanted to be clear because that 
_ is several years ago. You had some concerns and doubts 
about whether the profession should become organized in 
- the way the OAPSW had proposed. Could you just give us 
some guidance in terms of your position today, either in 
terms of being under this act or having your own act and 
- thereby protecting you from some of the problems you see 
~ with this? 
| Mr Thompson: I think our position has not substan- 
- tially changed since 1989. We still have the same concerns. 
_ The one that is raised there is that for the most part we are 
employees, so we are not in a position of being able to 
regulate our practice. The implications of a social work act 
and the implications of project legislation and the way 
OAPSW presented the notion of a social work act really 
ignores the fact that we are employees and that in a sense we 
have other reporting mechanisms that we are responsible 
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for and very severe limits on the way we can control our 
practice. For example, if my supervisor says, “Take an- 
other 30 cases or take another 5 cases,” I cannot really turn 
to him and say, “No, that’s bad practice, because I don’t 
have time to do it.” 

I think OAPSW only represents a certain portion of the 
social work community, and we as legitimately represent 
another portion of the social work community. When we 
speak about being encouraged or allowed or invited to 
participate in advisory councils, we have a very different 
perspective and a very valuable perspective, because when 
it comes right down to it, we are the ones who deliver the 
service. I would think that less than 5% of our membership 
belong to OAPSW. 


Mr J. Wilson: Did I hear you say that the Child and 
Family Services Act actually mandates you to conduct a 
diagnosis? Was that the act? 


Mr Derman: Certain types of diagnoses, including 
whether this child is at risk, because it is the worker and 
the agency that is ultimately responsible for deciding 
whether this child should remain at home or be put in a 
foster home or some other treatment facility. 


Mr J. Wilson: Does it, within the context of that act, 
define what a diagnosis is, or is it referring to what would 
be understood as a social work diagnosis? 


Mr Derman: We have to judge if the child is “in need 
of protection,” and then we have to substantiate that. We 
have to legitimize that before a court within five days of 
the child being apprehended. 


Mr J. Wilson: And it is the understanding that the 
court understands that you have undertaken a diagnosis in 
that sense and you are there to justify it. We have a real 
problem with the terminology of “diagnosis.” We have 
been at it for a couple of weeks now, so— 


Mr Derman: The court sees it as our legitimate, le- 
gally mandated role to do that. I do not think the question 
is whether we are diagnosing or not. We have to make that 
determination. No other agency is mandated to do that. 
There are other types of diagnoses that we make. Interest- 
ingly enough, some of the terminology that has been de- 
veloped in social work practice has been taken over by the 
medical practice and now it would seem that those things 
are considered controlled acts and we can no longer use 
them, potentially, under this present wording, and this is 
another concern of ours. 


Mr J. Wilson: That is a good point. Thanks. 
The Chair: Did you have a supplementary, Mr Beer? 


Mr Beer: I have a question—perhaps for information 
through the parliamentary assistant. I had forgotten—and I 
am glad you reminded us—that in the Child and Family 
Services Act there are some protections for social workers 
in the line of duty, or however it is worded. My question is 
this: It has been the contention that paragraph 26(2)1 does 
not in fact cover the kind of work that the social workers 
are saying they do. Is that partly in relation to acts like the 
Child and Family Services Act where there is specific ref- 
erence to protections? I am trying to get a connection, if 
there is one, in that regard. Or would the argument still be 
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that, whether that was in the Child and Family Services 
Act or not, this still did not relate to social work? 


Mr Wessenger: I will let counsel answer that. 


Ms Bohnen: I have not read that act very recently, but 
I think what is being referred to is the requirement that a 
social worker make a determination whether a child is in 
need of protection. Where a social worker does that, the 
social worker is immune from prosecution. But I think we 
should re-read the act and come back to you with anything 
from it. 


Mr Beer: I would be interested in that. 


Mr Hope: I will pass, being that Mr Beer has already 
got to the questions I was going to pose. 


Mr Owens: A quick question around the application 
of the section on the Child and Family Services Act. Are you 
aware of any jurisprudence with respect to whether this—I 
gather it is a defence—has been successful? I guess my 
question is, has it been tested? 


Mr Thompson: To my knowledge, the tests have 
been somewhat different and so they do not answer that 
question. I do not think there is good jurisprudence rela- 
tively and frequently, and primarily it is civil cases. 


The Chair: Thank you for your presentation. If there 
is any additional information you think would be helpful to 
the committee at any time, please feel free to communicate 
with us in writing. 

Mr Derman: I would like to thank the committee for 
listening. 
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ACTION COMMITTEE OF COUNSELLORS, 
ANALYSTS AND PSYCHOTHERAPISTS 

The Chair: I would now like to call the Action Com- 
mittee of Counsellors, Analysts and Psychotherapists. 
Begin your presentation by introducing yourselves to the 
committee. You have 20 minutes for your presentation and 
we would ask that you leave a few minutes for members of 
the committee to ask you questions, if you wish. 


Mr McKenna: I am Philip McKenna, a psychothera- 
pist in private practice. I am joined by Geraldine Fogarty, 
psychotherapist in private practice, Robert McKay, a 
trainee in psychotherapy and someone who has been fol- 
lowing the progress of this legislation from the beginning. 
Geraldine will begin by going over the brief, which you 
have in your hands, and I will pick up when we come to 
recommendations. 


Ms Fogarty: This brief is being presented on behalf 
of the Action Committee of Counsellors, Analysts and 
Psychotherapists, ACCAP. We formed solely in response 
to this legislation when it was introduced by the previous 
government. Our membership is made up of a variety of 
unregulated mental health professionals who work in pri- 
vate practice, distress centres and government-funded 
health care institutions, and we number over 400. 

Today we wish to express our concerns and to offer 
suggestions, specifically conceming subsection 26(2) of the 
Regulated Health Professions Act, the so-called diagnosis 
clause, but also with regard to the potential reintroduction 


of any form of the so-called harm clause. While ACCAP 
members are generally supportive of the Regulated Health 
Professions Act and are aware of the need to protect the 
public from unscrupulous and unqualified practitioners, 
we are greatly concerned about the wording, which places 
all unregulated practitioners in an uncertain or untenable 
legal position simply by doing their job. 

In the current draft of the legislation our concern is 
focused on the diagnosis clause. If made law, this clause 
would mean that anyone other than a member of a regu- 
lated profession who does something described in the di- 
agnosis clause would be in violation of criminal law and 
would face up to six months in jail or a fine of up $25,000. 
The clause reads as follows: “Communicating to the indi- 
vidual or his or her personal representative a conclusion 
identifying a disease, disorder or dysfunction as the cause 
of symptoms of the individual, in circumstances in which 
it is reasonably foreseeable that the individual or his or her 
personal representative will rely on this conclusion.” 

This clause makes it illegal to do something which is 
an integral part of our work. Counsellors, analysts and 
psychotherapists communicate hypotheses, assessments 
and conclusions regarding disorders and dysfunctions all 
the time. Sometimes this communication is very clear and 
direct. In the case of a substance-abuse counsellor, the 
communication that “You are denying the fact that you are 
an alcoholic” must be accepted by the client if treatment is 
to proceed. If section 26 remains as it is, this counsellor 
will just have broken the law. 

Sometimes the communication of a disorder or a dys- 
function may be much more hidden. ACCAP comprises a 
variety of different types of mental health practitioners who 
communicate assessments in different ways. For some, 
communicating the nature of psychological problems can 
be quite subtle. Sometimes clinical terms, as such, are not 
used at all, and the assessment diagnosis is communicated 
in less theoretical and more accessible language. 

For example, a therapist might say to a client, “The 
alienation that you feel in your present life is rooted in the 
isolation which was characteristic of the relationships in 
your childhood family.” Then the direction of the therapy 
in this case would involve a process where, with the help of 
the therapist, frozen feelings of childhood gradually begin to 
thaw and over time the person begins to risk forming close 
relationships in his present life. This is a very common 
kind of procedure. 

In addition to the original assessment connecting pres- 
ent feelings of alienation to childhood isolation, over the 
course of this therapy the therapist would be consistently 
directing the person back to childhood feelings, thereby 
consistently recommunicating the original assessment. 
This might happen in almost all the sessions for a time. 
Therefore, the clause affects not just a one-shot diagnosis 
but the course of the whole treatment. In this case, as with 
the substance-abuse counsellor, the therapist has crossed 
the boundary outlined by subsection 26(2), as we see it. 

In both of the above examples, healing will involve 
working with fragile and vulnerable feelings. Trust is an 
indispensable element in such a process. It is the presence 
of just such trust, however, which is precisely the type of 
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circumstance in which it is reasonably foreseeable that the 


individual or his or her personal representative will rely on 


this conclusion. In some cases, the therapist may be the 


first person the client has ever really trusted, in which case 


the therapist’s assessment would have great weight for a 
time. In the course of the therapy this weight would lessen 
as the person came to rely more on his or her own conclu- 


sions and his or her own understanding of things. 


Further, studies of the effectiveness of psychotherapy 
have concluded that the rapport between therapist and cli- 
ent is the biggest single determinant of success or failure, 


regardless of the brand of therapy being used. Many cli- 


ents, especially those coming from alcoholic and other 


highly dysfunctional families, have grown up among 
mixed messages, equivocation, secrets, pretences and de- 
nial, and they can spot hedging and equivocation a mile 
away. The trust required in the relationship between the 
therapist and the client, if healing is to take place, must be 


rooted in mutual respect. In such a relationship—in fact, in 


any viable relationship between two people—the therapist 


must be free to be honest and straightforward. 
The present wording of subsection 26(2), however, if 
passed, would make honest and direct communication to a 


client very risky. The therapist in each and every case of such 


communication would be breaking the law and be subject 


to a jail term or $25,000 fine. Regardless of whether we 
were persecuted, most of us would be guilty of criminal 
- offence on a daily basis. The thought of it makes me ner- 


vous and it makes 400 other members of ACCAP nervous. 


- Nervous therapists do not do good therapy. 


We have been reassured by the ministry of the previous 


| government and by the ministry of this government that 
this is not meant to be an attack on unregulated health 


practitioners as such, nor is it meant to chill them in their 
work. But this clause, if passed, would have just such an 


| effect. It would on me. 


Who and what are we frightened of? Two possibilities 


come to mind immediately. The first is a situation where 


the therapeutic process itself might have broken down. An 
example might be the kind of person who is angry, possi- 


- bly harbouring lifelong resentments, and who sees in the 
_ therapist an authority figure with whom he can get even. A 


second threat might be the reaction from disgruntled rela- 
tives. Here the therapy process is proceeding well, but the 
people around the client do not like the changes that they 
see and that are influencing their lives. Parents or spouses, 


_ particularly in dysfunctional relationships, can become 


frightened and angry when once-docile people start to as- 
sert themselves. Invariably they blame the therapist: “Ev- 
erything was all right until she came to see you.” 

Even though such situations may not be frequent, they do 
occur, and they are difficult enough as it is. With section 26 
on the books, the possibility of ending up in court is real. 

It seems absurd to a reasonable mind that an intelligent 
judge would want to convict any unregulated health practi- 
tioner to six months in jail in a circumstance like the ones 
described above, based on subsection 26(2), yet the law 
would be on the books. Ultimately, the question the mem- 
bers of ACCAP face is: Which one of us is going to be the 
test case, with all the time, the expense, the worry, the 
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damage to reputation, and, not least, the impact on the rest 
of our clients as we are trying to deal with this, which a 
court case would entail? 

1550 


The Chair: Thank you very much for your presentation. 
Are you continuing? 


Mr McKenna: Shall I continue with the other part, 
then? 


The Chair: Yes, please do. 


Mr McKenna: We had four suggestions of possible 
ways to change the diagnosis clause. I suppose my own first 
wish would be that you scrap it, as you did the harm clause, 
and maybe for the same reasons—that as it stands it is 
pretty much a basket clause and there is no nuance in terms 
of its respect for ordinary people’s own judgement as to 
where they go for help and so on. It is an attempt, through 
the legislation, to control everything. I think that is a useless 
enterprise in general. 

If we talk about possible ways of amending it, one 
suggestion on page 4 is to attempt to identify which disor- 
ders and dysfunctions are to be strictly left to the regulated 
professions. This then gets into some attempt to draw a 
line through language, through the terminology that we are 
going to be regarding as the sort of language used in diag- 
nosis and the sort of language which remains publicly us- 
able by people like ourselves who are unregulated. 

This might have some future if the area of mental 
health were clear and uncontroverted, but since the 19th 
century there has been an ongoing controversy about all the 
psychological disturbances and whether they are organi- 
cally based or psychologically caused. There is no hope to 
get that clear in the legislation, absolutely no hope. You 
either have to use a sort of basket approach and say that 
everything that is ever written down in the DSM 3, which 
is the diagnostic manual, any word that occurs in there can 
only be used by regulated professionals; or you have to go 
to just a few agreed terms. 

This brings us to number two, in a certain form, where 
we would suggest you try to say exactly what kinds of 
disorders you are talking about. The only path I could see 
there would be if you went to an extreme pole and said 
something like “disorders that were physically life-threat- 
ening,” or something like that—things like cancer, heart 
attacks, things that actually bring about death. Because, as 
I said, if you get into the area of mental disturbances like 
schizophrenia, which are soul-threatening if not physically 
life-threatening, there is no agreement on what causes 
these things. Leston Havens, a psychiatrist, an authority at 
Harvard, says that a word like schizophrenia does not 
name a disease; it is a syndrome, and we do not know 
what is under it. We gather together symptoms and we do 
not pretend to know what is under it. 

The clause as it is hopes that out there the medical 
profession knows exactly what is under everything, and 
they would hope that anybody treating mental diseases 
knows exactly what is causing them. We do not; nobody 
does. We cannot get it in the legislation. You cannot stop 
people trying to struggle with this new area—it is still 
new; it is 200 years old, but it is still very new—where we 
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are on the frontiers of trying to work out the meaning of 
these troubles, the causes of them, the appropriate treat- 


ments. It is certainly not the role of a Legislature to try to | 


pretend that what is unclear is really clear and could be 
regulated. 

So that is number two, which would be saying some- 
thing like “only diagnosis of a physical kind.” I would say 
even that would not work because some psychiatrist would 
say, “Well, that means the whole area of mental health.” 
But you might say, “Physical diseases causing death.” That 
might get you somewhere. 

The third idea was to protect the title; that is to say, as 
long as you do not claim to be a doctor or a psychologist 
or an optometrist, then you are okay. You are not doing a 
diagnosis in the sense that this is getting at. 

Fourth, and this seems to be the way that people who 
wish to retain this clause mostly go, is some form of com- 
petency barrier. If we go that way, I think we need to 
express in the clause that it is only gross incompetence that 
could be challenged in the court. There should be some 
kind of seriousness in terms of damage caused by such a 
diagnosis before it could ever come to court. So there 
would need to be a double barrier to frivolous prosecution 
of the kind that my colleague explained in her examples. 

Finally, the harm clause. We just heard that it stays out. 
It is a basket clause. It causes harm and would certainly 
bring about a kind of chill in the unregulated professions. 
Thank you very much. 

Mr Jackson: Without further exposing my own per- 
sonal eclectic background, I have a working knowledge of 
Gestalt and the Esalen Institute in California and various 
therapists there, and know of their work in this province. 
Knowing that, I have a certain respect for the very delicate 
kind of work you are doing. You can start out treating a 
dysfunctional marriage and end up with a deeply rooted 
discovery of child sexual abuse. These are very sensitive 
areas. You strike, really, at the root of the concern of where 
you place yourself. Yet the community at large accepts the 
fact that your work is meeting with significant results. 

With that in mind, and knowing that Ontario is trying 
to break some new ground in terms of regulating, do you 
know of any jurisdictions that are proceeding in this area 
and have dealt with it differently than we are, because my 
fear is that you will be included. 

Mr McKenna: I do not know of any jurisdiction— 


Mr Jackson: With that leading edge in terms of pene- 
trating into this area for regulatory purposes. 


Mr McKenna: For regulation, I do not know of any. 
Mr Jackson: That is what I was afraid of. 


Mr Ruprecht: In order to make the diagnosis clause 
more acceptable to you, you went on to establish in your 
recommendations what you call the competency barrier, to 
catch the people who are not competent. Can the accusing 
party be brought to the point where they would have to 
indicate beyond the shadow of a doubt that an incompetent 
practitioner has made a wrongful decision? How do you 
see that taking place in front of the courts? 


Mr McKenna: Supposing somebody brought me to 
court because, say, they have cancer and I say to them: 


“Look, you do not need to go to the doctor’s. They are just 
terrible in what they do to you in their treatments. What 
you need to do is go through visualizations and fight the 
cancer with me and I will help you.” I stop them going to 
the doctor. I use my authority as a therapist to suggest to 
them a kind of treatment for their physical illness. Now, if 
they brought me to court, I would say that they would have 
a good chance to prove me grossly incompetent in that 
judgement that “This is the only way you should work. 
This will cure you.” 
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Mr Jackson: In other words, you are able to live with 
this incompetency clause? 


Mr McKenna: Yes, but I think gross incompetence 
should have to be proven. In other words, to avoid frivo- 
lous challenges that might come from disgruntled people, 
you would need to put a strong onus on either the terrible 
damage that has been done, and that it was grossly, not just 
a bit, incompetent. 


Mr Ruprecht: Just briefly. 
The Chair: Sorry, Mr Ruprecht, time is up. 


Mr Ruprecht: I see some relationship between Pro- 
fessor Evans’s presentation and yours and it might be a 
good idea to continue in those discussions. 


The Chair: Thank you. I very much appreciate your 
presentation before the committee. If there is any addi- 
tional information, please feel free to communicate with us 
in writing. 


PATIENTS’ RIGHTS ASSOCIATION 


The Chair: I would like to call now on the Patients’ 
Rights Association to please come forward and introduce 
yourselves to the committee. You have 20 minutes for your 
presentation. We would ask, if you wish, to leave a few 
moments at the end so that committee members can ask 
questions. 


Mrs Coy: I am Anne Coy, co-founder of the Patients’ 
Rights Association. In case some of you do not know us, I 
would like to point out that we were not formed with the 
idea of punishing any practitioner who fell short of giving— 
the term we commonly use is “adequate care.” I do not 
like it; if you fall short of adequate, you are inadequate. 
But simply because, after the death of my husband, whose 
death was hastened by a medical intervention, the college 
seemed to think that the only reason I approached them 
was because I was bitter and not because anything had 
happened in the course of his care. 

Our approach through the years has been to bring about 
a correction of behaviour rather than the punishment of a 
practitioner. My view was that it was an avoidable medical 
accident and let’s take some steps to avoid it recurring. I 
was not very successful. I cannot say, after working on this 
project for 17 or 18 years, that I am successful now, but I 
am still trying and we are here. 

I would like to hand over the following presentation to 
my co-workers, we are all volunteers, David Coburn and 
Harry Beatty. 
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Mr Coburn: Our focus is almost entirely on the com- 








plaints and disciplinary procedures involved in the legisla- 


‘tion. I would like to begin by making a point about the 
process through which this legislation was arrived at. The 


process we feel was one dominated by professionals. During 
the long process they took to form this legislation, I was 
often in a room with perhaps 200 or 300 other people, I 


would say 280 of whom were health professionals, who were 


eager to get the rights and privileges that medicine already 
had, yet there were very few consumer representatives. 

Let me refer to a statement by the Minister of Health of 
the time when I think the bill was introduced into the Legisla- 
ture for the second time: “Mr Speaker, over the years of 
this legislation’s evolution, most of the consultations have 


been dominated by professional groups. To consumers I 
want to say that now it is your turn to speak out.” So I 
hope this committee will take consumers’ points of view 
seriously, and not hesitate to alter this legislation or to 
consider it as being written in stone. 


As we have mentioned, the patients’ rights group has 
been in existence for a large number of years. What we 
have done, basically, is handle patient complaints and in- 
quiries; that is, people who have had complaints about 
physicians or other professionals. Mrs Coy herself has 
handled hundreds of inquiries. She has personally pro- 
cessed dozens of complaints through the college system 
and has appeared before such boards as the Health Disci- 
plines Board. Our experience is practical experience. It is 
not just what is written in the legislation. Incidentally, I am 
sure that Mrs Coy would not want me to mention it, but 
because some people are involved in the process, I would 
like to announce that today she has been informed that she 


"was the recipient of the Ontario Medal for Good Citizen- 


ship for her work in this regard. 
[Applause] 


The Chair: On behalf of the committee, we would all 
like to congratulate Mrs Coy, especially in view of her 


own modesty. I think that the people in the province of 


Ontario are very grateful to her for her efforts on behalf of 


_ individual and patient rights over the years. I think all of us 
here, from all three caucuses, are delighted at the recognition 


of your efforts. 
Mrs Coy: Thank you. 
Mr Coburn: As Mrs Coy mentioned, the aim of the 


_ Patients’ Rights Association should be to try to get feed- 


back from patients, in order to help improve the health 
care system. What we want to do is make sure that small 
problems do not become bigger ones. We feel that a very 
good complaint system will help improve the quality of 
health care in Ontario. I think the suggestions and com- 
ments that we make are reasonable ones because we made 
a submission to the Minister of Health in 1977, and almost 
all our comments in that recommendation have been sup- 
ported by major commissions and committees since that 
time, including the Krever Commission, the Prichard 
Commission on Malpractice, and the more recent task 
force on sexual abuse of patients. We are not alone in our 
point of view and it is supported by official commissions 
and committees. 





Now, a few minutes on our general approach: We can- 
not make all our specific recommendations today, but 
hopefully we will in written submissions to the committee. 
I want to make the point that this legislation solves a lot of 
problems for the professions but it does not solve the prob- 
lems of patients. Let me take the viewpoint of patients in 
the health care system. Something happens which they do 
not like. What are they faced with? They are faced with 
three options. They can sue; the Prichard Commission gen- 
erally shows that very few people, even if they are justi- 
fied, take that option and even if they do, hardly any are 
successful. For example, lawyers cost $500 simply for an 
opinion as to whether a case is worth taking or not. 

The other avenue is through the college system and we 
can document that. The College of Physicians and Surgeons 
is our major example. The college system does not ade- 
quately deal with complaints. Let me give you an example. 
In one period of time, of 3,000 complaints made to the 
college, only 300 were heard by the complaints committee. 
Of those, I think about one in four or five actually ended 
up in the disciplines committee where there is a formal 
hearing. Of that number, hardly any were judged guilty. 
So, what we are looking at is, at various time periods, of 
the complaints handed to the College of Physicians and 
Surgeons in Ontario, about 0.8% to 1% of the complaints 
actually result in a doctor being disciplined for some reason. 
From our point of view, this shows that the procedure is 
not adequate. 


1610 

The other avenue is, of course, a formal complaint proce- 
dure. I would just like to mention that there is no legislated 
formal procedure or obligation whatsoever to hear patients’ 
complaints in hospital. The hospital is the place where a lot of 
health care takes place, but there is no formal procedure 
there. Hopefully, the Ontario Public Hospitals Review will 
provide a formal complaints procedure in hospital. 

So what we are saying is that a patient is faced with 
these three alternatives. None of them is adequate and the 
whole system is unco-ordinated. There are major problems 
with this procedure of patients making complaints to the 
colleges. For one, thing the public views the colleges as 
protecting their own members, and despite the fact there is 
some lay representation in the college, the public perceives 
the college to be antagonistic to them before they even 
submit a complaint. I would say that many people do not 
submit a complaint simply for that reason. We do not think 
the complaints committee investigations are adequate. 
Often this consists simply of the following: The patient 
will write a letter to the college, the college will ask for a 
written response from the doctor, and they will make a 
decision on the case simply on that basis. That is not al- 
ways the case but that happens quite often. We do not 
think that is enough. 

There is nothing in this present legislation to legislate 
the colleges to advertise their disciplinary function. If [am 
in Wawa or Brockville or even Toronto, how am I to know 
that the College of Physicians and Surgeons is the place to 
direct my complaints? With the addition of the 23 other 
colleges, you can imagine how complex it is going to be 
for the public to decide where this complaint is going to go, 
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or whether the colleges have this function. There is nothing in 
this legislation, as I see it, either for patients or health care 
providers to be made aware adequately of their own rights 
or responsibilities. Health care providers are not aware of 
patients’ rights and many patients are not aware. 

One of the major difficulties with the legislation pro- 
posed is simply the multiplicity of colleges. Patients to 
whom something happens in the health care system often 
do not know who is responsible or who is at fault. They do 
not even know that the person who did it is a physician. 
Imagine the patient faced with 24 colleges in which there 
may be one or more health professions involved. They 
may have to process their complaint through two or three 
or four colleges. At the same time, what if these colleges 
arrive at contradictory conclusions. What if one college 
says, “Oh, it is not the nurse, it is the doctor” etc. We feel 
the multiplicity of colleges is simply making the process of 
patient complaints more complex, rather than easier. 

Just a few more words, and then Harry can take over. 
We feel the process is too cumbersome, expensive and 
complicated. We are advocating a single, central agency out- 
side the college system to handle complaints. The health 
disciplines would be self-governing in every other respect, 
other than complaints. I would argue that, just as some 
people do not believe that the police can adequately inves- 
tigate cases of police brutality, we do not think that the 
colleges can carry out an adequate investigation of their 
own members. If there is not an independent agency, at the 
very least we think there should be a single agency to 
whom patients can direct their initial complaints, so that at 
least they have some direction as to what to do about it. 

If the legislation is carried forward, we think it should 
be a mandated duty of the colleges to make their own 
members aware of patients’ rights, and to make the public 
aware of their disciplinary function, every one of the 24 
colleges. We think there should be full disclosure reporting 
of the disposition of all complaints and disciplined cases 
and the reasons for these. For example, the college now 
reports its complaints and disciplines but does not report 
how many inquiries or how many complaints it initially 
received, so the information is not complete. 

The professions themselves currently define miscon- 
duct and negligence, and it is unclear, I think, to doctors, to 
other health care workers and to the public what the col- 
leges view as misconduct. I want a clearer definition, even 
if it is only through precedent, of what the colleges regard 
as misconduct. 

Finally, the college councils are often composed of 
people who were previously association or union represen- 
tatives. For example, you can be a chief executive on the 
Ontario Medical Association one day and a member of the 
council of the College of Physicians and Surgeons of On- 
tario the other. I hesitate to mention in this room the 
doctors’ strike in Ontario, but many members of the coun- 
cil of the College of Physicians and Surgeons seemed to 
have difficulty in deciding what was in the public interest 
during that particular episode. 

I think that is all I have to say, even though there are 
many particular points we might want to mention later. 





Mr Beatty: Just to add a few very brief things to what 
David said, on page 3 of our brief we outline in point form 
some of the problems that have been apparent to us and to 
complainants for many years. Many of these points which 
we have been putting forward for about 15 years are reiter- 
ated in almost the same terms in the report of the task force 
on sexual abuse of patients chaired by Marilou McPhedran. 

Essentially the complainant, who may be concerned 
about the death of a family member or about being perma- 
nently disabled or sexually abused, very serious matters, is 
required to go into a system that is controlled by the very 
profession of the member whom he or she is complaining 
against from the beginning. The colleges control every- 
thing from intake. It is someone at the college who talks to 
you initially about the case. They control the investigation, 
they control whether there will be a hearing at all that you 
could go to. At the hearing, of course, members of the 
college and employees of the college or people retained by 
it both conduct the hearing and conduct the prosecution. 

Of course, the individual has no party status, not even 
intervenor status. Even talking recently to counsel involved in 
cases, including sexual assault cases, an attempt to represent 
the complainant in any way is met with a lot of opposition 
both by counsel for the colleges—not just the College of 
Physicians and Surgeons but also the College of Nurses of 
Ontario—and clearly by counsel for the professional com- 
plained against. 

David mentioned there have been several studies, but I 
think the major one, because it is most recent and because 
it talked to individuals, is the task force on sexual abuse of 
patients which we referred to. On page 4 we have just one 
excerpt. The report indicated as clearly as it could that the 
college has simply failed to prevent or police sexual abuse 
and that major reforms need to be taken. Yet we have Bill 43 
with a procedural code that is almost exactly the same as 
the current system. The final report of this task force is due 
in September. There are many wide-ranging recommenda- 
tions. We know that you will be hearing from the task force 
later on. We would encourage you to give careful attention 
to their reforms. 

Going to page 5, David has already mentioned some 
earlier statistics that were analysed by a student under his 
direction. The most recent statistics are an appendix, from 
1985 to 1989; again, the complaints committee of the College 
of Physicians and Surgeons. In the process, they do not 
give figures as to how many inquiries or initial concerns 
were expressed to them at intake and were screened out in 
some way, either because the person was not able or did 
not want to pull together a written complaint or was other- 
wise discouraged. 

But however many complaints made it from intake to 
the complaints committee, substantially less than 10% of 
those got to the discipline committee. Some years it was 
almost as low as 5%. We do not have figures as to the 
actual disposition of those complaints, but very likely we 
have a situation where we would estimate at least 98% of 
the cases end without any disciplinary action. Even where 
there is a disciplinary action, even in very serious matters, 
it is only a reprimand. 
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Finally, we mention the Prichard report, which is the 


most comprehensive study done in Canada on these issues 


concerning professional negligence, liability and compen- 
sation. Despite the difficulties of the malpractice system, 
he found that if you took the number of physicians disci- 
plined by professional colleges for negligence and incom- 
petence and compared it to the number for whom a 


malpractice settlement or award had to be paid out, we are 


looking at only between 10% and 20%, so in fact the 
colleges were picking up only a very small percentage of 
actual malpractice and negligence cases. 

I believe there was a study done by Professors Trebilc- 
ock, Dewees and one other, Coyte, at the university. Essen- 


tially, they showed in a five-year period, as best they could 
' determine, that between 100 and 200 doctors in the entire 
country were dealt with in any way for professional negli- 
' gence and misconduct. As I have said, in often fairly seri- 
ous cases, that was only a reprimand. 


Mr Beer: In your paper you say that you believe an 


independent tribunal is the most appropriate way to pro- 


ceed, and not to have the various colleges. We had a pre- 
sentation earlier today around consumer points of view. I 
think it is very helpful to have this, because, by and large, 


_ presentations have been from those who are within profes- 
sional groups. 


Is it not important, though, in this system, and one of 


| the arguments for the colleges, that the members of the 
| profession itself are involved in both self-regulation and 
_ really reviewing their own practice? In your proposal of an 
independent tribunal, how would you involve the profes- 
| sionals from the different fields so that they would be in- 
- volved in assessing their own practice? 


Mrs Coy: Under the present system in the Health Dis- 


_ ciplines Board, completely lay people are able to get any 
| expert advice they need. 


Mr Beatty: I should also mention we do not, of 


course, advocate that the professions should not be self- 


regulating. Of course they should be involved in educa- 
tion, peer review and so on. It is in the actual hearings that 
we feel at least some aspect of the process should be more 
independent, at least in some cases, rather than complete 
control. Just look at what happened to Mrs Yuz when she 
tried to pursue. That case is still going on, over a decade 
later, looking into the tragic death of her son. 


Mr Beer: Would you see the advisory council possibly 
evolving into having that role or being an appeal body? 

Mr Coburn: First of all, we think that colleges should 
be left with defining registration, certain fitness-to-practise 
procedures, etc. They have a lot to do regarding the self- 
regulation of the professions, naturally. But regarding 
complaints specifically, we were thinking—and we did not 
go very far with it—of something like labour mediation. 
We want to settle things at the lowest possible level, with- 
out people having to sue in order to get satisfaction. So we 
thought of something like a tribunal of judges or arbitrators in 
which both parties would meet initially and try to settle the 
issue at the lowest possible level, without discipline in 
fact. I think in many cases people do not want discipline, 
they want the particular behaviour corrected before some- 
one else is harmed, and that is our desire too. 


The Chair: Thank you very much for your excellent 
presentation. I know the committee has enjoyed hearing 
your very thoughtful point of view. If you have anything 
further that you think would be helpful for the committee 
in its deliberations over the course of these hearings, I 
know you will feel free to communicate with us in writing. 

I remind all members of the committee, particularly 
those who have been substituting, to pass on to the other 
members of the committee any of the documentation and 
information you have received so that they will have it 
next week. 

The committee will reconvene Monday morning at 9 am 
in Thunder Bay. 


The committee adjourned at 1625. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Monday 19 August 1991 


The committee met at 0902 at the Valhalla Inn, Thunder 
Bay. 
REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 


LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI L ACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 


Health Professions Act, 1991, and its companion legisla- 
tion, Bills 44-64. 


Reprise de l’étude du projet de loi 43, Loi de 1991 sur 


les professions de la santé réglementées et les projets de 
loi, 44 a 64, qui l’accompagnent. 


The Chair: Good morning. The standing committee 
on social development is now in session. 


ONTARIO PUBLIC SERVICE 
EMPLOYEES UNION 


The Chair: I am going to call first OPSEU and I would 


/ announce some changes in the schedule. At 10:10 we have 
the Handicapped Action Group. OPSEU filled a spot that 
came available when we had a cancellation, so you have 
' 10 minutes for your presentation. We would ask you to 


leave a few minutes for the committee to ask questions, if 


you would. You can begin your presentation now, please. 


Welcome. 
Ms Pycko: I am Anne Pycko, president of Local 734. I 


_work at St Joseph’s Hospital. Iam a lab technologist. Fran 
_ Zaitz is a lab technologist, Bev Dalys is a research education 
_ officer for OPSEU and Bob Reid is a respiratory therapist. 


On behalf of the 10,000 OPSEU members who work in 
health care facilities across the province, I would like to 
thank you for the opportunity to express some of our views 
on Bill 43, the Regulated Health Professions Act, and on 
its companion bills. Because this legislation will spell out 


_ different consequences for different OPSEU members, we 


have chosen to focus on specific concerns in each of our 


_ presentations to this committee. 


The task of developing a provincial health care system 
which will address many outstanding weaknesses in our 
current system is by no means simple. The Health Profes- 
sions Legislation Review carried out by Alan Schwartz 
beginning in 1983 and which brought us where we are 


_today responded to concerns raised by many groups. 


Among the concerns was that brought forward by hospital 
administrators, who wish to make more efficient use of 
their staff. It is this point that we will address today, as 
OPSEU is concerned that the review’s response to admin- 
istrators will have a negative impact on the integrity of the 
work done by our members and the conditions under 
which they work. It will breach the quality of health care 
that Ontarians have come to expect. 


Restructuring the delivery of health care in Ontario has 
been a priority for the three governments that have been in 
power over the past eight years. During this time our 
health care crisis has intensified. All three governments 
have been forced to grapple with the conflicting goals of 
equalizing and preserving a system of quality health care 
for all Ontarians, preparing for the needs of an aging popu- 
lation and containing the high cost of health care. Many of 
the interim solutions we have seen come under the rubric 
of government divestment. At OPSEU we feel these 
changes have had a negative impact on the quality of 
health care and on the health care worker. OPSEU is now 
concerned that the legislation under review, the Regulated 
Health Professions Act, will be yet another component of 
divested health care. 

In reviewing the materials concerning the impending 
changes in health care, particularly the ministry’s briefing 
to this committee two weeks ago, two words come up 
repeatedly: flexibility and competition. Given the geo- 
graphical realities of Ontario, we expect that the govern- 
ment will search for ways to provide better service to 
people in rural areas. This is where the idea of flexibility is 
reasonable. If the authority of on-site health care workers 
is extended in such a way as to enable patients or clients to 
get the help they need when they need it, certainly that is 
beneficial. OPSEU, however, has some very serious mis- 
givings about the downside to this flexibility, particularly 
when it is defined in terms of competition and privatization. 

If there is any one area that demonstrates how flexibility 
and its counterpart, competition, can harm the public and 
reflect poorly on a profession, this area is laboratory tech- 
nology. OPSEU members are currently having problems in 
laboratories because work that properly belongs in the hands 
of registered technologists is delegated to non-registered 
laboratory technicians. The volume and cost of these tests 
have led administrators to the conclusion that this cost-cutting 
is an absolute necessity. It is, however, the technologists, not 
their assistants, who are responsible for the accuracy of the 
test results. In hospitals and in private labs where adminis- 
trators are closely watching budgets, they may be losing sight 
of something else: quality service. This means that the num- 
bers of well-paid registered technologists are dwindling while 
non-registered technicians take on tasks for which they may 
not be properly qualified. 

Under the proposed legislation, these current problems 
will be exacerbated and the registered technologists will carry 
the responsibility. Given that laboratory technicians are not 
covered by and cannot be charged under this act, we are 
very concerned about technologists who seldom have control 
over task delegation but are responsible for outcome. We 
are further concerned because it is already fairly standard 
practice for laboratories to get by on skeleton staff with as 
few qualified technologists on hand as possible. Opening 
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the road to even more competition in this underregulated 
field will be devastating for the public and for the profession. 

Accurate results from the laboratory are the foundation 
of patient management and protocol. Inaccurate test results 
can lead to serious errors being made by other health care 
professionals. As a basis for nursing assessments, laboratory 
results will become more crucial in patient management. 
Mismanagement and underevaluation in the laboratory can 
ripple throughout the health care setting, with tragic results. 
Clearly it is crucial that the work being done in laboratories 
be respected for its role in the health care system, and the 
critical task for which the laboratory technologists have 
been specifically trained should be deemed controlled acts. 
OPSEU represents other highly trained health care work- 
ers whose specialized tasks will not be deemed controlled 
under this legislation. We will turn our attention to these 
groups in a later presentation. 

The excessive pressure under which registered technol- 
ogists are currently working has become their primary 
concern with respect to working conditions. Lab technolo- 
gists who are carrying the responsibility for the results of 
work they never assigned to the technicians are in a terrible 
bind. This is a terrible inconsistency and, as we have said, 
an inconsistency which contributes to the high stress level. 
Workers should not be responsible for work over which they 
have no control—that is, work they have not performed 
and that they have not assigned to others. If we are to 
properly protect the public and rectify this outstanding and 
worsening problem, quality provisions must be ensconced 
in this legislation. 

The concerns we have just raised about accountability 
are exacerbated by the pressure put on hospitals to stay in 
the black, the ever-increasing attempts of hospital adminis- 
trators to cut costs by cutting corners, the trend towards 
privatization of medicine that we are seeing in for-profit 
laboratories and, most recently, the government’s action to 
open the way for more competition in medicine. 
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While we laud the government for seeking ways to 
provide more service in rural areas, we believe upholding 
competition as a legitimate factor in health care delivery is 
an ill-conceived concept and one which may have tragic 
consequences for all Ontarians. 

As we have said, this is complex and far-reaching leg- 
islation, and while your committee is meeting with interested 
groups across the province, so too is OPSEU continuing to 
meet with its affected members. We are planning to have 
more concrete proposals to present to the standing com- 
mittee on social development in a written submission to- 
wards the end of this month. 

We thank you for your time and welcome any questions. 


The Chair: Thank you very much for your presentation. 
Question, Mr Owens? 


Mr Owens: The Ontario Society of Medical Technol- 
ogists raised briefly in its presentation the issue around 
grandfathering. Do you think grandfathering is an issue 
this committee should be concerned with, and do you have 
any thoughts on its potential effect on health care in this 
province? 


Ms Dalys: Grandfathering is certainly an issue that 
OPSEU is concerned with. It is actually one of our biggest 
concerns, and for that reason we are deferring that till a later 
presentation. To answer your question a little more specif- 
ically now, we know that the work that is being done by lab 
technologists who have been in the field for 30, 25 or 20 
years—however long, but for a long time—are doing a 
good job. 

Technology has changed. Qualifications have become 
more standardized and more education-oriented. Certainly 
the people who have been doing those jobs for a long time 
are doing quality jobs, and they have to be caught up in 
this legislation. That, of course, applies to a lot of other 
professions as well. We will be addressing that in more 
detail at a later date. 


Mr Owens: Any idea how many people we are talking 
about at this point? 


Ms Dalys: Not really, no. I will get the figures for you 
at a later date. 


Mr Owens: I would appreciate that. Thank you. 


Mr J. Wilson: Thank you for the presentation. You 
mentioned that there are certain controlled acts that you 
think should be included in this legislation for laboratory 
technologists. Can you give us some examples of what 
those acts would be? 


Ms Dalys: I am going to pass that question over to the 
lab technologists that we have here. They are the profes- 
sionals. I will mention that we have been discussing that 
with some of our technologists already. We have not come 
down with a definitive list. 


Ms Zaitz: Because OPSEU is representing so many 
different professions right now, as Bev has said, we are 
looking at what controlled acts will be expected to be passed 
off to different members. I cannot say just simply as lab 
technologists, quality assurance, assessing, the reportability 
of test results. My specific specialty would be analysis of 
drugs, testing body fluids. I do not want to specifically aim 
right now at any particular one because I might exclude 
someone who is actually just as important. 


Mr J. Wilson: You are planning on including this in 
your next submission that you will be putting forward later? 


Ms Zaitz: Yes, we have a set of other presentations. 
Yes, we will be. 


Mr J. Wilson: Thank you, that would be helpful. 


Mr Hope: Just to point out some of the concerns you 
have dealing with watching the budget, competitiveness, 
privatization—and you indicated later on in your brief that 
you are going to be sending the committee more substan- 
tial information dealing with it—will you be concentrating 
on the rural area or will you be doing it as a global OPSEU 
presentation? 


Ms Dalys: We are looking at a global picture of it. It is 
difficult that competition and flexibility are flip sides of the 
same coin. We know the geographical realities of Ontario. 
We know that somehow service has to be provided in 
smaller areas that do not attract the same kinds and num- 
bers of professions that you get in bigger centres. 
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What we have difficulty with is selling off health care 


_ to private enterprises where cost-cutting becomes—well, it 


is just so central to the whole idea of business. We have 
spoken to technologists in one private lab who were saying 
they have been told in that lab to finish up all the reagents 


before they buy more and it does not matter if these re- 


agents are expired. That obviously has a very negative 


_ impact on health care. It creates bad results. 


I think many of us remember reading stories about the 
United States when lab technology, for example, was di- 


vested. Cytology labs started hiring unqualified people to 
look at slides. They were paid on a piecework basis and 
cancer rates shot up because a lot of abnormal cells were 


not noticed on earlier swabs. That is the danger. That is 


| something we cannot afford to have happen here. 


Mr Reid: Excuse me, just to add to what you were 


| saying about the control-factor part of it being employed 
by an employer, they set the setting, they set the working 
environment for us. Also, with the condition that the health 
care is in right now, as far as its finances are concerned, 
that sets a scenario for the working conditions too, so basi- 
cally, as an employee, you have no control over your 
_ working environment. Then to be legislated upon as being 
responsible and being addressable for your actions as a 


therapist, a technologist or as a health care professional out 
there, it puts you in that jeopardy situation where you are 
responsible for something you have no control over. That 
is one of the things we address. 

The Chair: Thank you very much for your presentation: 
We appreciate your appearing before the committee this 
morning and we will be looking forward to your written 
submission when it is ready. 

For the information of everyone here, groups and indi- 
viduals are encouraged and welcome to communicate with 
the committee in writing over the course of the hearings. I 


_ know you will feel free to do that. 


GEORGE FIEBER 
The Chair: I would like to call now George Fieber. 


_ Welcome: You have 10 minutes for your presentation and 


we would appreciate it if you would leave a couple of 
_ minutes at the end for questions from the committee. 





Mr Fieber: My name is George Fieber. I am a regis- 
tered nurse and I work in the intensive care unit of a gen- 
eral hospital here in Thunder Bay. I also work as a clinical 
instructor, teaching nursing and nursing assistant students. 

It is my intent today to present my concerns regarding 
the Regulated Health Professions Act and specifically the 
Nursing Act from my perspective as a working nurse, as a 
nurse educator and as a consumer of health care services in 
northwestern Ontario. As a nurse employed by a hospital 
and as a member of the Ontario Nurses’ Association, I 
fully support the position of the ONA regarding this pro- 
posed legislation as it was articulated by ONA president 
Eileen Davidson during her appearance before this com- 
mittee on August 7. 

For the sake of brevity, I will not review the ONA 
position except in regard to the problem of double jeop- 
ardy, as it was identified in the ONA review of the draft 
legislation. The double jeopardy referred to—that is, my 


being responsible to both my employer and the College of 
Nurses of Ontario, whose standards often conflict—has 
created and will continue to create situations where I must 
make decisions where I weigh my professional obligations 
to my patients against the demands of the administrators 
who employ me. 

If no resolution is found to this dilemma and the pro- 
posed legislation is passed in its present form, the possibility 
of fines and imprisonment for making the wrong decision 
will add more stress to an already stressful job. The safety 
of patients may be compromised. 
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As a nurse educator, I believe the Nursing Act should 
explicitly state that nurse administrators, educators and re- 
searchers should be fully accountable to the College of 
Nurses. As an educator, I have a great responsibility to 
ensure that the nurses I train can provide safe, competent 
patient care, and if I fail to do this properly, I should be held 
accountable to a professional body, expert in the standard of 
practice expected in my profession. 

This question of patient safety also demonstrates the 
need for nurse administrators to be accountable to the col- 
lege as well. The decisions of these management nurses in 
areas of staffing, policy and procedure have direct impact on 
patient safety. Accountability for their decisions might also 
reduce the occurrence of the double jeopardy situations 
already discussed. Accountability for nurse researchers would 
help ensure that research would be conducted in an ethical, 
professional manner and that patient safety or privacy would 
not be compromised. 

Finally, as a consumer of health care services in north- 
western Ontario, I believe that the draft legislation, by pro- 
hibiting nurses from performing a single controlled act 
independently, will diminish the quality of patient care 
available to the people of this region and will in fact create 
situations where patients may be put at risk. 

Hospitals in northwestern Ontario are not staffed like 
the teaching hospitals of the south. They do not have medical 
staff on the premises 24 hours per day. In some cases, like 
the hospital I work in, they share the services of an emer- 
gency department physician on night shifts and weekends 
with another hospital. This means that in the event of an 
emergency, it may not be possible to contact a physician 
for several minutes to obtain orders. 

Time and time again, life-threatening situations have been 
averted by the intervention of experienced nurses who 
knew what to do and when to do it. Restricting the ability 
of these nurses to use their experience and training is an 
insult to them and a disservice to the public. It will rein- 
force the widely held belief that the people of this region 
are given low priority when provincial health care policy is 
developed and when health care resources are allocated. 

In closing, I believe the public can best be protected when 
all registered nurses are licensed and have a defined scope 
of practice where the double jeopardy as employed profes- 
sionals has been resolved. All registered nurses, including 
administrators, educators and researchers are included in the 
scope of practice and are made accountable to the public for 
their actions. Finally, as many nurses as possible are trained 
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and allowed to perform more controlled acts, especially 
when patient safety is at risk and a physician is not available. 

I would now be pleased to answer any questions the 
committee may have. 

Mr Hope: I have just a couple of concerns. I see you 
work in the intensive care unit of the hospital. You talk 
about obtaining orders from a physician. In the rural set- 
tings, do you already have standing orders that are in place 
dealing with patients? 

Mr Fieber: There are certain protocols. For instance, I 
am certified in advanced cardiac life support, and there are 
certain protocols that I can follow. There are certain life- 
saving interventions that I cannot, at the present time, go 
ahead and do without having a physician present. 

The problem though, as I explained, is—and this has 
happened several times over the last few years—in the 
event of a cardiac arrest in our hospital, the only physician 
who might be available is approximately two miles away 
at another hospital. Your only chance of making it is if I do 
my job properly. The problem is, at the end of my list of 
protocols there are certain things I can still do to save your 
life, but under this legislation, if I did them, I would be 
accountable for a $25,000 fine or imprisonment. So you 
are putting me in the position of either doing what I am 
trained to do or letting me go. 

The Chair: I have an intervention from the parlia- 
mentary assistant to clarify. 


Mr Wessenger: Yes, under section 28 of the proposed 
act, there is an exception saying an act by a person is not a 
contravention if it is done rendering first aid or temporary 
assistance in an emergency, so emergency situations, I be- 
lieve, are covered by the act. In the situation you raise, I 
believe you would be covered by the act. 

Mr Fieber: The situation I was thinking of specifically 
is one of the controlled acts that—I do not know the exact 
wording—involves the application of an energy source. I 
was thinking of the application of external pacemaking, for 
instance, in the event of someone whose heart has stopped. 

As the legislation sits now, you say I would be protected 
in that case. I do not think I would be backed up by the 
hospital in the event of an error, and I think under the present 
draft it is still vague enough that I could end up facing 
charges. If this is clarified, fine, but as I read this legisla- 
tion, I understand it is quite possible I could be held liable. 


The Chair: Thank you very much. We appreciate 
your presentation before the committee. 


REV RICHARD WILLANS 

The Chair: I would like to call next Richard Willans, 
who will be representing all Anglican parishes, northwest 
section of the diocese of Algoma. Please come forward 
and introduce yourselves. You have 20 minutes for your 
presentation. We welcome you to the standing committee 
on social development this morning. Please begin your 
presentation now. 

Mr Willans: Thank you for the opportunity to bring 
before you the concerns that we have with regard to Bill 43. 

I will be brief and succinct for two reasons: first, obvi- 
ously, your time is valuable and I am just one person out of 





many, but second and perhaps more important, the con- 
cems I have to bring before you are not new. I apologize 
for that, but I present them to you none the less because I 
believe that if reasonable people hear the same concerns 
surfacing over and over again, although they may find it 
extremely wearisome, they will agree at the very least that 
there may be a problem which needs to be addressed. 

My name is the Rev Richard Willans. I am the rector of 
St Thomas’ Anglican Church, one of the numerically largest 
Anglican churches here in the city and indeed, in the whole 
of the diocese of Algoma. In addition to that, I am the re- 
gional, or sometimes called “rural,” dean of our Anglican 
deanery here, which comprises 12 parishes and goes out to 
Manitouwadge. 

I belong to the diocese of Algoma and I am charged, 
with Bishop Leslie Peterson, with the responsibility of rep- 
resenting to you the concerns of the Anglican clergy and our 
lay workers and people here. 

I must add that I do not in any way claim to be an expert 
on the implications and ramifications of this bill. The con- 
cerns that I bring before you are those which other diocesan 
experts have highlighted. None the less, I do personally 
endorse them. 

With me is the Rev Joan Mitchell, priest in charge of St 
Stephen’s, one of the smaller, yet dynamic, churches in the 
north ward of this city. Joan is with me because she has 
had much greater experience than I have in some of the 
areas of pastoral care that this bill could affect, in particular 
having been for some time in an official chaplaincy position 
at the Lakehead Psychiatric Hospital. 

In addition to those credentials, I think it is worth men- 
tioning that we are also both members of the local council 
of clergy, and Rev Mitchell is currently the treasurer. We do 
not speak on behalf of the council. The council was not able 
to get its act together, but we do know that our concerns are 
the same as those of many of the individual members. 

We have spoken with Mrs Lisa Strasser. She is the 
chairperson of a local ad hoc group of hospital chaplains 
and pastoral care workers charged with the specific task of 
making a written presentation to you in September. Because 
the most capable people are on vacation at this time, they 
judged themselves unable to make a verbal presentation 
today. Again, we do not claim to speak for them, but we do 
know that our concerns are essentially the same. 

I have been using the word “concerns” in the plural, 
but as I understand it, there is one primary concern and I will 
concentrate on that. This primary concern relates to the 
implications of section 23, and especially clause 2, dealing 
with the definition of a controlled act. I will not read that, 
because I am sure you know it backwards. 

It would seem to us that, given a strict reading of this 
clause and section, any clergyperson, pastoral counsellor or 
hospital lay visitor, to name but a few, who does something 
which fits the above description, would be technically guilty 
of a criminal offence. If that presumption is even technically 
correct, then many of us would be in potential trouble very 
quickly, given the comprehensive and somewhat loose na- 
ture of the terms disease, disorder, and dysfunction. 

The above wording could logically include, for example, 
my suggestion to a parishioner that marital and personal 
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problems possibly stemmed from perhaps unresolved grief 


or unresolved guilt or an overwhelming sense of personal 


inadequacy, or that a teen was possibly in need of sub- 
stance abuse counselling and so on. You are familiar, I am 
sure, with the scenarios, and these are just a few of the 
common pastoral problems that land on our doorstep, usu- 
ally late at night. 

As I said—you have heard this before—we know that 


the government has stated that it does not intend this act to 


be applied in a rigorous and literal fashion to creditable, 
unregulated workers. However, history is littered with ex- 
amples of situations in which the intention and spirit of 
legislation has little to do with how the letter of the law has 
been subsequently applied. We do have a serious and sin- 
cere concern about this, particularly given the possibility 


of private prosecutions based on this clause and section. 
We do not presume to offer solutions. These are best pro- 
vided by yourselves and by others who have the appropri- 
ate expertise and oversight. We do ask, however, that real 
consideration be given to this concern because it may af- 
| fect, not just clergy and parish workers, but all those who 
support our health professions in countless creditable 


ways, yet are classified as unregulated. 
Finally, just so there is no doubt in anyone’s mind, we 


do applaud the intent of Bill 43 and support the greatest 
_ part of its particulars. 
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The Chair: Thank you very much for your presentation. 
We appreciate your appearing before the committee this 
morning. Questions? Ms Haeck? 


Ms Haeck: Actually, I think Mr Hope had his hand up 
first so I will defer to him. 


The Chair: The reason I gave you the opportunity to 
speak first, Ms Haeck, is that Mr Hope has asked questions 
already. 


Ms Haeck: Clause 28(c) talks about “treating a person 
by prayer or spiritual means in accordance to the tenets of 
the religion of the person giving the treatment....” Do you 
feel, in that area of this particular proposed Act, that you 
do have the—I am trying to choose my words carefully 
here—kind of safety net that you may not feel you have 
under section 26. 


Mr Willans: I think, in certain senses, yes. But perhaps 
they could legally be seen to be contradictory and the one 
might outweigh the other. 


Ms Haeck: I have met with clergy in my own riding 
and I know they have expressed a particular desire to be 
very clearly exempted from this legislation. Is that the kind 
wording you would like to see included in the act? 


Mr Willans: I am not really sure on that because | 
have not thought it through. And I would need to just say 
that and be quite honest about it and leave it there. I do not 
know whether it is in our interest and in the interest of lay 
workers, because they are also involved in this, to be regu- 
lated or unregulated. 

Mrs McLeod: I think it may be a comment more than 
a question. It certainly was the intention of our govern- 
ment, when we were initiating this legislation, to ensure 


that this would not be a problem for the unregulated pro- 
fessions; that this restriction would not be one which 
would lead to concerns about legal prosecution. As diffi- 
cult as it is to find the exact wording which will provide 
that degree of protection, the current government will also 
want to make sure that, as a result of the recommendations 
of this committee, that assurance is provided. There is an 
assessment clause which is quite clear in providing unreg- 
ulated professionals with the ability to carry out assess- 
ment in their field of concern and communicate that 
assessment to the individuals who they are working with. 
We have to make sure there are not inconsistencies that 
would lead to your concern about legal prosecution. 


Mr Willans: We are aware of the intention that has 
been stated over and over again and I referred to that in my 
presentation. I think my primary problem—perhaps I 
could sit here for a moment less as a clergyperson and 
more as a former history and constitutional teacher. As I 
said in the presentation, the intention of the law is not 
necessarily what happens when you get down to the letter 
of the law. So we are asking you to look particularly at that 
clause and perhaps, if necessary, tidy it up or whatever 
might be done so it is completely clarified. 


Ms Mitchell: So we are not put into jeopardy—be- 
cause, with the majority of people with whom we deal, 
there is an assessment, an evaluation and a referral. You 
cannot get around that. 


Mr Hope: This is a question outside of your presenta- 
tion here. By the sounds of it, you represent the northern 
rural area which is of particular interest to me. In your 
conversations with the general public, does the legislation, 
on the whole, look like it is going to do what it is supposed 
to do in protecting people from those out there who may 
cause problems to our health care? 


Mr Willans: I have to choose my words carefully now, 
too. Anything which does what this bill proposes to do, in 
tightening up health care provisions and making sure people 
are not abused in any way, will do the job. That is the way I 
see it and that is the way other people have referred it to me. 


Mr Hope: Will it meet the public concerns in rural 
areas about health? 


Mr Willans: In terms of the concerns I am dealing 
with here, yes. If you want to open the whole question of 
health care in the rural areas, I am not even qualified to 
speak on whether this bill would do that job. 


DANNY GILBERT 


The Chair: I would like to call next, Karen Gilbert 
and Danny Gilbert. Please come forward now. Welcome to 
the standing committee on social development. 


Mr Gilbert: It is only Danny Gilbert. 


The Chair: Welcome Danny Gilbert. Is that because 
we are a few minutes early? Is Karen going to be coming? 


Mr Gilbert: No, that is because my kids had an emer- 
gency dental appointment, so it is just me. 


The Chair: I am sorry to hear about the emergency 
dental appointment but we are pleased you are here this 
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morning. You have 10 minutes for your presentation and 
we would ask that you begin now. 

Mr Gilbert: Madam Chairperson and other members 
of the committee, I would like to thank you, first of all, for 
this opportunity to express my concerns regarding the pro- 
posed Bill 43. It should be pointed out that I am not a 
professional in any way. I am here to express the concerns 
I have as a parent of a handicapped child. I am in support 
of the bill, in general, in that it is designed to protect the 
consumer of health care in this province; and that protec- 
tion is necessary. There is one area, however, that I feel 
could adversely affect not only my son, but also the thou- 
sands of other children in the province who suffer from the 
same syndrome, both diagnosed and undiagnosed. 

First, I should tell you that my son has fragile X syn- 
drome and my daughter is a confirmed carrier of the syn- 
drome. Most of you I am sure have either never heard of 
fragile X syndrome or if you have, your knowledge is 
probably very limited. For that reason, I will briefly ex- 
plain what it is and what affect it has on the individual. 

Fragile X is an inherited abnormality of the X chromo- 
some. In an individual with fragile X, there is a narrowing 
of the long arm of the X chromosome at the Q27.3 site. 
This narrowing of the chromosome causes varying degrees 
of problems for those who carry it. The effects range from 
mild learning disabilities to severe mental regardation, au- 
tism or autistic-like behaviours, behaviour problems, atten- 
tion deficit problems, hyperactivity, sensory integration 
dysfunction, various medical problems such as mitral 
valve prolapse and a triad of physical characteristics which 
are: large ears, long, narrow faces and large testicles. Frag- 
ile X syndrome is the leading cause of mental retardation 
next to Down syndrome and the leading cause of familial 
mental retardation. It is also responsible for approximately 
14% of the cases of autism. It has been estimated that one 
in 1,000 individuals are born with fragile X, yet very few 
are ever diagnosed with it. 

This brings me to my first concern with Bill 43 and 
that is paragraph 26(2)1 which states: “Communicating to 
the individual or his or her personal representative a con- 
clusion identifying a disease, disorder or dysfunction as 
the cause of symptoms of the individual in circumstances 
in which it is reasonably foreseeable that the individual or 
his or her personal representative will rely on the conclu- 
sion.” With fragile X, it is absolutely imperative that a 
diagnosis be given as early as possible, preferably at birth. 
My son was seven before he was diagnosed. The problem 
arises because very few doctors actually diagnose fragile 
X because they rely very heavily on the triad of physical 
features I mentioned earlier as well as the presence. of 
retardation. Unfortunately the retardation is not always 
present or if it is, it is not an across-the-board retardation 
as is the case with Down syndrome. 

To complicate the situation, the triad of physical features 
is not present in all FX patients and those who do have the 
features generally do not get them until after puberty. This 
can cause a delay in diagnosis of up to 13 years or can 
result in no diagnosis at all. My son was seen by several 
doctors, including a neurologist, and they all missed the 
diagnosis. It was not until we insisted on FX testing that a 


diagnosis was made by chromosome analysis. There are 
two professions, however, that have been very helpful in 
assessing and explaining to us the symptoms of fragile X 
in our son. One is an occupational therapist and the other is 
a speech language pathologist. As the health act reads now, 
neither one of these professionals could perform a “con- 
trolled act,” paragraph 26(2)1. 

The two areas that affect virtually all fragile X children 
are sensory integration dysfunction and speech and lan- 
guage delays. Doctors do not generally do either sensory 
integration assessment or speech-language assessment, nor 
do they usually interpret the results of such assessments. 
This is done by the professionals in the field, occupational 
therapists and speech language pathologists. 

Obviously, not every child with either sensory integra- 
tion problems or speech-language problems has fragile X 
syndrome, but it is my right as a parent to know what is a 
possible cause of these problems. It is obviously not a 
definite diagnosis. My family doctor cannot give me a 
definite diagnosis. That is done with chromosome analysis 
or DNA analysis. 

One of my concerns with paragraph 26(2)1 is that an 
occupational therapist may not be allowed to tell me or 
another parent that my child’s problems could possibly be 
caused by a specific disorder or several disorders. This would 
not only curtail their ability to properly apply their training, 
but it would also cause a considerable delay in information 
reaching me. In the case of fragile X, it is imperative that 
information reach the parent as quickly as possible. 

Paragraph 26(2)1, as it stands, would also prevent an 
occupational therapist from telling me that my son has 
sensory integration dysfunction, simply because it is a dys- 
function that causes specific symptoms. It seems rather 
ludicrous to me that an occupational therapist can do an 
assessment on my son for sensory integration but cannot 
tell me that my son has sensory integration dysfunction. To 
have to relay this information back to a doctor is simply 
overtaxing already overtaxed doctors and delaying therapy 
that should be started as quickly as possible. 

It would also seem to me that this paragraph would 
curtail both occupational therapists’ and speech-language 
pathologists’ ability to explain to me how a particular dis- 
order was causing my son’s problem. As a parent, it is very 
important for me to understand that my son’s insistence on 
certain types of clothing is not stubbornness but, rather, it 
is a Symptom of tactile defensiveness. 

This information takes a tremendous amount of pressure 
off both my son and myself and allows us to concentrate on 
more important things. This information is essential for me 
to know how to properly deal with my son’s other problems 
and to help him develop to the best of his ability. 

It is also important for my son to understand that his 
problems stem from a physiological cause; that he is not a 
bad kid. It is also important to understand that a doctor or 
other health professional may not be aware that sensory 
integration dysfunction occurs in fragile X syndrome, or if 
they are aware of it, they may not have as much information 
about it as an occupational therapist would have. 

I would not expect an OT to explain to me or to give 
me much information about mitral valve prolapse, nor do I 














19 AUGUST 1991 





STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-479 





expect a doctor to give me much information about sen- 


sory integration dysfunction. 


When I receive any information on my son, I want it to 
come from the professional in the field that I am dealing 
with. The controlled act 26(2)1 could prevent that from 
happening. 

It is also imperative, in dealing with children who have 


_ fragile X syndrome, that a team approach be taken. For 
this to occur, professionals involved must be able to com- 


municate freely with each other as well as with the parents. 

The important thing to remember is a parent is the 
most integral part of the team. We are the ones who must 
co-ordinate and implement many of the suggestions made 
by the professionals. We are also the ones who live with 
our children and have the most concern for them. To help 
our children, we must be fully informed as to what the 
problems are and what the causes of these problems are. 
For this to happen, every professional must be freely able 
to communicate with us, to give us the information we 
need to help our children overcome their handicaps as 
much as possible. 

Once again, the controlled act 26(2)1 could prevent 
this from occurring and the people who suffer the conse- 
quences would not be the professionals, they would be my 
children. 

The purpose of the Regulated Health Professions Act is 
to protect the public; people like me. I believe the best way 
I can be protected is to be educated and informed. Some of 
this knowledge can be obtained by reading, but much of it 
comes from the varied professions I am involved with. 
Through them I have learned and can continue to learn 
how best to help my son deal with and overcome many of 
his handicaps. Because of this knowledge, I can find pro- 
fessionals who are truly qualified to help us and avoid 
those who are not. 

It is my fear that the controlled act 26(2)1 could quite 
feasibly stop the stream of information and severely affect 
my son. I believe this possibility could be avoided, however, 
by the addition of a subsection to subsection 26(2). 

I am sure that politicians and lawyers are much more 
qualified than I am to decide the wording of such a subsec- 
tion. It should, however, be to the effect that regulated 
professionals would not be contravening a controlled act as 
long as the assessments and information relayed to the patient 
were within the realm of their expertise and training. 

Such a subsection would ensure that my wife and I, as 
well as other parents, would continue to get the information 
that is actually and vitally needed to help our children. 

Once again, I would like to thank you for giving me this 
opportunity to speak to you. 


The Chair: Thank you very much for a very thoughtful 
presentation. 

Ms Haeck: I recognize that you have become an expert 
on this particular syndrome out of the need that your own 
family has undergone. What kind of process did you undergo 
in order to find the experts who ultimately helped you? 

Mr Gilbert: Initially we went to our family doctor. 
My wife is a psychiatric social worker, so we then went to 
a psychologist she happened to work with, who gave us 


the idea of developmental delays, etc. We then went to a 
specialist in Halifax, Nova Scotia. We then went to a neu- 
rologist in Halifax. The information we finally got as the 
diagnosis of fragile X came from a lay person. Since that 
time, we have also been in contact with speech-language 
pathology, occupational therapy, etc. 


Ms Haeck: I have to say that we are all definitely very 
much concerned about the diagnosis and communication 
portion of the act. We have heard from a number of people 
who make this presentation, but we have also heard from 
consumer groups who have a very strong concern about 
public education, about the availability of various services 
out there. What you are describing is probably a lengthy 
process through which you went as a parent to find out 
what problems your son was having. How do you feel that 
the whole public education portion for the Ministry of 
Health should be structured so that other people do not 
necessarily have to go through such a long process? 


Mr Gilbert: That is actually a very hard question to 
answer. I can speak only for fragile X. We have started up 
fragile X resource centres throughout Canada. There is a 
new association started up, and support from the ministry 
for this endeavour. Whether it be fragile X or some other 
disorder that is not well known, to get information to people 
is very difficult. How it could be speeded up is hard to say, 
because fragile X is a disorder that has been around for 
ever, but it really has only been diagnosed for the last 20 
years, SO you are in a position where a lot of professionals 
simply have never heard of it before. We do get profes- 
sionals from across Canada phoning us asking for infor- 
mation on fragile X. 

I do not think it is a matter of just simply sending out 
more information. The professionals have got to have the 
opportunity to speak freely to me. 

Our occupational therapist was out the other day to 
give us the final results on my son’s sensory integration 
assessment. I realized when I was talking to her that if this 
section went through, probably most of the things she had 
told me she could not have told me. 

With fragile X it is very imperative. By the time these 
children hit puberty, most of the help they can have is over 
with. My son is already nine. If she could not have come 
out and given me that information on Saturday, I would 
now be in the position of making a doctor’s appointment 
so my doctor could give it to me, and I would be talking 
probably six months down the road, because it is not an 
emergency situation as far as the health professions are 
concerned, which it is not. It is not life or death. It affects 
his life, but it is not an emergency. 


The Chair: Thank you very much for your presentation. 
We appreciate your appearing before the committee this 
morning. 

Mr Gilbert: Next time I will bring my wife. 

0950 


RESPIRATORY THERAPY SOCIETY OF ONTARIO 

The Chair: I would like to call the Respiratory Therapy 
Society of Ontario. You have 20 minutes for your presen- 
tation. We would ask if you would leave a few minutes at 
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the end for questions from the committee. Please introduce 
yourself for Hansard. 


Ms Bubar: My name is Dawn Bubar, and as a practis- 
ing registered respiratory therapist in northern Ontario and 
a director at large for the Respiratory Therapy Society of 
Ontario, I am here to express both support and concern for 
Bill 43 and Bill 64 on behalf of the registered respiratory 
therapists of northern Ontario. 

We are in support of Bill 43, the Health Professions 
Regulation Act, which provides for the regulation of health 
professions and the delivery of health care services. In 
general, with the exception of section 15, we support Bill 
64, the Respiratory Therapy Act, which provides for the 
regulation of the profession of respiratory therapy by the 
College of Respiratory Therapists of Ontario. 

As mentioned, we are concerned with section 15 of 
Bill 64, which covers the proposed restricted titles. Be- 
cause of such concerns, we wish to recommend the following 
amendment to Bill 64. We request the addition of the word 
“registered” as follows: 

“15(1) No person other than a member shall use the 
title ‘registered respiratory therapist’; 

“(2) No person other than a member shall hold himself 
or herself out as a person who is qualified to practise in 
Ontario as a registered respiratory therapist.” 

The term “registered” must be part of our restricted 
title, as it is with nursing, since there is a difference in the 
standard of education between a respiratory therapist and a 
registered respiratory therapist. The registered respiratory 
therapist is a graduate of an accredited educational pro- 
gram who has successfully passed the Canadian Society of 
Respiratory Therapists registration examination in respiratory 
therapy. These examinations are prepared and administered 
by a subcommittee of the joint Canadian Anaesthetists’ Soci- 
ety, Canadian Thoracic Society and the Canadian Paediatric 
Society committee on respiratory therapy. The conjoint com- 
mittee is a committee of the Canadian Medical Association. 

On-the-job-trained personnel function in some health 
care facilities as respiratory therapists. Also, individuals 
who have graduated from an accredited facility but who 
have not yet written or who have not passed the Canadian 
Society of Respiratory Therapists registration exam are 
also called respiratory therapists. The term “registered” de- 
notes that a specific level of prescribed education has been 
successfully achieved. 

It is imperative for the protection and awareness of the 
public that the Respiratory Therapy Act, 1991, be amended 
as proposed. With the advanced technological practices 
and equipment that registered respiratory therapists are re- 
quired to perform and to work with, it is imperative that 
the public be able to recognize, for their protection, the 
difference between a therapist who has received full training 
in all these areas and who has achieved a standard level of 
education, versus those therapists who have not received 
this level of education. We cannot emphasize this enough. 

This would conclude my statements today, and I would 
like to say that a written submission will be forthcoming. 


Mr J. Wilson: Is the term “registered respiratory thera- 
pist” what you would use now to distinguish? 


Ms Bubar: Yes, it is. For those who have achieved or 
successfully completed the examinations by the Canadian 
Society of Respiratory Therapists. 


Mr J. Wilson: So do you feel that this is an oversight 
in the act that we do not have it in there? 


Ms Bubar: To my understanding, it was initially in 
there but it was dropped in the revisions that had been 
made, and therefore that is why we are back here again 
requesting that it be put back in. 


Mr J. Wilson: Was it dropped, though, so that the act 
would be sufficiently broad to include those who may 
qualify for entry into the College of Respiratory Therapists? 


Ms Bubar: I think it was dropped because they did 
not understand the difference between the respiratory ther- 
apists and registered respiratory therapists. I think the as- 
sumption was that they were one and the same, and we 
feel the distinction must be made for the protection of the 
public and for their awareness. 


Mr J. Wilson: Would respiratory therapists, then, who 
do not have the title and the education of a registered 
respiratory therapist, require separate legislation to be reg- 
istered? 


Ms Bubar: No, they could still practise. They would 
still be under the same umbrella. It is just that we have to 
be able to distinguish between—as in nursing, they graduate; 
they are a respiratory therapist, and once they complete the 
examinations to ensure a standard consistent throughout the 
country and province, then they become registered therapists. 


Mr Wessenger: I would like to have ministry staff 
give some clarification in this regard. 


Ms Bohnen: The effect of section 15 of the Respiratory 
Therapy Act as proposed would be to prohibit anyone other 
than a member of the college from using the title “respira- 
tory therapist” or “registered respiratory therapist.” If it is 
your view that people who have not become members of 
the college should be permitted to use the title without the 
“registered,” I would think that presents to this committee 
the issue of whether the public could differentiate between 
registered respiratory therapists and respiratory therapists. 
I mean, the public interest issue that the government was 
seeking to advance was that the public needs to have a 
simple way of differentiating people, and the way you dif- 
ferentiate them is with this title “respiratory therapist,” so 
do not let anybody except a member of the college use the 
title “respiratory therapist,” “registered respiratory therapist,” 
or some other variation of it. 


Ms Bubar: That would take care of those persons 
who are using the title but have not received any training 
whatsoever. However, those who have successfully com- 
pleted the educational process through an accredited facility 
have up to three years in which to successfully complete the 
Canadian Society of Respiratory Therapists examinations. 
In those three years, they can still practise as a therapist; 
they just have not achieved the next level up. So by pro- 
hibiting the use of calling them respiratory therapists or from 
leaving them out of the college, we have no control over a 
number of therapists who are practising for a period of up 
to three years. 
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Ms Bohnen: If I can just go on, it depends on how the 
- college determines the requirements for registration or var- 
ious classes of registration, as a respiratory therapist. The 
college could certainly say, and I am just making this up, 
“For three years, post whatever program you take, you are 
registered as a provisional member of the college,” and those 
people could still use the title. There is not a direct link 
_ between who gets to register and the title. I will stop there. 


| The Chair: I would like to thank you very much for 

your presentation today. If in the course of these hearings 
there is anything further that you wish to communicate 
with the committee, please feel free to do so in writing 
_ through our clerk. Thank you very much. 


1000 
HANDICAPPED ACTION GROUP INC 


| The Chair: The Handicapped Action Group is next. 
_ Welcome to the standing committee on social develop- 
ment. We appreciate your coming before the committee 
this morning. You have 10 minutes for your presentation. 
_ We ask that you introduce yourself first for the record and 
leave a few minutes for questions from members of the 
- committee. Please begin now. 


Mr Holmwood: Good morning, Madam Chairman 
and members of the board. I am John Holmwood and I 
represent the Handicapped Action Group Inc. The recom- 
_ mendations contained in the above-named report and the 
suggested regulations in Bill 43 are a serious concern to 
the members of the board of directors of our organization. 
The Handicapped Action Group is a broad-based, multi- 
faceted disabled consumer organization that provides non- 
professional attendant services—support care, if you will—to 
the physically disabled individuals in northwestern Ontario. 

We feel that the recommendations and regulations will 
have adverse ramifications for all consumers in our catch- 
ment area. The entire independent living movement, in- 
cluding the Ontario government’s commitment to 
community-based services, will be seriously compromised 
by the recommendations in the above-noted report. Pres- 
ently, a number of services that this report calls “human 
health care services” are performed by lay individuals 
under the direction of individuals who are receiving the 
service. This service enables individuals to live indepen- 
dently in the community by assistance with those functions 
that they are unable physically to perform themselves. 

Costs for these services are presently being picked up 
by the individuals themselves, insurance companies, the 
Workers’ Compensation Board and the Ministry of Com- 
munity and Social Services programs, ie, support service 
living units, outreach programs and vocational rehabilita- 
tion. Under this proposed legislation, unlicensed individu- 
als carrying out services will be at risk of legal charges 
and, if convicted, fines or imprisonment. 

While it is important that standards be developed, the 
whole area of service provided by these attendants should not 
be a health matter or part of the health legislation. If orga- 
nizations such as ourselves are to provide comprehensive 
community-based service in this province, the issue related to 
the severely disabled adult must be appropriately addressed. 





Section 28 of Bill 43 should include as exemptions to the 
act the following key points. These points were developed by 
an extensive consultation conducted by the Attendant Care 
Action Coalition: 

(A) A relationship between a person with a disability, 
PWD, who self-directs his or her own service, and the 
attendant who assists, is unique in that all responsibilities 
and control rest with the person with a disability. 

(B) An amendment to Bill 43 must apply only to the 
consumers of the attended services who self-direct their own 
services. 

(C) Self-directing assistance with routine functions of a 
daily nature by reason of having a physical disability is part 
of a healthy, socially active lifestyle and not a health-related 
activity. 

Legislation that looks at controlling and regulating at- 
tendant services or undermines the responsibilities of the 
consumer who self-directs those attendants on the basis of 
physical disability is discriminatory and violates the basic 
human rights of the persons with disabilities to live inde- 
pendently in the community. I thank you very much and I 
will take any questions. 


The Chair: I have a request from the parliamentary 
assistant to clarify. I also have a copy of Hansard with us that 
addressed this issue at an earlier time during the committee. I 
will ask the clerk to give you a copy of that. 


Mr Wessenger: Thank you very much for your pre- 
sentation. I assure you the previous minister and the existing 
minister have both confirmed that your concerns will be 
attended to. It is really just a question of working out the 
mechanics of ensuring that this care is not affected by this 
act. I can assure you it is being worked on now and there 
will be changes to the legislation. 


Mr Hope: I was just going to elaborate a little bit more, 
as you raised some concerns, and being the parliamentary 
assistant to the Minister of Community and Social Services. 
A number of concerns you raised deal with attendant care, 
as you understand, the multi-year plan, where we are trying 
to make sure most people are out of institutions and into 
the community living, and also with long-term care. It is 
our goal to make sure there is quality care and at the same 
time attendant and other care and making sure a person 
lives independently in the community and, as you reiterated 
on your concerns, as a lay group, understanding what is 
going on and making sure the important values of service 
provided in communities such as this one are essential to 
people living in the community. Your concerns have been 
echoed a number of times and we will make sure those 
parts of the legislation are addressed and clear. 

The Chair: Thank you very much for your presentation 
before the committee today. We appreciate your coming 
forward. The committee would be happy to receive any 
further submissions in writing at any time over the course 
of these hearings. 


Mr Holmwood: Thank you. I think it is on its way. 
The committee recessed at 1005. 
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DONALD HOOD 
The Chair: The standing committee on social devel- 
opment is now in session. I would like to call Donald 
Hood. You have 10 minutes for your presentation. We 
would ask you to leave a few minutes for questions from 
the committee. 


Mr Hood: I am Donald Hood. I am here speaking as 
an individual, though I am a professional in the field of 
audiology in northwestern Ontario. I am actually wearing 
two hats today. One of them is as a private practitioner in 
the field of audiology in Thunder Bay, and I have been 
here for 13 years. I chose to come to this underserviced 
area of the province on my own, I might add, at no cost 
whatsoever to the Ministry of Health or the taxpayers of 
this province. 

The second hat I am wearing is as a co-founder of the 
Canadian International Hearing Services, which is a feder- 
ally registered charitable non-profit organization that helps 
developing nations of the world establish viable, effective, 
efficient hearing health care services. We have been doing 
that since 1976, so that is 15 years. We work in an ongoing 
way in about 20 nations. In fact—I apologize for my 
slightly slurred speech—I just got off the plane from India, 
doing the same thing over there. My apologies in advance 
if I seem to lapse a bit in my 10-minute time period. 

I wanted to address the issue of perhaps missing the 
forest when you are looking at the trees, with respect par- 
ticularly to the issue of diagnosis and prescription. In the 
field of audiology this relates to informing the patient, 
obviously, about the results of the testing and then pre- 
scribing an appropriate course of remediation that is non- 
medical and non-surgical. 


Also, I would like to touch briefly on our definition of 


“risk of harm,” which I know this committee has dealt 
with probably in great depth. In the field of audiology, I 
jokingly say, there is no such thing as an emergency hear- 
ing test, which is one of the reasons I chose this field. I do 
not get called at 2 o’clock in the morning to come in to do 
a hearing test. We are not concerned with life-and-death 
matters. We are not concerned with loss of limbs. We are 
not concerned with matters like that. 

But we are concerned with harm that can arise out of 
inappropriate management, inappropriate diagnosis of hear- 
ing impairment in the area of physical harm, where a person 
may in fact be inappropriately fitted with something like a 
hearing aid or an assistive listening device—something other 
than a hearing aid—or where the hearing aid may be too 
powerful and in fact cause additional hearing loss. 

Then there is the area of psychological harm: If a person 
is fitted inappropriately he may become more depressed. 
He may in fact turn other people, who can benefit from a 
hearing aid, off seeking help because of the misfitting. 

Social harm: Inappropriately fitted means they will not 
be able to integrate as well into society if they have not been 
counselled appropriately and fitted appropriately with a 
hearing aid or assistive device. 

Vocational harm: If they are inappropriately fitted with 
a hearing aid they may in fact not fit back into the workplace 





adequately or as effectively as they might if they had been 
treated and handled adequately. 

Again, we are not really talking about life-or-death 
matters, but quality-of-life matters, and there is a continuum 
of quality of life. As in any health care field, when care is 
provided, that care provides little or no help or a great deal 
of help, so there is this continuum of improving the quality 
of life. Our objective, as health care professionals, and for 
me specifically in audiology, is to move the person as far 
as I can along that quality of life continuum, so that we do 
not cause physical, psychological, social or vocational harm. 

I think we can best achieve this by dealing with hearing 
health care, as I advise other nations to deal with hearing 
health care, in a holistic way, by dealing with the four factors 
of health care. These are not new to you either: identification, 
assessment or diagnosis, management—or, in this case, 
prescription—and prevention in education. Those are the 
four topics we deal with internationally, and they address 
virtually all aspects of hearing health care and other kinds of 
health care as well—identification, diagnosis, prescription in 
this case, and prevention in education. 

As with the quality-of-life continuum, dealing with 
these four factors is also on a continuum; each one must be 
addressed by the professional with four things in mind or 
four bits of knowledge. One is the depth of current knowl- 
edge. The second is an understanding and availability of 
the latest technology. The field of audiology is very young. 
We grew out of the Second World War. About the time I 
was born, audiology was born. Third, we need good com- 
munication skills to convey information to the patient, and 
you can only do that if you have a good background of 
knowledge, the number one issue that I referred to. 

Fourth, you need appropriate motivation. That is to say, 
a person should choose to be in a caring profession to deal 
with all aspect of hearing loss, all those aspects I men- 
tioned just a few moments ago, and not with the main 
reason of making a living from the sale of hearing aids. 

When the diagnosis and prescription process is ap- 
proached in this holistic way—that is, dealing with all four 
of those topics: identification, diagnosis, prescription or 
management, and prevention in education—the govern- 
ment of Ontario will have attacked the problem of hearing 
loss with the best quality-of-life bang for the taxpayers’ 
bucks. More appropriately prescribed hearing aids, funded 
in large part, as you know, through the Ministry of Health 
assistive devices program, would be worn more often 
rather than left in dresser drawers. Ladies and gentlemen, 
there is no such thing as a hard-of-hearing drawer, but that 
is where they end up. Thank you for your attention this 
morning; I will be pleased to answer any questions you 
might have related to this area. 


Mr Owens: The hearing aid dispensers have argued 
that if the legislation goes through as proposed, access to 
service, especially in the north, is going to be limited, 
which is going to result, I guess, in a duplication of billing 
to OHIP, having to refer south or to the nearest audiologist. 
Is that the case? 


Mr Hood: This committee has already been presented 
with information in the brief from the Ontario Association 
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of Speech-Language Pathologists and Audiologists: statis- 
‘tics showing very clearly from the assistive devices pro- 
gram, from the Department of Veterans Affairs and from 
‘the Workers’ Compensation Board that in fact, in un- 
derserviced areas of this province, audiology services are 
‘more accessible to the public than they are in urban areas. 
You can get in to see an audiologist more quickly in north- 
western Ontario than you can in Toronto, due in part to the 
‘fact that people like myself have chosen to come here, and 
‘because we feel we provide in this area, a more efficient 
_and effective service in audiology than perhaps in Toronto. 
That is my own personal opinion. But to answer your 





_ question, accessibility is very much better in the north than 


in the Toronto area. 


| Mrs McLeod: We are running out of time and, in any 
| 


event, Don, I am not sure that I want to draw you into an 
area which you did not address in your presentation, al- 





One of my worst injuries was a shoulder separation 
while skiing about 10 years ago. Conditions were very hard 
and icy. I flew over the top of a knoll and lost a ski and 
slammed into what we call a mogul. I separated my shoul- 
der and the pain, let me tell you, was intense. I wanted very 
thorough investigation and treatment of this problem be- 
cause I was in the middle of the racing season in Thunder 
Bay and on the Molson senior circuit and I was building 
for the North American ski championships at Lake Tahoe. 

My previous experience had been that medical doctors 
could not understand these injuries well or offer effective 
early treatment. By this time, for various injuries I had been 
to see Dr Dan Gleeson, a chiropractor here in Thunder Bay, 
with good results. I saw him, he did a wonderful job and I 
was back racing—admittedly with the arm in a sling, and 
gingerly—two days later. 

With a problem like this, Dr Gleeson seems to be able 


though it is one we have talked about, and that is the 
question of the use of the doctoral term for PhD-trained 
people in the health field. It may be something you do not 
want to pursue today. 


to diagnose and treat all the elements, the restriction in the 
shoulder joint itself and the contributions of all the ten- 
dons, ligaments and muscles. He spent a lot of time with 








Mr Hood: After thinking about the issues and dis- 


cussing this with my colleagues in Toronto, I felt that this 
‘particular issue of the holistic approach, of dealing with 


hearing impairment, was more critical than dealing with the 


doctoral issue, although that is an equally important one. 


The Chair: Thank you very much for your presentation 
before the committee. If there is anything further at any time, 
please feel free to communicate with us in writing. 


1030 


ROGER PATOLA 


The Chair: I would now like to call Roger Patola. 
Welcome to the standing committee on social development. 
You have 10 minutes for your presentation. We would ask 
you to leave a couple of minutes for questions at the end. 


Mr Patola: I own and operate a ski retail business and 
I am an avid skier. I am told that the proposed new law 


would prohibit chiropractors from diagnosing non-spinal 
_ joint disorders, and I am here to criticize this as a retro- 


grade step that makes no sense to me. When my chiropractor, 


_ Dr Dan Gleeson, asked me to take time to appear before 
- this committee I readily agreed for reasons I now explain. 


Although my main sport is skiing, I have played a lot 
of basketball, football, hockey and racquet sports. Over the 
years, I have had many injuries from minor joint strains to 
severe sprains. Like many people I know I started by seeking 


- medical advice, but then found that chiropractors seemed 


to be able to provide much more detailed diagnosis and 


effective treatment. 


It is obviously going to cut down on freedom of choice 
in the marketplace if chiropractors are now prohibited 
from diagnosing joint problems, and the law recognizes 
medical doctors as the only ones able to do this. This seems 
to be against the interests of consumers. Changes to the 
health care system should give more options for effective, 
less costly treatment, such as chiropractic, rather than re- 
quiring referral to the medical profession for diagnosis. 


me, moving the joint and working all the muscles. Because 
he got to the source of the problem quickly and treated all 
the affected tissues extensively, the improvement was dra- 
matic. As I say, I went from excruciating pain to ski racing 
within two days. 

Currently, chiropractors are allowed to diagnose and treat 
shoulder joints and other non-spinal joints. As a member of 
the public, I have shopped around and found that a chiro- 
practor can make a more accurate diagnosis than anyone 
else. I fail to see how it can be in the public interest to pass 
a law prohibiting this. 

I put a little note at the bottom. A medical doctor’s eyes 
are his scalpel. A doctor of chiropractic’s eyes are his fingers. 
Both get results, one with a lot less mess. 

I am open to questions. 


Mr Beer: I would say to Mr Patola in the first in- 
stance that we have had a number of submissions on this 
point. The Ontario association did present specifically on 
this matter and it is one I think we recognize that we do 
need to look at very carefully. I guess the issue, as you put 
it, is in terms of how we relate consumer choice to protec- 
tion of the public, and I take it, in your view, in your own 
experience, you believe that this is an area where as a 
consumer you should be able to make that choice with 
respect to a chiropractor. 


Mr Patola: Most definitely. There are a lot of athletes 
around and there are more older athletes around now. They 
are the ones who need treatment for a lot of sprains and 
things that we get as we go along. We tend to overuse our 
body. The medical profession can give you pills and do 
this and do that, but the chiropractors can go right into the 
source of the problem, move things around and, doing that, 
get the blood supply going through that system and make 
sure that the healing occurs a lot faster than if you have to 
just be immobilized for a long period of time. 


The Chair: Thank you very much for your presenta- 
tion before the committee. 


S-484 


ONTARIO ASSOCIATION OF SPEECH-LANGUAGE 
PATHOLOGISTS AND AUDIOLOGISTS 

The Chair: I would like to call now on the Ontario 
Association of Speech Language Pathologists and Audiol- 
ogists, Thunder Bay branch. 

Please come forward and introduce yourself to the 
committee. You have 20 minutes for your presentation and 
we would ask if you would leave a few minutes for ques- 
tions from members. Welcome. Please begin your presen- 
tation now. 


Ms Ball: Thank you. My name is Judith Ball. I am 
here representing OSLA. I will use that term rather than 
the full name. I thank you very much for this opportunity 
to appear before you. 

Speaking, hearing and understanding are essential 
skills in today’s information-driven and service-based society. 
People who have a disability which prevents them from 
communicating normally are isolated from friends, family 
and colleagues and often from education and employment 
as well. These disabilities can affect all age groups, from 
infants to the elderly. 

Speech-language pathologists and audiologists are pro- 
fessionals who assess and treat people with speech-language 
and hearing disabilities. These specialists, working co- 
operatively with other professionals, provide services through 
hospitals, schools, rehabilitation centres, government 
agencies, universities and private practice. 

As members of a professional association, OSLA, we 
welcome the majority of regulations and recommendations 
set out in the Regulated Health Professions Act and the 
accompanying Audiology and Speech-Language Pathology 
Act. There are several key issues, however, which OSLA 
feels should be more clearly defined or expressed in the 
legislation to ensure that the public interest is protected. 

In general practice today, audiologists and speech-lan- 
guage pathologists assess, diagnose and treat a very spe- 
cific group of communication disorders and dysfunctions. 
As a logical extension to this scope of practice, they rou- 
tinely present conclusions to the patient or the patient’s 
family and counsel them regarding the results of the as- 
sessment as part of the assessment process. 

OSLA has serious concerns about subsection 26(1) of 
the Regulated Health Professions Act, and I am not going 
to read this. It is in my brief and I know you are all very 
familiar with the wording. As currently written, only phy- 
sicians and psychologists would be allowed to communicate 
the conclusion of a hearing or speech-language assessment 
to the patient. For the patient, this means visits to an audi- 
ologist or speech-language pathologist for the assessment, 
then to a physician or psychologist, who may have minimal 
knowledge or understanding of the assessment process, for 
the conclusion, then a return to the audiologist or speech- 
language pathologist for treatment. This could result in the 
patient receiving less than completely accurate explanations 
of assessment results and ultimate confusion regarding the 
expected course of treatment. 

Most important, however, this process will result in 
unnecessary delays in the start of treatment, delays that have 
been known to have a negative impact on the rehabilitation 
process. Early intervention is considered to be essential in 
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dealing with both hearing and speech-language difficulties. 
Considering the fact that many of our clients have initial 
waiting periods for assessment, it is vital that once the 
initial assessment has taken place the conclusion be com- 
municated immediately to the client or his or her represen- 
tative and that, where indicated, the rehabilitation process 
begin immediately. 

OSLA believes that in the case of communicative dis- 
orders or dysfunctions, assessment and diagnosis are in- 
separable. Assessment is the process by which the 
audiologist or speech-language pathologist tests the patient, 
draws conclusions regarding the disorder or dysfunction and 
decides the best course of treatment. 
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In the spirit of the new health care legislation, patients 
must have the right to discuss their assessments and result- 
ing diagnosis with the professional best trained and most 
knowledgeable in the area. As the legislation is currently 
written, it would be impossible for audiologists or speech- 
language pathologists to discuss with their patients the results 
of their assessments and diagnosis of their condition. 

These restrictions will cause particular hardship for pa- 
tients in remote communities who must travel significant 
distances for an assessment by a qualified audiologist or 
speech-language pathologist. In these cases the client 
would be unable to complete the assessment, receive the 
results and immediately begin a course of treatment. 
Rather, this process may require several visits at considerable 
cost, time away from work and delays in the initiation of 
rehabilitation. In the worst scenario, the patient or family may 
determine that the whole process is too time-consuming, 
expensive and frustrating and therefore may not seek what 
may be a service that could dramatically change that 
individual’s quality of life. 

In the case of Ontario’s native peoples, the services of 
a speech-language pathologist and/or audiologist may be 
available either periodically on specific reserves or avail- 
able in communities within reasonable access. Because of 
language and cultural differences, these visits are difficult 
enough and at times lead to confusion and lack of under- 
standing. With the ability to give immediate feedback of 
assessment results and allay concerns and fears, the 
speech-language pathologists and audiologists can and 
have provided a comprehensive, high-quality, user-friendly 
service. In many of these situations there may be only a 
once- or twice-yearly visit to the community; therefore, it 
is vital that following the assessment, where indicated, a 
course of treatment involving significant support workers 
in the community be initiated. To date, this is the accepted 
course of assessment and feedback of results and treatment 
in native reserves provided by physicians, dentists, optom- 
etrists, audiologists and speech-language pathologists. We 
ask that in the interests of this particular segment of our 
society the status quo continue. 

As often stated, the basic purpose of the act is to set up 
autonomous self-regulating professions, accountable to the 
public, and which operate within their areas of expertise. 
Section 26, as written, undermines the whole foundation 
on which the legislation is based: the need for a more 
Open, responsive and accountable health care system. 
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One of the ways in which the act will provide greater 


public protection is through restriction of titles to the regu- 


lated professions. Bill 44, subsection 15(1) restricts the use 
of the title “speech-language pathologist” and “audiolo- 
gist” to members of the college. OSLA strongly supports 
the title restriction in the act, as it provides precise lan- 
guage for the public to distinguish between regulated and 


unregulated health care providers. For this reason, OSLA 
believes that it is essential to the protection of the public 


that the title “speech therapist,” which is the historical des- 
ignation for the profession of speech-language pathology, 


also be restricted under the act. 


Within many settings, including school boards, govern- 


ment agencies and hospitals, “speech therapist” is used as 
a professional title and a descriptive title in many recruit- 


ment ads and job descriptions. Many members of the pub- 
lic, as well as other professionals, continue to use the title 


_ “speech therapist” when seeking the services of these pro- 


fessionals. In the past there has been confusion and discus- 
sion about the difference between professionals using 
either the title “speech-language pathologist” or “speech 
therapist.” By not protecting this title under the act, the 
public might be confused as to whether individuals using 
this title are qualified and regulated. 

As well, protection of this title protects the public from 


_ individuals who call themselves speech therapists but who 


are not qualified in the field of speech-language pathology. 

Because of the various resources and different levels of 
service available to consumers in northern and remote 
rural communities, we are not looking to restrict or limit 
these services. We are, however, wanting the public to be 
aware of and have an understanding of the types of 
speech-language and hearing services they may access. 

In many smaller northern communities, speech and 
language programming in schools is provided by teachers, 
with additional courses or professional development in 
communication disorders. These people are generally re- 
ferred to as speech-language teachers and speech 
correctionists. Similar services are provided in preschool 
programs by infant development and mental health workers. 

These services often complement the work done by the 
speech-language pathologist; however, they are a different 
level of service and certainly do not replace the assessment 
and subsequent programming provided by an individual 
whose specialized training and scope of practice is strictly 
in the area of communication disorders, that is, the speech- 
language pathologist/speech therapist. With the act protect- 
ing the titles “speech-language pathologist/speech 
therapist,” the consumer will have the option of choosing 
the desired level of service in an informed manner, with 
the knowledge that there are variations in the services 
available and those who provide those services. 

Because of the broad range of services provided to the 
communicatively handicapped across various settings, we 
believe the legislation should remove the phrase “providing 
or offering to provide, in Ontario, health care to individuals.” 
Given this narrow wording, consumers seeking these spe- 
cific services outside of health care facilities would have 
no protection under this legislation. As stated above, with 
the growing number of audiologists and speech-language 





pathologists employed outside of health care—in schools, 
Community and Social Services agencies, industry and 
private practice—we must offer the broadest scope of title 
protection in order that the consumer is always protected, 
regardless of the setting in which the service is accessed. 

Bill 44, subsection 15(2) reads, “No person other than 
a member shall hold himself or herself out as a person who 
is qualified to practise in Ontario as an audiologist or a 
speech-language pathologist or in a specialty of audiology 
or speech-language pathology.” 

This loosely worded section may lead to ambiguity of 
service available. We would like, therefore, to have a more 
precise definition of holding out using the following wording: 
“No person shall take or use any name, title or description 
implying or calculated to lead people to infer that the person 
is qualified or recognized by law as an audiologist or speech- 
language pathologist or speech therapist.” 

With this definition, in all cases and in all settings, those 
claiming to be qualified audiologists and speech-language 
pathologists are exactly that. This will ensure that patients 
can choose their own form of health care with a clear 
understanding of the qualifications and professional responsi- 
bility of the care giver, first by way of titles used, and second 
by the way the services are described. As stated in the brief 
presented to this committee by OSLA in Toronto on August 
12, there is ample precedent for more clearly defined legis- 
lation as documented in Bill Pr70, passed in June 1990, An 
Act respecting the Human Resources Professionals Asso- 
ciation of Ontario. 

I am not going to cover the section that is included in 
my brief on hearing aids and the scope of audiology. Dr 
Hood did a fine job of that on his own. So I will come 
down to my conclusion now. 

In conclusion, OSLA supports the introduction of the 
Regulated Health Professions Act, 1991, as a positive 
move towards providing the consumer with necessary pro- 
tection in accessing the professionals working in audiology 
and speech-language pathology. We strongly encourage 
the standing committee on social development to consider 
the concerns expressed above and recommend the neces- 
sary changes to the Minister of Health. 

We are concerned that with the existing restrictions, 
especially in the area of diagnosis, many audiologists and 
speech-language pathologists, most particularly those 
working in private practice, may feel that the limitations 
placed on them will force them to relocate to another prov- 
ince. With the existing shortages in these professions already 
evident in this province, specifically in northern Ontario, 
we cannot afford a reduction in services. In addition, the extra 
costs to the health care system both in time and dollars will 
put a greater strain on health care delivery than ever before. 

Thank you. I am open to questions. 


Mr J. Wilson: In this part of Ontario, are there a num- 
ber of people who are holding themselves out as speech- 
language pathologists or speech therapists who are not 
necessarily trained sufficiently in those areas? 


Ms Ball: I do not believe there are people who actually 


come out and state that they are speech-language pathologists 
or speech therapists. People do state that they are offering 
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speech therapy without appropriate credentials. I am aware 
of that having happened, as has been conveyed to me by 
many parents who have accessed services and have indi- 
cated to me, “Yes, my child has received speech therapy 
before.” When we discussed where the speech therapy was 
delivered, it was not actually speech therapy, it was services 
offering some remedial aspect of speech and language but 
it was not provided by a speech-language pathologist. So 
that is where our concern comes in. People do not stand up 
and say, “I am a speech therapist,” but they lead parents to 
believe that they are offering a comparable service. 

Mr Owens: Can you tell me the difference in the aca- 
demic qualifications around a speech-language pathologist 
and a speech therapist? Second, while speech therapists will 
not be regulated, should they themselves also be allowed to 
communicate an assessment? 

Ms Ball: There is no difference in qualifications. That 
was one of the points I was trying to make: that there is no 
difference. Historically, our profession started out as being 
titled “speech therapist.” Many British-trained and European- 
trained people in the area whose qualifications have been 
recognized in Ontario as being equal to those of a speech- 
language pathologist have what is termed a licentiate in 
speech therapy. So they hang a diploma on their wall that 
calls them speech therapists. Their credentials are identical. 

That is why we are looking to regulate that, because I 
think it could be somewhat confusing to the public. They 
seek services from somebody who has a diploma that says 
“speech therapist” as opposed to somebody else who has a 
diploma that says “speech-language pathologist” when in 
fact the credentials are essentially the same. That is why 
we feel it is very important to protect these titles, because 
the public has a right to realize that these two are the same. 
There has been confusion through the years with people 
asking, “Are you a speech-language pathologist? Are you 
a speech therapist?” and I try to explain that the two are 
exactly the same. 

There is a difference in terms of some of the other 
terms that are used in the speech and language area, one of 
those being speech and language teacher or speech 
correctionist. Those people are essentially teachers who take 
some extra development in the speech and language area, but 
they are not trained in speech-language pathology/speech 
therapy specifically. 
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Mr Owens: In terms of extending the right to commu- 
nicate an assessment, you would draw the line, then, at 
speech-language pathologist/speech therapist as opposed 
to extending it further? 

Ms Ball: Yes. 


Mr Beer: Could you tell us how, in the present cir- 
cumstance, you would work with a patient around this 
assessment diagnosis question? I think sometimes it helps 
us to understand how you do it today versus the concern 
about what this would mean. 

Ms Ball: I operate a small, part-time private practice. 
In my practice, patients generally come to me because there 
is a long waiting period in the clinical setting. They come 
to me because they know they can have an assessment 


immediately and can find out immediately if there is a 
problem, especially when we are dealing with very young 
preschool children. So in my practice, a parent would 
come with a child and I would assess the child. Immediately 
following the assessment, I sit down with the family and 
discuss my findings and I tell them whether or not I feel 
there are difficulties. If in fact there are difficulties, we 
begin to chart a program. We offer parent programs. We 
cannot slot these people into our parent programs if we 
cannot tell them there is something wrong with the child. It 
is a matter of giving immediate feedback and it is part of 
the entire process. 

If things stay the way they are written in the act, I will 
have to say to parents: “Thank you very much for coming 
with your child. I will write a report. By the time it gets to 
my secretary and gets typed, it might be a couple of weeks. 
It will go to your family physician. By the time you get to 
see him, it might be a couple of weeks, and that is being 
lucky. If he or she is able to convey my results as accu- 
rately as I would be able to convey them, you might have 
some idea of what is happening. Then you will have to 
book another appointment with me, and maybe the whole 
process, after six months, can get started,” as opposed to 
starting immediately. 

Mr Beer: I take it those people come to you, in most 
cases, on their own or through the school, or would they 
have been referred by a medical doctor? 


Ms Ball: The majority of my private clients are re- 
ferred by a medical doctor. 


Mr Beer: What would you do at the present time fol- 
lowing your assessment and discussion with the patient? 
Would you then send a report or talk over the phone with 
the doctor again? What is the ongoing link there? 


Ms Ball: I send a report. I give a copy of the report to the 
family. First of all, I give in-person feedback immediately 
following the assessment report, as much information as I 
can possibly give the family, as well as some management 
strategies for them to follow immediately upon leaving my 
office. I send a report to the physician with an open-ended 
comment at the end of my letter saying, “If there are any 
things you would like to discuss about my report, please 
feel free to contact me.” So the physician, in the case of the 
physician referring, always gets a report. If it is a patient 
referring himself, then I ask the family, “Would you like me 
to send a copy to your family physician?” In most cases they 
do like that to happen. 


Mr Beer: So the concern is that, as you read and as 
your association reads this legislation, you would not be 
able to do that? I guess what has been said by the govern- 
ment, the previous one and this one, is that there is no 
intention to limit your ability to make assessments, but you 
would still see there needs to be a more specific definition 
of the assessment clause in your own act so that you could 
communicate that? 

Ms Ball: Absolutely. I think otherwise we are just 
doing half of our job and we are sending people away 
without the complete assessment being carried out. If I can 
take it one step further, although audiology is not my area, 
I work very closely with audiologists. This is very much 
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the case in an audiology office, where the audiologist as- 
sesses, especially when we look at a young child who 
needs amplification if there is a hearing loss. The way it 
sits now, when the audiologist does an assessment, if in 
fact he or she finds a hearing loss, an impression is made 
immediately so that a hearing aid can be fitted as quickly 
as possible. This will not be able to happen if the legisla- 
tion goes through as written, because in order to begin to 


fit the hearing aid and to take the ear mould impressions, 
the audiologist would have to convey what he or she has 


found in a diagnosis, and he or she will be unable to do 


that. So we feel we are being cut off halfway, that we 
cannot carry out the complete process in the logical way 
_ and the way we have always been doing it. 








We are the people who are trained. Physicians are well 
trained in the area of medicine, but they are not trained in 
the areas of speech and language development and disor- 
ders and hearing disorders and diagnosis of hearing disor- 
ders. They certainly do not have the level of training that 
speech-language pathologists and audiologists have, and I 
know that physicians with whom I interact make it abun- 
dantly clear that they wish me to give the feedback to the 
families, not themselves. 


The Chair: Thank you very much for your presentation. 
We appreciate your coming before the committee today. 


MARY C. MARASCO 


The Chair: I would like to call next Mary Marasco. 
Welcome to the standing committee on social development. 
You have 10 minutes for your presentation, and if you 
would leave a couple of minutes for questions from the 
committee, we would appreciate that. 

Ms Marasco: Good morning, Madam Chairman, 
committee members. My name is Mary Marasco and I am 
a physical therapist at the rheumatic disease unit at St 
Joseph’s General Hospital here in Thunder Bay. I received 
my degree of bachelor of science, physical therapy, from 
the University of Toronto. 

I would like to take this opportunity this morning to 
express my pleasure with the proposed legislation. I am very 
pleased that physiotherapists have been recognized as pri- 
mary care givers. I am also very pleased with the suggested 
amendment to Bill 62, the Physiotherapy Act, that has given 
us the controlled act of tracheal suctioning, which is some- 
thing we currently do. 

However, there are three major concerns with the pro- 
posed legislation. This morning I will only offer you my 
biggest concern, one that I feel is extremely important to the 
practice of physical therapy, and that is protection of title. 
We have two equally valid descriptors: physical therapist 
and physiotherapist. 

In the province of Ontario and throughout Canada, 
physiotherapists are also recognized as physical therapists. 
Historically speaking, in Ontario many physiotherapists 
were foreign-trained. Many came from Britain and used 
that designation. Throughout the rest of the world, and 
particularly the United States, the title “physical therapist” 
is used. Hence the use of both titles here in Ontario. 
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Today most Canadian physiotherapists graduate with a 
degree as physical therapists, like myself. The Drugless 
Practitioners Act, which is the present legislation governing 
the practice of physiotherapy, protects both titles. Seven 
out of nine provinces also recognize and protect physio- 
therapists and physical therapists. 

The cornerstone of the Health Professions Legislation 
Review when it was enacted in 1982 was to protect the 
public from harm. This is what I based my thesis on when 
I graduated. Restricting the use of professional titles was 
identified by the Schwartz commission as a means of pro- 
tecting the public from unlicensed, untrained and unethical 
practitioners who hold themselves out to be something they 
are not. The present wording of the RHPA, as it stands today, 
does not protect the title “physical therapist.” I believe this 
will be confusing and misleading to the public and contrary 
to the fundamental principle of the legislation, which is, to 
reiterate, to protect the public from harm. 

Through my clinical experience and in speaking with my 
clients, they view physical therapists and physiotherapists 
as the same thing, with equal training, education and com- 
petency. Many other health care professionals with whom | 
work also recognize the two terms as synonymous. The 
potential here for harm exists when the public seeking 
physiotherapy tries to distinguish between a regulated, li- 
censed physiotherapist from an unregulated, unlicensed 
and possibly unqualified individual holding himself out to 
be a physical therapist. 

As a concerned physical therapist, I believe that in order 
to protect the consumer, prevent confusion and be consistent 
with the present legislation, as we are regulated now, the two 
titles, “physiotherapist” and “physical therapist,” should be 
protected titles. My recommendation to the standing com- 
mittee is to amend Bill 62, the Physiotherapy Act, to include 
“or physical therapists” wherever “physiotherapist” occurs. 

If you have any questions, I am open to them. 

The Chair: Thank you very much for your presentation. 
A question, Mr Beer? 

Mr Beer: On the issue of speech therapy, I wonder if I 
could direct a question to the parliamentary assistant. In the 
discussion in Schwartz, did he set out a specific reason why 
he felt that the speech therapy— 

Mr Wessenger: Physical. 

Mr Beer: Sorry, physical—I am getting confused this 
morning—but why that term should not be protected? We 
have had this raised now on countless occasions. What 
was the reason? 

Mr Wessenger: I will ask ministry staff to respond to 
that. 

Ms Bohnen: Alan Schwartz, in the review, felt the 
public was best served by having a minimal number of well 
recognized, well protected titles used—protected and used 
to identify members of the profession. For each profession, 
the review determined which title was that title. For this 
profession the review determined that “physiotherapist” 
was the title by which most people in Ontario identify 
members of the profession and that the terms “physical 
therapist” and “physical therapy” were more generic, but 
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that people in Ontario really recognize their practitioners 
as physios. 

Mr Beer: One follow-up question, then. In your own 
work, how do you refer to yourself and what do most of 
your colleagues call you, when they are being nice? 

Ms Marasco: I refer to myself a physical therapist, 
because that is what I graduated with. Commonly, in the 
health care setting, we are termed “physiotherapy,” but that 
is inconsistent and we go by both. 


The Chair: Thank you very much for your presentation 
before the committee today. If, in the course of these hear- 
ings, there is anything further that you would like to commu- 
nicate, please do so in writing. Thank you very much. 


ONTARIO SOCIETY OF 
OCCUPATIONAL THERAPISTS 
The Chair: I would like to call next the Ontario Society 
of Occupational Therapists, region one. Please introduce 
yourself to the committee. You have 20 minutes for your 
presentation and we would ask you to leave a few minutes 
for questions by the committee. 


Mr McHugh: On behalf of the Ontario Society of 
Occupational Therapists, region one, welcome to Thunder 
Bay. My name is Tom McHugh, and I am an occupational 
therapist working in the field of mental health at the 
Lakehead Psychiatric Hospital. I am also a director of the 
Ontario Society of Occupational Therapists which represents 
Ontario’s 2,300 occupational therapists. As director for re- 
gion one, I represent therapists practising from Marathon 
in the east, all the way west to the Manitoba boundary. I 
have four goals for the time that I spend with you today: 
first, to tell you something about my profession; second, to 
communicate our response to the proposed Regulated 
Health Professions Act; third, to point out two small prob- 
lems, largely problems of language that we fear may limit 
our current scope of practice; and finally, to answer any 
questions that you raise. 

You will find all of my points outlined for you on the 
three photocopied sheets that I have provided for you. 
First, my profession: Occupational therapists believe that 
human beings have a need to be purposefully engaged in 
meaningful activity in order to be well and whole. Using 
purposeful activity as a treatment, occupational therapists 
work to prevent disability and to promote, maintain or 
restore wellbeing and function in three broad areas: self-care, 
leisure and productivity. We follow a process of assessment, 
program planning, treatment, discharge, follow-up and pro- 
gram evaluation in the treatment of clients. 

For example, it is the occupational therapist who will 
assess the living skills of a person who suffers a stroke, work 
to maximize these skills through daily treatment sessions, 
make recommendations on adaptations in the home, or 
oversee the prescription and purchase of a wheelchair. In 
treating a person with chronic schizophrenia, the occupa- 
tional therapist might focus on developing such essential 
skills as budgeting, using public transit, cooking a simple 
meal, or doing laundry. We work to give people of all ages 
and capabilities control over their own lives. 

Bill 43, the omnibus bill, and Bill 58, the act to regu- 


late occupational therapists, are, we feel, an important 


acknowledgement of the important role that occupational 
therapists play in the delivery of health care in the prov- 
ince, and an excellent means to enhance public protection 
in health care. Legislation has been the dream of the On- 
tario Society of Occupational Therapists for 20 years. We 
are delighted to have this opportunity to communicate our 
support for the thrust and principle of the proposed Regu- 
lated Health Professions Act. 

I would like to point out, however, on behalf of the 
society, two concerns about specific components of the act. 
In Bill 43, paragraph 26(2)(1), it is stated that only those 
professions allowed the controlled act of diagnosis or as- 
sessment may communicate a conclusion identifying a dis- 
ease, disorder, or dysfunction as the cause of symptoms of 
the individual. The controlled acts of diagnosis or assessment 
are not present in our act. This poses a problem for us. It 
may mean that the communication of the results of our 
assessment would have to be done by the doctor. I think 
that Mr Gilbert has given an excellent example of how this 
limits current practice as it relates to a child with fragile X 
syndrome. Let me give you another example. 

If your parent is admitted to hospital with a stroke, the 
doctor may communicate that to you, but what does that 
mean to you? It may mean partial or whole paralysis of 
one side of the body. It may mean visual neglect of one 
side of the body or environment. It may mean spasticity in 
the hand or arm, or even depression. It will require skilled 
assessment by a number of professionals, occupational 
therapists among them, to identify these symptoms. 

Our current practice would be to communicate these 
symptoms to the patient and the family, and help them 
cope with the impact that they will have on daily living. 
No provision for these activities is contained in the act. We 
propose that a paragraph be added to subsection 26(2) which 
identifies that a person regulated under the Regulated Health 
Professions Act not be in contravention of this section when 
performing assessments that are within the scope of their 
practice, including the formulation of assessment conclu- 
sions, and the communication of such to clients. 

Finally, the title “occupational therapist” is only pro- 
tected in the provision of health care. Occupational thera- 
pists practise in a broad range of settings which may not be 
identified as health care. For example, occupational thera- 
pists may practise in the school system and in the manu- 
facturing and insurance industries. We feel that subsection 
14(1) of the act to regulate occupational therapy should not 
stipulate title protection in the provision of health care 
only, but across the diverse settings in which OTs practise. 
As well, the society suggests the strengthening of the hold- 
ing out clause, Bill 58 subsection 14(2). This amendment 
would prevent individuals from misrepresenting them- 
selves as occupational therapists, or from implying that 
they are qualified to practise occupational therapy. 
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To sum up, the society strongly supports the proposed 
acts. We do have some recommendations to make in the 
wording of Bill 43, as it pertains to diagnosis, and in the 
wording of Bill 58, as it pertains to title protection and 
holding out. You will find our positions regarding diagnosis, 
title protection, and holding out outlined on the sheet entitled 
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“Position Statement.” More important, you will find pro- 
posals for specific amendments on the sheet entitled “Pro- 
posed Amendments.” Thank you for your attention today. I 


will try to answer any questions that you may have. 


Mrs McLeod: Thank you for the presentation. I was 
interested in the recommendation that you have made 
about an addition to the diagnosis clause. One of the issues 
that I think the committee has been looking at to deal with 
the question of assessment and communication for those 
who are regulated under the act, is whether or not a defini- 
tion of assessment, which allows for that communication, 
would be of assistance. But you seem to have added a 
component that would ensure that the diagnosis clause 


would not override that kind of definition. I gather that 
_ your association feels it is important, that you not just 











define assessment but make sure the diagnosis clause 
would not override the definition? 


Mr McHugh: That is right. I can just speak person- 
ally. I think that for a long time the occupational therapists’ 
society has been talking about diagnosis, and I really won- 
dered what the fuss was about. But when it is read in the 


act it really does limit our current scope of practice. I do 
~ not want to be the person who tells a patient that they have 


had a stroke. That is certainly in the ongoing treatment that 
I am going to provide after that. I want to be able to freely 
discuss what stroke means to that individual. 


The Chair: Thank you very much, it was an excellent 
presentation and we appreciate your coming before us today. 


RUPERT FLATT 


The Chair: I would like to call next, Rupert Flatt. 
Welcome to the standing committee on social development. 
You have 10 minutes for your presentation. We would ask 
you to leave a few minutes for questions at the end. 


Mr Flatt: Ladies and gentlemen of the committee, my 
presentation is brief, pertaining directly to subsection 26(2) 
of Bill 43. The inference of a prohibition of the giving of 
information in response to a question asked by a patient of 
a practitioner is not only confining but frustrating. I per- 
sonally have an interest in any information pertaining to 
my wellbeing, or my family’s, and I expect questions to be 
answered when they are in the realm of the practitioner’s 
knowledge and training. I do not know how practitioners can 
operate effectively without asking questions themselves of 
the patient, and the practitioner will receive questions in 
return, such as “Why would you want to know that?” or 
“Why does it feel this way?” or “Why are you doing that?” 

I have had a great deal of experience with practitioners 
over the years, being born with a harelip and cleft palate. I 
have had speech therapy, and now have problems with 
hearing. I now wear a hearing aid. I want to understand the 
function of my hearing aid, and I have asked questions of 
the person testing and fitting my aid. I must say that the 
questions were answered to my satisfaction. I do not be- 
lieve that my medical doctor has the time, expertise, or 
desire to answer my questions about my hearing problems 
other than in a general way. 

There is often a problem with getting an appointment 
quickly with my doctor for non-emergency problems. The 





recommended specialist has a six-month backlog. Unnec- 
essary worry and concern can be created if a practitioner 
says something to the effect that he or she is going to call 
your doctor about something that they noticed but without 
discussing it with you; or they are not prepared to discuss 
what they think it is. It could be a condition that the patient 
is fully aware of and being treated for at the present. The loss 
of time and the creation of anxiety is counterproductive. 

In conclusion, I think that controlling information dis- 
semination by a practitioner is not only a frustrating practice, 
but it can cause unnecessary concern and worry. I thank 
you for your attention and I will answer any questions that 
you might have. 


Mr Beer: Thank you very much for your presentation. 
I think it is useful for the committee to have a personal 
perspective in terms of your own relationship with a pro- 
fessional. I guess we still have to grapple with the question 
of whether the person providing the information indeed 
has the expertise or the knowledge and is the one who 
ought to be doing that. The difficulty is finding a way of both 
protecting the public and ensuring that you can exercise your 
choice as a thoughtful consumer in getting assistance from 
that person. 

Is it your sense as a consumer that, where the commit- 
tee has that issue before it, we should err on the side of the 
consumer choice as opposed to the public protection, or what 
our sense might be of a stricter public protection? Where 
do we find the balance, where do we draw the line there? 


Mr Flatt: I can only answer from my own experience 
that those practitioners I have dealt with—chiropractors, 
ear specialists, this sort of thing—have answered my ques- 
tions very much to my satisfaction. Only once did the 
scenario happen in my life where a chiropractor noticed 
something that he did not think was right. He triggered my 
curiosity by taking my blood pressure, something he prob- 
ably should not have done, but he questioned it. He did not 
say anything to me. He would not tell me what he found. 
He said: “You go and see your doctor this afternoon. I am 
phoning him now.” My doctor saw me that afternoon and 
it resulted in getting the situation corrected over the next 
brief period of time. 

The fact he took my blood pressure indicated to me 
what he thought was wrong. I have known the man since I 
was a child, so our relationship was very good, but he 
would not disseminate the information, nor should he have 
in my opinion. I agree with what you are saying. 

However, generally I find that the present practice of dis- 
semination of information is satisfactory. I think to curtail it is 
what I am speaking of. To make it more difficult to get 
information than it is now is counterproductive. Thank you. 


Mr Hope: How did you know the service that you 
were getting was accredited service and was going to help 
you? As you look at the broad consumer groups out there 
or the services that are offered, how did you know you 
were getting the best service? 


Mr Flatt: I went to my doctor and said, “I am having 
a hearing problem.” He said: “I am going to send you to 
this man who will test your hearing and examine you. He is a 
specialist.” Five months later I went to see this specialist. 
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He examined me thoroughly and had me tested for hearing. 
After the test we discussed my problem and decided it was too 
early for a hearing aid. However, he gave me the names of 
three different locations which he recommended for a 
hearing aid. I ended up going there eventually when I 
needed a hearing aid, when I felt the problem was severe 
enough and where I got what I felt was excellent help and 
direction. I now have a hearing aid which works very well. 


Mr Hope: You made reference to other services that you 
were provided. You said you had some questions that you 
had answered? What were some of those questions, like 
rehabilitation, or was it just a matter of hearing something? 


Mr Flatt: No, I would ask him, for example, when he 
was examining my ear—I have psoriasis in my ears, a 
little bit of it—if he knew of something that might help 
clear it up. I had also asked the doctor, the specialist, and 
he said, “It is a condition that some people have, and I do 
not think there is anything that works on it particularly.” I 
have since found a product from a skin specialist that 
works on it quite nicely. But the point is that I do not think 
his answering, “Yes, I think there is a product; maybe you 
should see your doctor about it,” would have been wrong 
at that time, had I asked him that question. I did not, but I 
could have. 

With things of that nature, I think the practitioner uses 
discretion as to what he will answer and what he will not. 
But I do not think that he should be muzzled to the point 
where he cannot say why he will not answer. If I am with a 
hearing specialist, “I am not a skin specialist, and that is a 
skin problem I think you should see a skin specialist 
about,” is a satisfactory answer to me. 


The Chair: Thank you very much for your presentation. 
We appreciate you appearing before the committee today. 
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KATE FARMER AND ALAN CRANTON 


The Chair: I would like to call next the Ontario Naturo- 
pathic Association, Thunder Bay chapter. Welcome to the 
standing committee on social development. Please introduce 
yourselves. You have 20 minutes for your presentation, and 
we would ask that you leave a few minutes for questions 
from committee members. 


Ms Farmer: My name is Kate Farmer, and I am a 
naturopathic patient and not a member of the association. 


The Chair: Are you here representing the Ontario 
Naturopathic Association? 


Ms Farmer: Yes, but I am a patient. I was asked by 
Alan Cranton to make a presentation as a patient. 


The Chair: Thank you. 


Ms Farmer: Naturopathic medicine is very important 
to myself, my family and many other people I know of, 
and it is an approach that I value because it considers all 
aspects of my health and it is a holistic approach. This 
does not mean that it does not work with traditional MD 
medicine. In fact, I find that all of these approaches inter- 
act for my own health care. There are times when my 


naturopath has referred me to an MD in situations where 


that was more appropriate, and I appreciate that. 
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From what I can understand of this bill, and I have not 
spent a lot of time with it, this has been rather short notice 
for me, I feel that those in naturopathic medicine should be 
able to have the full scope and use of all the training that 
they receive. I am very glad that it is regulated because I 
like to know that the title goes with the education that it 
represents. I find it a safe, dependable and cost-effective 
form of health care, and usually I have between one and 
three visits for any given problem, much the same as I 
would if I went to an MD. 

My main comment is I would like to make sure that no 
limitations are placed on the kinds of modalities that a 
naturopath is now able to use in Ontario, because I think 
that we have a very good broad-spectrum approach to health 
care, and I appreciate that. 


Mr J. Wilson: I was just wondering, Ms Farmer, what 
are some of the modalities that a naturopath would use now? 
I am not familiar with the profession at all. 


Ms Farmer: The first thing that comes to my mind is 
the much more thorough questioning technique when I go in 
there with a specific complaint or a problem. Say I have a 
headache, the questioning that goes with this involves have 
there been changes in diet, changes in your environment, 
what is going on in your life, as well as the physical kinds of 
questions that I would receive from an MD. The kinds of 
modalities I have experienced deal with botanical kinds of 
medications. I am not sure “medications” is the right word, 
but they are botanical treatments. 


Mr J. Wilson: I know what you mean. 


Ms Farmer: There are some forms of gentle manipu- 
lation. I believe that X-rays are included. It is a non-intru- 
sive method. It would be my first line of defence for what 
is going on with me. I have not got a list of exactly what all 
the modalities are, but I know that the interrelationship of 
them seems much more extensive and comprehensive than 
most of the other specialists I have seen. 


Mr J. Wilson: I appreciate that, because it does give a 
general sense of what they do. Various people have tried to 
explain this to me. I think I am going to go visit one some 
day, and then I will get a firsthand view of it. 


Ms Farmer: That is probably the best way. 
The Chair: Mr Owens. 


Mr Owens: Where do you draw the line personally 
between where your naturopath leaves off and where the 
physician picks up? 

Ms Farmer: I do that in conjunction with my naturo- 
path. I do not make that decision by myself, although I 
would in terms of a broken bone, a car accident, go right to 
the emergency room. I know that is the appropriate place 
for me to get bones set and things sewn up and so forth. 

I had one specific health problem that I did not know 
where it was leading or what was going on, and for this 
problem after speaking with my naturopath he referred me 
back to an internist. Some tests were run in the hospital 
setting, which were very appropriate. So I have a great 
deal of confidence that when a problem needs to have 
allopathic attention my naturopath will tell me this is the 
time to go into the regular medical system. So I have not 
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had any problem with that because there has been a good 
deal of give and take as well as overlap. 


The Chair: I believe there is a presentation also from 
Mr Cranton. 


Mr Cranton: I am Alan Cranton and I practise in 
Thunder Bay. I am a naturopath. I graduated from the 
Ontario College of Naturopathic Medicine with a doctor of 
naturopathy degree. I practise full-time in Thunder Bay. I 


_ was born and grew up in Thunder Bay and I came back to 


practise. Thunder Bay is different to southern Ontario, the 
big city. The fact that because of the time and distance from 
the city I do not really stay up to date on politics and what 
is going on down there, I have to be quite self-sufficient up 


_ here, working by myself. 


The reason I am here to testify is to basically let you 
know how I feel. I want to see naturopathic medicine con- 


tinue as it has been practised in Ontario without having 


any of the modalities modified or eliminated. 

I understand that the profession needs to apply to be part 
of the new legislation, but I do not want to lose anything as 
that process is going on. I feel it is important to bring the 
skills that I have been trained with, to bring them together 
to work in the patient’s best interest. For instance, a patient 
comes to see me about a particular health problem. After a 
consultation and a physical examination a diagnosis is 
made and I determine that I am going to use two or three 
different modalities on him—manual medicine, botanical 
medicine, or herbs, and for instance homeopathy. If that 
individual went to one practitioner to have the spine ad- 
justed, went to another practitioner to have the herbal med- 
icine applied, and went to a third person to have 
homeopathy prescribed, he would not get the full scope 
and it would not get the whole approach done to them. It is 
along those points that I really want to see the scope of 
naturopathy continued in Ontario. 

I see that naturopathy is a very safe and cost-effective 
means of health care, and part of the definition for me is 
preventative. It is important to me that you understand that 
my approach is not available from anybody else, so that if 
part of the modalities are taken away from my opportunity 
to practise, there is nobody else that patients such as Kate 
can go to to receive that type of care. 

I work with the medical profession. I see myself as part 
of the health care team in Ontario. I accept referrals from 
medical doctors for my type of care, and I also refer pa- 
tients to general practitioners and specialists. 


1130 


Mr Jackson: Alan, I was pleased when you made the 
reference at the end of your presentation to working with 
physicians, and having used naturopathy myself and hav- 
ing worked with three different doctors over the course of 
my adult life, I want to focus on this issue of acceptance 
and the working relationship that you have within the med- 
ical community. Because, as a consumer, and certainly 
Katharine will identify with this, the system works best 
when there is an understanding and an ability to work with 
the groups interchangeably, whether it is—I mean, 50 
years ago chiropractors in this province were in the posi- 
tion you are in today. So one must not completely have a 


closed mind to these concepts. But within the medical 
community there is not nearly the acceptance level. 

Can you talk a little bit more about that, because I find 
there is a growing trend in the medical profession of ac- 
ceptance which has not been really talked about very much 
in the committee setting. 


Mr Cranton: I can only speak from my personal ex- 
perience. I cannot speak for the rest of the province or 
other naturopaths or for the association. But my experience 
in Thunder Bay is that I have been quite well received by 
the medical practitioners that I work well and closely with. 

My practice has been growing since graduating and 
opening up as a naturopath, and I expect it to continue 
growing. I guess my future goal in the next four to five 
years is to open up a multidiscipline clinic where we are 
all under one roof—dentists, optometrists, chiropractors, 
naturopaths, medical doctors, and so on. That is a dream 
that I hope to bring to reality. 

In Thunder Bay, a lot of understanding has to be raised 
between the different professions, and it is up to me to 
bring that education to the other medical practitioners. It is 
something—because my practice has been busy I have not 
taken those steps to try to educate the other people. I am 
quite busy as I am. 


Mr Beer: With respect to the discussions that were 
held around self-regulation for the naturopaths earlier, 
what concerns do you have in terms of those modalities 
that you might not be able to practise? Are there some 
specific things that you are concerned about, or is it just 
your sense of the unknown in terms of how the advisory 
council is going to deal with your profession? 


Mr Cranton: Speaking personally, I feel it is more of 
a fear of the unknown, not knowing exactly what they 
want to regulate, what they want to remove. 


Mr Beer: So it is not anything specific that, say, chiro- 
practors may be able to do that you cannot do or doctors. 
The sense is simply that you are going to be limited if you 
are self-regulated? 


Mr Cranton: Right. I feel that I am quite well trained 
and skilled at performing what I was trained in at the 
naturopathic college. If any of those modalities were taken 
away or limited, then that would have a dramatic effect on 
how I use those skills to help my patients. 


Mr Owens: I am trying to get a handle again on the 
naturopath, like my colleague Mr Wilson. 

Do you see your role as more of a preventative role? 
You have used that language in your presentation—more 
of a preventative role rather than a curative role? 

I guess along with my question to your co-presenter, I 
have a concern if a patient presents to you with a head- 
ache, how long do you deal with that patient before you 
refer to a physician? A headache, as you are probably well 
aware, can mask other problems. 


Mr Cranton: You have asked me about two or three 
questions. 


Mr Owens: Right. 
Mr Cranton: Which one would you like me to— 
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Mr Owens: All three of them. Start with preventative 
versus curative. 

Mr Cranton: I believe that they work hand-in-hand. 
There are certain patients who will be referred to me or 
they refer themselves to me once they have got a condi- 
tion, in which case I am working at a curative role. Other 
patients will come to see me saying: “I don’t have a prob- 
lem. I don’t want to have a problem. I have got a history of 
such-and-such in my family. What can we do now?” So 
that is where it works more along a preventative role. I do 
not see a separation. I think that when I work with a pa- 
tient, I work on all levels, preventative and curative. 


Mr Owens: In terms of how long you deal with a 
patient with a specific problem, again using the headache 
as an example, at what point would you say, “Okay, Mr— 
or Mrs—Jones, I think it is time for you to see a physician, 
an MD”? 


Mr Cranton: Personally, again this is not the associa- 
tion answering, but if there are hard neurological signs that 
I do not deal with, that are not within my scope of practice, 
I phone up their practitioner and say, “Would you take Mrs 
Jones in this afternoon?” and I may explain to the patient: 
“Look, you’ve got loss of vision in part of your eye which 
could represent some pressure on a cranial nerve. Let’s get 
you in and get some further checks done.” 


Mr Owens: So your referral practices, then, would be 
more individual, patient-specific, rather than having a gen- 
eral rule of, I deal with a headache for one week and then 
refer if it does not— 


Mr Cranton: I do not have a cookbook practice, if 
that is what you are implying. No, every individual patient, 
and every individual case for that patient, is taken on a 
one-on-one basis. 


Mr Jackson: I would like to explore what pressures 
there are for you for the purposes of upgrading. Naturopathy 
has some new innovations. The one I am familiar with re- 
cently is a blood-measuring instrument which looks at the pH 
level and it is very refined equipment but it also involves the 
drawing off of blood and the testing, and then naturopathy 
programs designed around balancing off that level. 

My understanding is there is a lot of technical work 
involved in upgrading. What governs your practice in order 
to move you to take those kinds of courses and certifications 
so that you are not setting out that you are qualified to 
perform some of these more technical—I mean, the computer 
age has caught up with naturopathy, as you know, and there 
are some technical things that are required in that. It is not 
all herbs and manipulations. 

Mr Cranton: Right. 

Mr Jackson: What causes you to make those up- 
grades, and tying that to setting out certain procedures and 
practices that you might perform, or are you self-governed 
in that context currently? 

Mr Cranton: I would have to refer you to my assistant, 
who is in the wings. Dan? I cannot answer that question. 

The Chair: Would you like to come forward and take 
a seat before the microphone for Hansard? Please intro- 
duce yourself. 
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Mr Labriola: Thank you. I did not expect to be 
speaking today. I am Dan Labriola. I am with the Ontario 
Naturopathic Association. I have addressed you earlier. 

In terms of upgrading and additional training, there is a 
continuing education, and hopefully a continuing compe- — 
tency, requirement that will be included once we are part 
of the new regulation. At that time, we expect that your 
question would be fully answered. In the interim, I think 
our practitioners are like most practitioners in that there is 
such a wide variety of modalities and equipment and re- 
sources out there, a practitioner is required to be certain 
that he or she has the skill, the knowledge, the equipment 
and the background to do the particular things he wants to 
do. Once again, you are addressing a very pertinent point. 
There is more technology out there than any one individual 
can learn, whether it is medicine, naturopathy or whatever. 
So at this point, the practitioner is individually responsible 
to be certain that he or she is in fact performing a responsi- 
ble job, doing whatever that is. If that is not done, then that 
would be contrary to competent practice. 


The Chair: Thank you very much for your presenta- 
tion before the committee. We appreciate your appearance 
today and we know that if there is any additional informa- 
tion that you feel the committee should have, you will 
communicate with us in writing. 


NORTH OF SUPERIOR 
COMMUNITY MENTAL HEALTH PROGRAM 
The Chair: I would like to call now the North of 
Superior Community Mental Health Program. Introduce 
yourself to the committee. You have 20 minutes for your 
presentation. 


Ms Lane: My name is Sally Lane. I am the executive 
director of the North of Superior Community Health Pro- 
gram. On behalf of our consumers and corporation, I must 
express my concern over the impending third reading of 
Bill 43, the Regulated Health Professions Act. 

Our agency provides community mental health ser- 
vices and substance abuse and referral services, both 
funded by the Ministry of Health. We are situated in the 
rural portion of Thunder Bay district—that is, to the east of 
the city—covering a geographical area of 81,000 square 
kilometres. We include 10 organized municipalities, unor- 
ganized areas and Indian reserves and communities. We 
have no psychiatrists or registered psychologists resident 
in our area. We are the only agency available for mental 
health counselling for non-first-nation clients and one of 
two agencies offering services to first-nation clients. Our 
catchment area also includes five municipalities which are 
designed bilingual under the French Language Services 
Act and to which we provide francophone services, to the 
best of our ability. 

The agency staff is mainly composed of social workers— 
masters of social work or honours bachelors of social work— 
with some bachelors of arts and masters of arts psychology 
graduates. Under the proposed legislation our workers 
would not be entitled to registration in the proposed college 
of psychology and thus during their legitimate work could 
be liable for prosecution under paragraph 26(2)1 of the 
proposed act. This paragraph is the “diagnosis” reference 
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which states that unregulated workers are prohibited from 
- communicating “a conclusion identifying a disease, disor- 
der or dysfunction as the cause of symptoms.” 

As our workers routinely, in the case of psychosocial 
problems, have to draw conclusions and communicate 
these conclusions, we would be leaving ourselves, in our 
opinion, open for prosecution by clients and/or the college 
of psychology. We do not medically diagnose and have no 
_ wish to do so. This is handled by our visiting psychiatrists. 
However, psychosocial problems can be assessed and 
treated by our counsellors without referral to the visiting 
psychiatrists. 

The demand for our services is considerable. In 1990-91 
my agency saw 866 clients. These people could be faced 
with very limited or no services if paragraph 26(2)1 were 
to continue in its present form. Revision of the paragraph 
should permit counselling and non-medical communica- 
tion in the mental health field. 

Thank you for your attention to this matter. The second 
two pages of my presentation are just maps to give you 
some indication of what we cover. 

The Chair: Thank you very much for a very thought- 
ful presentation before the committee. All members have 
received your written communication. If in the course of 
our hearings there is anything further you would like to 
communicate with us, you can of course continue to do so 
in writing. 

Mr J. Wilson: I am curious about the last paragraph 
on the first page, where you say your BA or MA psychol- 
ogy graduate would not be entitled to registration in the 
proposed college of psychology. Is it your understanding 
that entry would be dependent upon a doctorate? 

Ms Lane: It is the doctorate level. 

Mr J. Wilson: Can I get a clarification from ministry 
staff on that, from the parliamentary assistant? 

Mr Wessenger: Yes, that is correct. You have to have a 
doctorate degree in order to be registered as a psychologist 
under the act. 

Mr J. Wilson: That is a standard set forth by the col- 
lege itself? 


Ms Bohnen: If I could just speak to that, the psychol- 
ogists, as you know, are currently regulated under the Psy- 
chologists Registration Act. Under that act, they require a 
doctorate to be registered. One of the first tasks of the council 
of the new college of psychologists will be to determine the 
requirements for registration as a psychologist with the new 
college. The Ontario Psychological Association and the 
Ontario Board of Examiners in Psychology certainly sup- 
port retention of the doctorate as the qualification. Other 
groups representing the non-PhDs are very anxious to see 
a way in which BAs and MAs could qualify for registration. 
It is an issue that will have to be dealt with in the future. 

Mr J. Wilson: You are the first one to bring that up, 
although I have had seven groups of the non-PhDs in my 
office. I am curious it did not come up before now in our 
committee hearings. 


Mrs McLeod: I also want to address the question of 
the BA or MA psychology graduates. I do think that this is 
one of the issues which is probably less concerned with the 
diagnosis clause and more concerned with decisions about 
entry into the college and ability to practise. I wanted to 
ask about the current situation in the north of Superior 
area, Sally, where you do have BA and MA people trained 
in psychology practising. Is there nominal supervision pro- 
vided now? Perhaps you could just say a word about the 
difficulty of providing for supervision in those fields. 

Ms Lane: We do not have any registered psycholo- 
gists resident in our area. Neither am I funded for a regis- 
tered psychologist. I am funded for visiting psychiatrists. 
These do provide the clinical supervision. The psychology 
graduates are approximately a quarter of my staff. The rest 
of my staff are either HBSWs or MSWs, which would 
never fall under, according to the proposal, the college of 
psychology. At the present moment, they are unregulated 
workers. We do not have any direct psychological supervi- 
sion, no. 

The Chair: Thank you very much for your presenta- 
tion before the committee today. That is the end of the 
presentations for this morning’s session. 


The committee recessed at 1145. 
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AFTERNOON SITTING 


The committee resumed at 1400. 


NORTHWESTERN ONTARIO 
CHIROPRACTIC SOCIETY 

The Chair: The standing committee on social develop- 
ment is now in session. I would like to call the first pre- 
senters for the afternoon, the Northwestern Ontario 
Chiropractic Society. Would you come forward, please, 
and introduce yourselves to the committee. You have 20 
minutes for your presentation. We would ask that you 
leave some time for questions from committee members. 
Please have a seat and begin your presentation now. 


Dr Schroeder: I am Dr Brian Schroeder. I am the 
president of the Northwestern Ontario Chiropractic Society. I 
graduated from the Canadian Memorial Chiropractic College 
in Toronto in 1988 and have been in practice in Thunder Bay 
for the past three years. There are approximately 25 chiro- 
practors in Thunder Bay and about another 10 in surround- 
ing regions such as Nipigon, Manitouwadge, etc. 

The NWOCS is a regional society and is associated 
with and an extension of the Ontario Chiropractic Associa- 
tion. We provide representation for the profession at the 
regional level. 

I would like to thank the committee for allowing us to 
make a presentation at these hearings, as I understand that 
the basic thrust is to get feedback from the public rather 
than the professions. We could have brought our profes- 
sional concerns to you today as part of our submission, and 
I must say there are those of us here in the north who are 
quite concerned over the possible loss of such an integral 
part of our professional scope. Frankly, we cannot quite 
see how the Ontario Chiropractic Association has allowed 
it to come to this. Diagnosis and treatment of non-spinal 
joints is such a fundamental part of our day-to-day practice 
that we cannot imagine it being taken away. However, 
much as we appreciate the opportunity to make such a 
submission, we have chosen instead to put our energies 
into co-ordinating patients making presentations, as we re- 
alize this is what you are really looking for—input from 
the health care consumers. 

So for our society’s presentation we would like to give 
you something I do not believe you have had a chance to do, 
have a patient come up and make her submission and have 
the patient’s chiropractor present to answer any possible 
questions you might have of a technical nature that the 
patient might not be able to fully answer. As such, I would 
like to introduce a patient of mine, Ms Melanie Trognitz, 
and she is going to make a presentation. 


Ms Trognitz: I dance with the International Academy 
of Ballet and Dance in Thunder Bay and I have danced 
since the age of approximately three. I hope to either have 
a career in performance, teaching or choreography. 

Early last year I was running in a relay race and 
strained my left ankle and the next day during dance prac- 
tice I further injured the ankle when I fell over when I 
went up on point. There was a lot of discomfort and pain. 
This was of great concern to me since I was preparing for 


a dance competition during the Lakehead festival, which 
was in approximately three weeks’ time. 

My uncle Irv, who is a medical doctor, recommended to 
my mother and me that I see a chiropractor because they 
understood this sort of problem well and could probably pro- 
vide the most effective treatment. As a result I saw Dr Brian 
Schroeder, a local chiropractor. He examined my ankle and 
also my left leg and hip. He did a number of flexibility tests 
which showed the difference in the strengths and tendons of 
the muscle groups in my left and right legs. 

I saw him several times over a period of approximately 
two to three weeks and he used the ultrasound, which 
manipulated my ankle and my hip, and used massage tech- 
niques on my tight muscles in my left calf. Immediately I 
could point harder without pain. My recovery was so good 
that I was able to compete in the dance festival, which 
neither I nor anyone in my family thought would be possi- 
ble. This was particularly important to me because I was 
involved in some group numbers. 

I understood there was some question whether chiro- 
practors could have a detailed understanding in ankle joint 
problems such as mine. My experience from this, my first 
visit to the chiropractor, is that they do. 


Mr Hope: I have just a number of concerns. As you 
refer to a local family member who is a doctor, a cousin 
who is a doctor, if you would not have had advice, would 
you have seen a chiropractor and, if so, do you think it is 
going to help, especially what you are trying to achieve in 
your life as a performer, teacher and a choreographer? Do 
you think the methods a chiropractor shows you will elim- 
inate the possibilities down the road? 


Ms Trognitz: I know people who have been to chiro- 
practors, not for similar problems, but for ankle sprains 
and strains, and it helped me and I did not think I would be 
able to go in—it hurt to walk on. I ended up doing a group 
number on point. I did not end up going in the festival for 
the solo number because I had not had enough time to 
prepare for it, because it was just prior to the competition. 
What was the other part of the question, about my— 


Mr Hope: If you did not have the referral. 


Ms Trognitz: If I did not have the referral, I am not 
sure. I do not know if I would have ended up going in the 
festival, but I think I would have ended up seeing the 
chiropractor anyway, because my dance teacher—I take 
lessons from two dance schools, the International Acad- 
emy, which is basically ballet. I take ballet from there and I 
also take tap and jazz from Fay Steadwell, Fay Gleeson 
Dance Centre, and she also recommended I see someone at 
the clinic. 


The Chair: Thank you very much for your presentation. 
We appreciate your coming before the committee today. 
Anyone is welcome to submit in writing any further infor- 
mation you think might be helpful for the committee during 
its deliberations. Thank you very much for coming today. 

We have had a cancellation, the Equay-Wuk women’s 


group. 


} 
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YVONNE SLIVINSKI 


The Chair: Is Yvonne Slivinski here? Please come 
forward now. Welcome to the standing committee on social 
development. You have 10 minutes for your presentation. 
All members of committee have received your written sub- 
mission. Please just relax and tell the committee how you 
are feeling about things. We are here to listen to you. We 


would ask you to leave a few minutes at the end for some 


questions from the committee members. 


Mrs Slivinski: My name is Yvonne Slivinski and I am 
a concemed consumer. There are certain things I have come 


to expect when I use the services of any professional, 


whether it be a doctor, dentist, optometrist or, specifically 


here today, a dental hygienist. I should be allowed as a 
- consumer to make some intelligent decisions and choices 
- about my oral treatment that should be based on the advice 
of my chosen dental hygienist. 


It is my understanding that dental hygienists are not 


- allowed a vote on issues concerning their profession and 


that their regulatory body consists mainly of dentists. Is 
this type of structure for a regulatory body realistic and 


| progressive thinking? In the 1990s surely the status quo is 


an unacceptable alternative for dental hygiene. This legis- 
lation is a beginning. 

My presentation will focus on my choices as an oral 
health services consumer. My perception that my choices are 
limited disturbs me. I want to have the option of choosing 
my own dental hygienist. I may not want the dental hy- 
gienist the dentist employs. Would I jeopardize my health 
by choosing a hygienist other than the one employed by 
the dentist? 

I want to establish a rapport with my dental hygienist, 
just as I do with my doctor and dentist, etc; one that main- 
tains a professional relationship based on trust, quality of 
service and follow-up. I want to feel confident that my 
dental hygienist is going to completely scale, polish and 
apply fluoride to my teeth with full knowledge of proper 
procedure and pride in performance. I feel sure my dental 
hygienist is totally aware of any complications that may 
transpire during a session and would be capable of han- 
dling them, should they occur. A dental hygienist has 
learned professional skills. 

Who makes the decision as to the length of time it will 
take to properly clean my teeth? I would like to think it is 
the hygienist. Is the dentist well enough informed regard- 
ing dental hygiene procedures to effectively judge the 
quality of treatment? Why is it necessary for the dentist to 
oversee the hygienist’s work? Is it fair to take away their 
professionalism and pride in performance to accommodate 
the employer’s perception of what is required to maintain 
good oral hygiene? 

In 20 years any one of us might be placed in a chronic 
care institution. I want to know that a dental hygienist will 
be available to continue to maintain my oral health with 
preventive care. It is my understanding that presently den- 
tal hygienists cannot work in these facilities because of the 
supervisory restrictions, that a licensed dentist must be 
present while a hygienist delivers his or her services. We 
need to remove this archaic thinking. 


We all know that continuing good oral hygiene is impera- 
tive to the quality of our existence, not only for health reasons 
but because it has a great impact on our sense of wellbeing. 
The existing supervisory restrictions totally ignore not only 
the needs of the elderly but also those people who are institu- 
tionalized for any length of time in nursing homes, homes for 
the physically handicapped, mentally disabled, prisons and 
detention centres. Is access to oral hygiene limited to only 
those physically and mentally fit? Do we not need a clarifica- 
tion and revision of supervisory restrictions? 

Access to the complaints process of the college is a con- 
cern to me. I want to be able to ask questions. Presently, 
the process is not user-friendly. I do not know how to tap 
the system. 

When I visit a dental office I make the assumption that 
I will be provided with sterile surroundings, sterile instru- 
ments, ethical treatment and a professional who will en- 
sure my medical history is updated. I am happy to see this 
area is being addressed in the new act. 

I submit that hygienists should be policed by a com- 
mittee comprised of their own peers and consumers. They 
should be allowed to proceed in the professional manner 
which is taught them during their formal education. Pres- 
ently they are restricted, depending on the respect and 
commitment their employer has to their profession. 
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With this piece of legislation I can feel comfortable 
that the onus will be on the hygienists to ensure that all 
standards of their profession are adhered to. As a consumer 
of dental hygiene with concerns and expectations, | feel it 
is my duty to have a voice here in the process today. Let 
me have the option of choosing my own dental hygienist, 
based on the knowledge that they are a self-regulated 
group able to carry on learned techniques that are required 
for proper, professional procedures. I need to know that if 
a member of my family or myself should have to spend 
time in a long-term facility, the present supervisory restric- 
tions be replaced with a more realistic approach to dental 
hygiene for the vulnerable. Let the process be user- 
friendly. As a consumer of dental hygiene services, I feel 
comfortable knowing that dental hygienists will be regulat- 
ing themselves and accountable to the public. 

Mr Beer: Thank you for the perspective of a consumer. 
We want to get that perspective as we go through our hear- 
ings and welcome that particular look. I wanted to clarify 
the question of the council, perhaps through the parliamen- 
tary assistant, with respect to the statement around the na- 
ture of the council and who is going to be sitting on it. Is it 
essentially dentists who are on that regulatory council? 


Mr Wessenger: I will refer this to the counsel for the 
ministry. 

Ms Bohnen: Currently, dental hygienists are licensed 
by the Royal College of Dental Surgeons of Ontario, but 
they only sit on the council of that college as observers, they 
cannot vote. Under the new legislation, dental hygienists 
would have their own council which would consist entirely 
of dental hygienists elected, and consumers. 


Mr Beer: That was my understanding, and I hope that 
would meet some of the concerns you have had in terms of 
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the future of the profession and how they develop, because 
it seems to me at least what this does is to ensure dental 
hygienists are really more in control, if you like, of their 
profession and their future. I may have misunderstood, but 
I thought from your— 


Mrs Slivinski: That was the point I was trying to 
make, that they would be a self-regulatory body consisting 
of themselves and the public—the consumer or the public. 
That would sort of help the consumers have something to 
relate to or grab on to. 


Ms Haeck: This is the first time I have heard someone 
from the public make comments about dental hygienists so 
I really appreciate your remarks. I would like to put to you 
that in the hearings we have had so far, the Ontario Dental 
Association has been very forceful in its comments. It 
feels dentists should be supervising the work of hygienists, 
that the hygienists’ training does not go far enough to be 
able to notice possibly serious problems occurring in 
someone’s mouth and thereby avoiding some serious dis- 
eases, including cancer, as one member of the faculty of 
dentistry at the University of Toronto pointed out. What 
are your comments to that? 


Mrs Slivinski: I wouid be prepared as a consumer to 
go on to say that, yes, the dental hygienists need to have a 
little more education as to that type of thing. If you con- 
tinue on that thinking and leave it the way it is, as I said in 
my presentation, what happens to me or anyone if we are 
unfortunately put into a long-term facility? Are you going 
to forget about us? Someone who spends all his life really 
looking after his teeth—and it does make you feel good 
about yourself. It is like the gateway to the body. But you 
have to train maybe the hygienists a little more in that so 
that they can pick that up, because if you are always going 
to say that a dentist has to be present, then you are locking 
all these doors. You are totally forgetting about the vulner- 
able. I do not have any problem with their being able to 
learn that, or anything that they need to learn, to go that 
one step further. I do not have a problem with that at all. 


Ms Haeck: I appreciate your comments and I will 
definitely keep that in mind. 


The Chair: Thank you very much for your presenta- 
tion to the committee. 


MIDWIFERY TASK FORCE OF ONTARIO 


The Chair: I would like to call next the Midwifery 
Task Force of Ontario, Thunder Bay chapter. Please come 
forward. 

All members of committee will have received your 
written brief. We would ask that you begin by introducing 
yourselves. You have 20 minutes for your presentation, 
and we would ask that you leave some time, if you wish, at 
the end for members to ask questions, if they have any. 

Please begin your presentation now. 


Ms Pudas: I would just like to preface our presenta- 
tion by letting you know that this is not the presentation by 
the Thunder Bay chapter. It was originally scheduled that 
the Thunder Bay chapter take this spot; however, the pro- 
vincial organization found itself in the unusual spot of not 
having an appointment in Toronto, and as it happens that I 





am a director of the Thunder Bay chapter as well as the 
president-elect of the provincial group, this presentation is 
on behalf of our provincial organization. 


The Chair: Just for the record, would you give us the 
complete name of the organization? 


Ms Pudas: It is the Midwifery Task Force of Ontario. 


The Chair: Thank you very much, and introduce 
yourselves, please. 


Ms Pudas: My name is Dianne Pudas. 
Ms Reid: And my name is Darlene Reid. 
The Chair: Welcome. Please begin your presentation. 


Ms Pudas: Darlene is the director of the Thunder Bay 
chapter, so Darlene is here to participate in the discussion 
part. 

The Midwifery Task Force of Ontario was formed in 
1983. We are a not-for-profit consumer organization, so I 
know a lot of people confuse us with the professional 
group, but we are in fact a consumer-based organization. 
We have been working towards the legal recognition of 
midwifery in Ontario. We have maintained a province- 
wide membership of over 1,000 since 1985, and we now 
are proud to have 17 chapter groups across the province, as 
well as numerous contact people. 

We have spent a fair amount of our work lobbying 
different government organizations and, as the legislation 
is coming closer to a reality, we are switching our empha- 
sis to public education. Just to outline what we have done 
in the past, we made presentations to the Ontario Health 
Disciplines Act review committee between 1983 and 1985, 
and we did that together with the Ontario Association of 
Midwives and the Ontario Nurse Midwives Association. 
Then in 1986 we had nine of our chapter groups make 
presentation to the Task Force on the Implementation of 
Midwifery in Ontario. In 1989, our regional representa- 
tives made presentation to the Interim Regulatory Council 
on Midwifery, and then in February of this year we made 
submission to the Midwifery Integration Planning Project, 
and of course we are proud now to be able to speak to the 
standing committee on social development regarding Bill 43 
and Bill 56 in particular. 

Just to comment regarding the health care system as it 
was structured under the Health Disciplines Act, it is our 
view that under that act there were some health profes- 
sions, particularly those professions that traditionally have 
been female-dominated, that have not always had their 
skills and expertise acknowledged or used to the fullest, 
and we see the Regulated Health Professions Act as a start 
to rectifying this situation. Bill 43 affords us more choices 
in health professions than did the Health Disciplines Act 
and, in so doing, it respects our right to choose our health 
care providers. 

We certainly hope that as this flexibility is introduced 
into our health care system, the focus which now seems to be 
on crisis intervention will switch over to health promotion, 
particularly where childbirth is concerned. We expect there 
will be more community-based health care available and 
we think this will result in greater consumer satisfaction, 
as well as more efficient use of our tax dollars. 














_ 19 AUGUST 1991 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-497 








1420 


One thing we are really very particularly pleased with 


_ is the increase in the public participation that is planned for 


all colleges, because we think this will allow for more 
powerful and more effective public representation. We do 


_ have some questions and some recommendations, though, 
as to how those public representatives will be chosen. We 
just wonder what the government’s view is, what your 
 committee’s view is, as far as the qualifications required 
by a consumer are concerned in order that he or she fairly 
_ represents the public. 


We are particularly concerned, of course, about the 


_ public representatives who are chosen to sit on the council 
_ of the college of midwives. We have found in our experience 
that people who are familiar with issues are able to make 
- more comprehensive, fairer, more informed decisions. We 
have also found that it is not easy to get up to speed all the 
time. It takes a fair amount of experience and dedication to 
learn and being willing to listen to all sides of an issue. 


One thing we found over and over again in our member- 
ship concerns choice of birth place. You can read about the 
safety of choice of birth place or choice of birth outside of 
a hospital setting, but until you actually discuss it with 
people and take time to consider it, it does not come easy 
for people to support it. 

We have three recommendations: first, that those peo- 
ple who are chosen to sit on the council of the college of 
midwives should have a history of active involvement in 
the issue of midwifery, and further, that they have a knowl- 
edge of the current midwifery system in Ontario and how 
it grew out of the consumer demand; second, that the se- 
jection process for public members be made public so that 
we have an idea of how you are going to go about choos- 
ing them; and finally, that once you do have a short list of 
people you are considering, that you put on a workshop to 
outline the parameters of the position so that they will be 
more knowledgeable about what kind of work is expected. 
We would humbly like to suggest that the Midwifery Task 
Force of Ontario would be a good resource for qualified 
public members. 

Basically, we are very pleased about this increase in 
public representation and we think, together with the in- 
crease in number of health care providers, that choice, the 
public has excellent protection from harm. 

Turning our attention to Bill 56, the Midwifery Act, for 
many years women have wanted changes in the maternity 
care system, but really it has escalated in the late 1970s 
and throughout the 1980s. Women have started asking for 
very specific things. We have found the three things they 
have wanted are more continuity of care, informed choice 
and choice of birthplace. 

We found that the only health care professional, health 
care provider who was able and willing to give us those 
three things was the independently practising Ontario mid- 
wife. These midwives provided us with a tool we had never 
used before, called the informed choice agreement. We 
have found that this informed choice agreement has helped 
us to make choices, that we have a lot of information to base 
our choices on and that the informed choice agreement 


recognizes us and our families as decision-makers. It is 
very Clearly laid out. 

Despite enormous political and financial obstacles, 
practising midwives of the Association of Ontario Midwives 
have offered us these services for several years. During the 
course of that time, I would just like to say again, “continuity 
of care, informed choice, choice of birthplace” is the philoso- 
phy of midwifery care that has grown. It is a safe, compre- 
hensive care. It has grown out of two things: consumer 
demand and midwife responsiveness. Those two things to- 
gether, we feel, have brought about a very special kind of 
midwifery care here in Ontario. 

Looking at the scope of practice of midwifery as out- 
lined in Bill 56, we were very gratified to see that mid- 
wives are recognized as the specialists in normal birth, 
because that is exactly what we have found them to be. 
But just to go a step further, the Midwifery Task Force of 
Ontario has as part of its continuity-of-care statement the 
belief that midwifery care should be an option for all 
women. This might mean a woman who might now be 
classified as high-risk. We believe that woman should have 
the option of midwifery care. Certainly in very high-risk 
cases you would need to have a physician as your primary 
care giver, but a midwife could be acting in a supportive 
role in those situations if it were the choice of the woman. 

When we look at the act, we do not see anything in 
there that would stop that kind of activity, but we would 
appreciate any information your committee could provide 
to us regarding this. If this act actually means that support- 
ive care would not be available, then we would like to 
know about that. 

We were also very interested in the proposed amend- 
ments made by the Minister of Health recently to your 
committee, as well as those made by the Association of 
Ontario Midwives. We would like to comment on those 
amendments. However, I have to let you know that our 
organization has over 1,000 people province-wide. We 
have a rather rigorous protocol that we follow to get feed- 
back from the membership to our board of directors, and 
because they are recent, we have not had time to complete 
that process. We are going to have a board of directors’ 
meeting in Toronto on August 26. We will discuss it then 
and we will let you know, but today we certainly can com- 
ment as an executive. I will give you the opinion of the 
executive committee of the board of directors of the Mid- 
wifery Task Force of Ontario. 

The executive feels that in order that a woman be pro- 
vided with continuity of care by her midwife, she needs to 
have access through her midwife to the same services cur- 
rently being provided to her via her family physician with 
regard to normal pregnancy and birth. If this means mid- 
wives have to draw blood or do heel pricks to do screen- 
ings, if it means she has to insert a urinary catheter or an 
intravenous or give certain drugs, whether it be prescrib- 
ing, administering or dispensing, if midwives do not have 
access to those activities and it interrupts the continuity of 
care, then we would request that those be included in the 
scope of practice. We therefore support the Minister of 
Health and the Association of Ontario Midwives in their 
proposed amendments to Bill 56, the Midwifery Act. 
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There is another point that the Association of Ontario 
Midwives made regarding Bill 43, section 81—I think it is 
section 81; I may have an old Bill 43; I have the first 
reading—but it concerns the quality assurance programs and 
the fact that clients should be protected. Their confidentiality 
should be protected in the quality assurance programs. 

Just finally to finish off, I would like to quote from this 
wonderful document, Striking a New Balance: A Blueprint 
for the Regulation of Ontario’s Health Professions. The 
executive committee of this group of people said that “pro- 
fessional regulation is aimed at advancing the public interest, 
not the interests of the professions.” They felt that one way 
of doing this was by “developing mechanisms to encourage 
the provision of high-quality care.” 
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We believe that the introduction of a system of mid- 
wifery, which supports the principles of continuity of care, 
informed choice and choice of birth place will provide 
child-bearing women with this kind of high-quality mid- 
wifery care. We have outlined these three principles in 
appendix 2, if you would like to read more about our 
rationale and why it is so important to us. We strongly 
believe that any amendment that your committee considers 
regarding either Bill 43 or Bill 56 should give serious 
consideration as to how the amendments might affect these 
three principles. 

Over the past decade, our members together with their 
midwives have been instrumental in the development of a 
very special and, we think, extremely valuable kind of mid- 
wifery care. Unfortunately, due to many different reasons— 
financial, cultural or geographic—not all women have been 
able to access this care that the midwives from the Associ- 
ation of Ontario Midwives have been able to provide. We 
believe that these two bills will go a long way to solve that 
problem, and so we await the proclamation of these bills 
with both great excitement and with great pride, because 
we feel we have some ownership of it. 

We realize that your committee has been given the 
enormous and important task of hearing many briefs and 
considering many views, but we would encourage you to 
deal with the issues as quickly as possible because there 
are many women in Ontario today waiting for access to 
midwifery care. 


Mr Wessenger: I would like to thank you very 
much for your very comprehensive presentation, and I 
am just going to ask counsel to clarify some matters that 
you questioned. 


Ms Bohnen: Just a comment on your concern that 
nothing in the bill prevents midwives from providing sup- 
portive care. There is nothing in the bill that should pre- 
vent that. I think you are aware of the fact that the 
controlled act that authorizes midwives to manage labour 
and conduct deliveries does refer to spontaneous, normal 
vaginal deliveries. I do not know if the kind of supportive 
care you were referring to meant attending high-risk deliv- 
eries or not. I think you were intending to convey the kind 
of supportive care that a midwife provides during preg- 
nancy and labour with a physician there as the primary- 
care giver. But in addition to that, any controlled act can be 





delegated, subject to standards of practice put in place by 
the relevant professions, so that delegation also provides a 
vehicle whereby a controlled act that is only authorized to 
a physician, let’s say, could be delegated to a midwife. 


Ms Pudas: Supposing a woman was labouring, every- 
thing was normal, and eventually, it ended up in a caesar- 
ean birth. The woman is in the operating room, and what 
we would view as a continuation of supportive care would 
be that the midwife could be there with the woman, and 
then provide her with that part of her care that continues to 
be normal, because there is only a part of her that is high 
risk and a lot of her that is still perfectly normal that the 
midwife could care for. It would be horrendous to us to 
think that a woman would be followed through entirely pre- 
natally by her midwife, then all of a sudden at the end of 
the labour, goodbye and see you in six weeks or whenever. 


Ms Bohnen: I mean nothing in the bill would force 
the midwife to leave the room. She obviously could not 
perform the caesarean, but nothing in this bill would require 
her to abandon her patient, which is what you would be 
describing as the unacceptable thing. 


Ms Pudas: That is right. Yes. 


Mr J. Wilson: I, too, want to thank you for a very 
comprehensive brief. Near the beginning, you mentioned 
the appointments process and the public members on the 
college councils. You are aware that the cabinet will be 
making those appointments. It adds up to a couple of hun- 
dred new political appointments for the government of the 
day, and we have argued for some time now they may 
have a very difficult time finding qualified people for all 
those appointments that they have to make at the various 
college councils. 

You make a very good point that you would prefer to 
see people with some background in midwifery, but I will 
throw out—to play devil’s advocate—it may be helpful 
and in the public interest and in public safety interest to 
have people with an open mind who, perhaps, do not know 
much about midwifery, to sit on the college council. Do 
you want to comment further on that? 


Ms Pudas: I have thought about that, and I can see 
you would want to have some people to whom this is a 
new fresh issue. I do not know if there are to be five or 
how many public representatives on the council of the 
college of midwives, but if four of them know very little of 
midwifery, it is going to take a lot of time to get the work 
done. It would be better, I think, to have fewer people that 
are really fresh at the issue, and in our experience, the 
more we learn, the less biased we get, the more open- 
minded we get. 


Mr Owens: Just a quick question around access to 
hospitals. Do you find at this point difficulty in getting 
access to hospitals, especially in some of the smaller centres 
in the north? We were talking about the process where the 
caesarean takes place, and you would like to be part of that 
process in a supportive way. Are you having difficulty now? 


Ms Pudas: Are you wondering if consumers—we are 
a consumer organization—if we are having difficulty having 
our midwives with us? 
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Mr Owens: That is right. 


Ms Pudas: It is very, very specific to the hospital, the 
particular people who work there, their acceptance. It is 
specific, too, to the midwives that are working in that com- 
munity. So it can be very easy or it can be very difficult 
depending on who is around. 


Mrs McLeod: I understand that the Ontario Nurses’ 
Association is one organization that has expressed some 
concern about the lack of limitations on the section of the 
act that would propose that midwives be able to administer 
or inject a substance—that you could administer a sub- 
stance by injection or inhalation. I wonder if you could tell 
us what that would mean in practice. 


Ms Pudas: You are referring—I am sorry. 


Mrs McLeod: I understand that is one organization 
which may have expressed some concern that there are no 
limitations. It seems to be a very broad description under 
the controlled act, the ability to administer a substance by 
injection or inhalation, so I am wondering what that actu- 
ally means in practice. 


Ms Pudas: As far as consumers go, we recognize that 
midwives use very, very few drugs. We do not want mid- 
wives to have access to any number of drugs. We have a 
very limited number of drugs that normally labouring or 
normal pregnant women need access to, so I do not really 
understand the nurses’ concern. It would not be a lot of 
different kinds of drugs. Is that the concern that they have? 


Mrs McLeod: I cannot speak for them. I am really 
asking what that section of the act means to the practice of 
midwifery, to have the ability— 


Ms Pudas: It means that midwives, if they can admin- 
ister drugs that we need in normal circumstances, have 
continuity of care. If they are not able to administer those 
drugs, we have an interruption of that continuity. 


The Chair: Thank you very much for your presenta- 
tion. During the course of these hearings, if there is addi- 
tional information that you think would be helpful, please 
feel free to submit it in writing at any time through the 
clerk of the committee. 


THUNDER BAY DENTAL ASSOCIATION 


The Chair: I would like to call next the Thunder Bay 
Dental Association. All members of the committee have 
received your written brief. You have 20 minutes for your 
presentation. We would ask that you begin by introducing 
yourself to the committee, and please leave a few moments 
for questions, if you would, at the end of your presentation. 


Mr Peltoniemi: My name is Reijo Peltoniemi. I am 
the vice-president of the Thunder Bay Dental Association, 
and the members wish to thank the committee for the op- 
portunity to present our views and concerns with respect to 
Bill 43, the Regulated Health Professions Act, and Bills 47, 
48, 49 and 50 related to it. 

As time is limited, we would like to address only four 
areas where this new legislation, as proposed, is not in the 
best interest of the consumers of Ontario, the government 
or the professions. I would be happy to discuss other areas 








of concern with respect to this legislation with MPPs at a 
later date. 

Our first area of concern is what appears to be the broad 
ministerial powers granted to the Minister of Health under 
this new legislation. While present legislation gives the min- 
ister extensive power, is this new wording not too broad? 
1440 

The new wording under Bill 43, clause 5(1)(d), gives the 
minister power to “require a council to do anything that, in 
the opinion of the minister, is necessary or advisable to carry 
out the intent of this act, the health professions acts or the 
Drug and Pharmacies Regulation Act.” Would this broad 
power not undermine the principle of professional self- 
government if the minister is responsible for everything? 
Perhaps this wording should be reviewed further. 

Our second issue concerns Bill 49, the Dentistry Act. 
The government has always maintained that no profession 
would be denied any controlled activity they are currently 
performing. Electrosurgery and laser surgery are examples 
of forms of energy currently being used in dentistry for 
surgical procedures involving both hard and soft tissues. 
Both these forms of energy, among others, are vital to 
providing the consumer with quality, up-to-date dental care. 
The legislation, as currently proposed under the Dentistry 
Act, Bill 43, omits the use of forms of energy as a con- 
trolled act. This omission must be an oversight. 

We feel Bill 49, section 4, authorized acts should in- 
clude, “Applying or ordering the application of a form of 
energy prescribed by the regulations under this act,” from 
Bill 43, paragraph 26(7). Omission of this clause would 
deprive consumers of quality dental care available today 
and would prevent the development and use of future tech- 
nologies, further depriving Ontario residents of the best in 
available care in the future. 

Our third area of concern is under Bill 50, section 4, the 
Denturism Act. As currently proposed, this act will authorize 
denturists to provide partial dentures even though they are 
not trained to diagnose or provide a treatment which will 
impact directly on the patient’s natural teeth. 

We believe that properly trained denturists provide a 
good service to the public, within their present scope of 
practice, that is, the fabrication of complete dentures to 
consumers missing all of their teeth. 

However, the skills required to diagnose, prescribe and 
prepare a partial denture are controlled acts, Bill 43, sub- 
section 26(2). These include the taking of diagnostic X-rays 
to evaluate bone and root support of teeth, prescribing any 
treatment required to these teeth and supporting structures, 
and carrying out treatment and alteration of these tissues in 
order to prepare the patient’s teeth and supporting struc- 
tures to receive a partial denture. 

Furthermore, a partial denture is only one option for 
patients missing some of their. natural teeth. A patient 
should have the right to have all of the available options 
explained by a knowledgeable and qualified practitioner. 

Serious pathology, such as gum disease or short roots 
under the bone, cannot be detected by a denturist because 
denturists are not trained to diagnose disease and are not 
qualified to take or interpret X-rays. Fabrication of a partial 
denture in the presence of existing pathology will result in 
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the eventual failure of that partial denture and probable 
damage to adjacent teeth and supporting tissues. We are 
concerned about the financial and health costs to the pa- 
tient, should this arise. Thus, sections 3 and 4 of Bill 50 
must be amended to ensure that denturists fit and dispense 
partial dentures only on the order or prescription of a den- 
tist in order to minimize the potential for harm to patients. 

Our fourth area of concern is under the Dental Hygiene 
Act, Bill 47. Section 3, the scope of the practice states, 
“The practice of dental hygiene is the assessment of teeth 
and adjacent tissues and treatment by preventive and thera- 
peutic means and, on the order of a member of the Royal 
College of Dental Surgeons of Ontario, the provision of 
restorative and orthodontic procedures.” 

We believe the wording of this scope of practice is 
improper. This wording would allow hygienists to treat 
teeth and adjacent tissues by therapeutic means without the 
order of a member of the Royal College of Dental Surgeons 
of Ontario. 

To treat by therapeutic means, an individual must be able 
to prescribe and interpret radiographs, determine pathology, 
diagnose and formulate a treatment plan and prescribe the 
various treatment modalities, including antibiotic and other 
drug therapies, surgical procedures, tissue alterations and 
scaling and root planing. As dental hygienists are not trained 
or qualified in interpretation and diagnosis and prescription of 
these procedures, how can they treat by therapeutic means? 

As proposed, this legislation could be interpreted to mean 
that a hygienist could set up independent practice and, with 
limited restriction, provide preventive services and some 
therapeutic services without a previous diagnosis, assessment 
or order of a dentist. Is this the intent of the legislation? 
The Thunder Bay Dental Association has had no represen- 
tation by the members of the Thunder Bay Dental 
Hygienists’ Association indicating that they wish an inde- 
pendent scope of practice. 

Proper cleaning and polishing of teeth almost always 
requires a scaling component above and/or below the gums. 
This scaling can only be carried out under an order of a 
dentist as it is an authorized act under Bill 47, section 4. 
Thus, it is difficult to understand how a patient could visit 
a hygienist in independent practice and receive a complete 
cleaning. This could fragment a patient’s treatment requir- 
ing the patient to travel back and forth between a hygienist 
and a dentist in order to receive a cleaning. The continuity 
and complete service a patient receives under a dental 
team, as it exists today, would be lost. 

Also, as our population ages, an ever-larger number of 
people are receiving joint replacements, heart bypass and 
valve surgery, and transplants of heart, kidney or other 
organs. They are becoming more and more commonplace. 
These patients may require prophylactic antibiotic cover- 
age prior to dental treatment, such as scaling and cleaning 
or polishing of teeth. This is done to prevent serious and 
possibly life-threatening infections in those replacement 
joints, transplants or heart valves. 

If a hygienist has independent practice, who will know 
to write the appropriate prescription for prophylactic anti- 
biotic coverage and who will order the prescription to be 
written? Failure to diagnose the condition and prescribe 


the appropriate antibiotic coverage could result in a possible 
life-threatening infection for the patient. 

While we feel that hygienists are technically very well 
trained and highly skilled in carrying out their present duties, 
we feel strongly that all treatment provided by a hygienist 
should be on the order of a member of the Royal College 
of Dental Surgeons of Ontario. This would continue to 
provide the safe, high-quality dental care Ontario residents 
receive today and would expect tomorrow. Therefore, to 
ensure that the dental hygienists’ scope of practice is consis- 
tent with their authorized acts, Bill 47, section 3 should read: 

“The practice of dental hygiene is the assessment of teeth 
and adjacent tissues and, on the order of a member of the 
Royal College of Dental Surgeons of Ontario, treatment by 
preventive and therapeutic means and the provision of re- 
storative and orthodontic procedures and services.” 

This would be less restrictive than present legislation 
and will not prevent hygienists from providing services 
previously prescribed by a member of the Royal College 
of Dental Surgeons of Ontario in community settings such 
as homes for the aged, chronic care institutions and group 
homes. 

I would like to conclude my remarks by thanking you 
for giving me this opportunity to voice the concerns of the 
Thunder Bay Dental Association with respect to this pro- 
posed legislation. 


Mr Wessenger: I would like to have counsel give 
some Clarification with respect to your comments concerning 
forms of energy. 


Ms Bohnen: The controlled acts set out in paragraph 
26(2)(7) of the main act refer to applying or ordering the 
application of a form of energy prescribed by the regula- 
tions. The government’s intention is to list in a regulation 
those forms of energy which, in consultation with the pro- 
fessions, are identified as hazardous. And then in that same 
regulation, authorize to the appropriate health profession 
their usage of that form of energy. 

A couple of professions—dentistry and optometry 
come most to mind—have objected, asking why is it that 
the Medicine Act specifically authorizes to physicians this 
controlled act but not in the Dentistry Act and not in their 
act. The reason is that the list has not been prepared; the 
regulation has not been prepared. That will not happen 
until there is consultation with the professions. However, it 
is certain that whatever is on the list, physicians will be 
ordering and applying those forms of energy because they 
do have the broadest scope of practice containing almost 
all—not all, but almost all—of the controlled acts. There is 
certainly no intention on the part of the government to 
prevent dentists from using what are identified as hazard- 
ous forms of energy in their practice. 


Mr Owens: A quick question to counsel: What types 
of restorative procedures do you envision hygienists being 
able to perform? 


Ms Bohnen: Under their proposed act they do not 


| perform restorative ones, except on the order of a dentist. 


But I believe that some dental hygienists work with dentists 
and dental specialists who do restorative work and that 
they would perform procedures of that nature and assist 
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with others of them. But those are not the types of procedures 
that they could do independently. 


The Chair: Thank you for your presentation. We ap- 
preciate you coming before the committee today. 
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LINDA MICKELSON 
The Chair: Dennis Batigelli has cancelled, and Linda 


_ Mickelson is next. I believe there is a written submission 
_ that you have given to the committee? 


Ms Mickelson: That is correct. 
The Chair: All members have received it. You have 


10 minutes for your presentation. I would ask that leave a 
_ few minutes at the end for committee members. 


Ms Mickelson: Madam Chair, committee members, 
my name is Linda Mickelson. I have been a dental hygien- 
ist for over 27 years. During these years of dental hygiene 
practice, I have had a variety of experiences. Presently, I 


| work full-time in clinical practice for six dentists in gen- 


eral practice here. For many years, I taught clinical dental 
hygiene at Confederation College in Thunder Bay. 

Eleven years ago, I was one of the first two dental 
hygienists elected by my peers as an official dental hygiene 
observer on the council of the Royal College of Dental 
Surgeons. My term with the RCDS is unique. Currently 
dental hygienists are governed by the Royal College of 
Dental Surgeons. However, we are not members of the 
RCDS. Therefore, the dental hygiene official observers sit 
on the college council and other RCDS statutory committees 
as official dental hygiene observers without voting privileges. 
I can tell you, you do not get lobbied much if you do not 
have a vote. 

Today I am not representing any group. The comments in 
this presentation reflect my personal experiences and are 
based on the knowledge I have acquired during my tenure. I 
believe in the value of a clean, healthy, oral environment, and 
also in the capabilities and integrity of dental hygienists. 

The mouth is the gateway to the body. The oral envi- 
ronment reflects health or disease of the whole body. The 
mouth is important for verbal and non-verbal communica- 
tion. A healthy mouth is just as important, if not more so, 
than healthy feet—and the public has access to unsuper- 
vised chiropodists who provide foot care. The condition of 
our mouth determines what we are able to eat, and there- 
fore, how we fuel our body. 

The primary function of the dental hygienist is to teach 
the hows and the whys of a healthy oral environment. By 
skilled technical means and instrumentation, we remove 
calcified plaque mechanically. We start the healing process. 
Verbally we attempt to empower the public to achieve and 
maintain a healthy, functional, oral environment. 

I am really excited about this new legislation. Now 
dental hygienists will be responsible and accountable for 
the dental hygiene services that they provide. They will 
have their own code of ethics, which will be a guide for 
decisions involving colleagues, employers and co-workers. 
The patient-client will have to be the first consideration. 

This new legislation will allow greater access to oral 
health services by the public. Under the present dental 








regulations, the supervision interpretation is very restrictive. 
A dentist must be on site and examine each patient. This is 
neither practical nor cost-effective in community living cen- 
tres, community health centres, hospitals or other institutions. 

There are a few specific points that I will bring to your 
attention with regard to Bill 47, An Act respecting the 
regulation of the Profession of Dental Hygiene, and Bill 43, 
the Regulated Health Professions Act. These specific points 
are: scope of practice, controlled acts, delegation, the register, 
powers of investigation, and transitional councils. 

Scope of practice: It is my understanding that the pro- 
fessions control their own members under the scope of 
practice statement. Presently the dental hygiene scope of 
practice statement is not in accordance with the same prin- 
ciples used for the other professions, as it refers not only to 
the practice of dental hygiene but also to “on the order of a 
member of the Royal College of Dental Surgeons.” Be- 
cause “on the order of” is included in the authorized act 
statement, it does not need to be in the scope statement. I 
recommend that “on the order of a member of the Royal 
College of Dental Surgeons” be removed from Bill 47, 
section 3, in order to be consistent with the other acts. 

Controlled acts: Dental hygienists do procedures such 
as pit and fissure sealants and topical fluorides on teeth. | 
recommend that the word “on” be added so that it reads 
“in, on or below,” or that the wording be changed to read 
“procedures that alter the surfaces of the teeth.” 

Delegation: I am concemed about delegation. Consumers 
of dental services assume certain things. They assume that the 
instruments are sterile, and that the room and the equip- 
ment are clean. It is important that all dental personnel are 
knowledgeable about disease transmission, sterilization 
and cleanliness. Some assistants are not formally trained. 

I believe it is important that the dental regulations state 
that unregulated persons employed to assist in dental of- 
fices be properly trained and educated. I recommend that 
delegation be made only to assistants who are formally 
trained in the educational system. Also, since the dental 
hygienists’ authorized acts are controlled acts for dentists, I 
would expect that dentists would not be permitted to dele- 
gate dental hygiene controlled acts to unregulated persons. 

The register: Generally dental hygienists are women, 
usually employed in dental offices. Is their operatory their 
business premise? Presently their home addresses are 
listed in the RCDS register. Many women, to protect them- 
selves, would not want their home address to be public. I 
recommend that it be specified that the register contain a 
designated business address. 

Powers of investigation: This states that the investiga- 
tor may examine but it does not specify whether the inves- 
tigator can obtain a copy of the records. Also, will there be 
a provision to provide access to other persons who are 
employers of the dental hygiene members? There needs to 
be assurance of access to records so that the employing 
persons will release records pertinent to the investigation. 

Transitional council: Bill 47 states that there will be a 
transitional council after third reading. From this dental 
hygienist’s viewpoint, it cannot be too soon. Working 
without our present regulatory body makes progress diffi- 
cult.There is no official spokesperson for dental hygiene. 
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Presently self-regulation of the professions is mainly 
reactive and punitive through complaints and discipline. 
I believe that with the inception of continuing compe- 
tence and quality assurance the colleges will become 
proactive, rehabilitative, and preventive in their manner 
of self-governance. 

Finally, I think all the political parties are to be con- 
gratulated, as well as the government staff, and certainly 
the review team. This has been a monumental task. How- 
ever, I think it is an example of how political parties can 
work together for the betterment of the public. 


Mr Beer: Thank you for your submission. One of the 
concerns that has been expressed by a number of represen- 
tatives of dentists groups or individuals, and was expressed 
again here today, is that of dental hygienists being in- 
volved in the mouth and how you are going to be allowed 
to do that in an unsupervised way. When you are practis- 
ing—I note that you are working with six dentists cur- 
rently—what has that meant in a practical sense? In effect, 
is there an understanding which evolves? If you are doing 
a number of things on your own—and you say you do not 
want them all to be “on the order of’—what is the actual 
practice, as opposed to the law as it stands? How tightly 
supervised are you by the dentist you would be working 
with? What is the nature of that control? 


Ms Mickelson: I suppose—and I have been around 
for a long time—that it is a question of the nature of the 
ward supervision. I have been around long enough that I 
have seen the interpretation of supervision go through 
many stages. When I started in practice as a dental hygien- 
ist back in 1964 here in Thunder Bay, I think the process 
was what you would call “on the order of.” Then various 
things occurred over the years and the interpretation of 
supervision has been tightened up. If you look at supervi- 
sion in any other areas of society, I think in dental hygiene 
the interpretation of supervision is probably more restric- 
tive than any other way. 


If I may give you my personal interpretation of how 
supervision should work or how “on the order of” will 
work in the future, I see it as a collaborative process. 
Supervision in other areas, whether it is the penal situation 
or social work or that sort of thing, works so that there is 
an exchange both ways and so that there is a discussion 
taking place with regard to the client. Very often that is not 
the case presently. I think supervision sometimes now can 
be interchanged with the word “control.” I do not know 
whether that answers your question. 


The Chair: Thank you very much for your presenta- 
tion. On behalf of all the members of the committee as 
well as government staff and task force members, we 
would like to thank you for your very nice comments. 


SALME LAVIGNE 


The Chair: Salme Lavigne; we have all received your 
submission. I ask that you introduce yourself for the record 
of Hansard. You have 10 minutes for your presentation, 
and if you would leave a few minutes at the end in case 
there are any questions we would appreciate that. Please 
begin now. 





Ms Lavigne: My name is Salme Lavigne. I have been 
a dental hygienist for the past 24 years and a dental hygiene 
educator since 1977. I have been directly involved with 
designing curriculum for dental hygiene programs both 
provincially and locally. 

Through my personal experience as an educator, I view 
dental hygiene as a dynamic profession whose members 
are capable of providing quality care to their patients. In 
addition, they possess the knowledge and skills necessary 
to initiate and manage community dental health programs 
in any type of setting, whether it is a nursing home, a 
chronic care facility or a children’s fluoridation program. 
Thus, I am pleased to see the elimination of “direct super- 
vision” and the addition of “on the order of’ in the new 
legislation, as I believe the dental hygienist is well pre- 
pared to assume this responsibility. 

Presently dental hygienists must attend college for a 
period of two years for skill preparation and development. 
They are educated in all aspects of dental hygiene proce- 
dures, including not only the technical aspects but with the 
major focus on the development of assessment skills. This 
includes the understanding of any medical implications 
disclosed through the taking of a thorough medical history, 
including drug interactions. The safe treatment of patients 
is paramount in this assessment process. This enables the 
hygienist to assess the overall health of the patient in order 
to make appropriate recommendations for patient treat- 
ment and continued self-maintenance. 

Under the diagnosis section of Bill 43: 

“A ‘controlled act’ is any one of the following done 
with respect to an individual: 

“1. Communicating to the individual or his or her per- 
sonal representative a conclusion identifying a disease, 
disorder or dysfunction as the cause of symptoms of the 
individual in circumstances in which it is reasonably fore- 
seeable that the individual or his or her personal represen- 
tative will rely on the conclusion.” 


Since dental hygienists are taught to assess the condition 
of the oral soft tissues, they are capable of communicating 
to the individual the condition, dysfunction or disease. In 
addition to assessing the nature of the condition of the 
patient’s soft tissues, they are well qualified in judging the 
time necessary to treat each individual patient. The dental 
hygienist is actually better able to judge the time necessary 
to treat soft tissue conditions than the dentist who is di- 
rectly supervising under the present regulation. Therefore, 
I believe the dental hygienist is well prepared to accept the 
responsibility of making these judgements. 

Again under the same section, paragraph 2, involving 
procedures: 

“2. Performing a procedure on tissue below the dermis, 
below the surface of a mucous membrane, in or below the 
surface of the cornea, or in or below the surfaces of the 
teeth, including the scaling of teeth.” 

I believe certain procedures performed by dental hy- 
gienists on tooth surfaces which alter the surfaces of the 
teeth, such as application of fluorides and pit and fissure 
sealants, should be included as controlled acts. Presently 
they are in the public domain. I therefore recommend that the 
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wording be changed to include those procedures which 
alter tooth surfaces. 

Under the delegation section of bill 43, which is sec- 
tion 27: 

“(1) The delegation of a controlled act by a member 
must be in accordance with the regulations under the 
health profession act governing the member’s profession.” 

When the dentist delegates a procedure, I would like 


assurance that the procedure be performed by someone 


formally trained. For example, individuals responsible for 
sterilization of dental instruments must have knowledge of 
infection control in order to prevent the transmission of 


diseases such as AIDS and hepatitis. Therefore, I recom- 
_mend the regulations address all non-regulated procedures. 


Under the quality assurance section of Bill 43, which is 
section 78: 








“The council shall make regulations under paragraph 22 


_ of subsection 91(1) prescribing a quality assurance program.” 


I am happy to see the inclusion of quality assurance in 
the legislation. Presently there is no provision in the legis- 
lation that professionals maintain competency. Currently, 


_ ina private practice situation, dental hygienists often may not 
have control over the quality of services provided. Some- 
times time restraints directed by the supervising dentist 
restrict the quality of the delivery of care. With the inclusion 
of a quality assurance program for all professions, both 
dentists and hygienists will be obligated to maintain stan- 
_ dards of practice through continuing education programs. 


In conclusion, it is an exciting time for the dental hy- 
giene profession. In response to this legislation, the new 
educational opportunities that will be created will result in 
better health care delivery to the public. 

Mr J. Wilson: In the Thunder Bay area, one of the 
other witnesses prior to you mentioned that there was a 
void there and the need for dental hygienists to go into 
nursing homes and chronic care homes. Can you explain 


| briefly what the situation is here? Is there really a void, 


that dentists are not covering those homes up in this area? 


Ms Lavigne: Basically, right now there are not any 
dental facilities as far as I know in any of the nursing 
homes. I believe there is a group of dentists who have 


_ formed a volunteer committee and they do go around and 


help individuals out in nursing home situations, but I do 
not think they are delivering any treatment. There are not 
any hygienists or dentists hired by institutions other than 
the Ontario hospital, I believe, the psychiatric hospital. 
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HANUSIA TKACZYK 
The Chair: Hanusia Tkaczyk. 


Ms Tkaczyk: My name is Hanusia Tkaczyk. I have a 
master’s degree in psychology and I have been practising 
in this area for over 10 years. The concerns I have are 
concerns of many other clinicians like myself, and these 
are in two major areas of the Psychology Act as proposed: 
first, the inclusion issue or access to registration, and second, 
the diagnosis clause. Regarding the first, the legislation as 
currently proposed will use the Ontario Board of Examin- 
ers in Psychology as the transitional body to the college of 





psychology. Unless that is amended, this will result in a 
grave misrepresentation of psychology in Ontario today. 

The current reality is that fully two thirds of practition- 
ers in psychology are not PhDs. Most of us have MAs, 
which involves five or six years of university training. We 
work independently of the psychologists. We do exactly 
the same type and quality of clinical work and carry ex- 
actly the same size of case load. We are not assistants or 
technicians. Our clinical job assignments are completely 
interchangeable with those of the PhDs and, as a matter of 
fact, in northwestern Ontario particularly, until a few years 
ago when there started to be more psychologists in the area, 
we were doing all the work and doing it quite competently. 

But in Ontario we are nothing. We are second-class 
citizens in our own agencies and we cannot attain the full 
status of recognized and responsible professionals within 
our own provincial organization. This is because the entry 
requirements, as they stand and as they are defined by the 
PhDs who are in control there, are academic credits from a 
PhD program. This is a body of background knowledge 
about human behaviour, but these programs do not neces- 
sarily include training and how to work with clients, par- 
ticularly programs that specialize in research or 
experimental work or include it to varying degrees. 

Meanwhile, clinicians who have had years of hands-on 
experience, who have often taken extensive clinical training 
from established experts in the clinical field, are shut out. 
There is absolutely no way, no opportunity, for us to be 
registered and accountable. OBEP and the psychologists 
will say to you that is not necessary because they cover us 
through a system of supervision. Well, quite frankly, it 
does not work. The numbers are unworkable. For example, 
just in the region of northwestern Ontario there are 30, 40 
or more non-psychologists who rarely if ever see a psy- 
chologist for supervision because these people cluster in 
Thunder Bay and in Kenora. They do not get out to the 
other areas. 

Psychologists and other clinicians are so busy that 
there is hardly time to do supervision anyway. There are so 
many people to be seen. If the psychologists were to super- 
vise us according to the OBEP guidelines even as they 
exist, there would be so little time to see any of their 
clients that it would just be unworkable. The reality is that 
there is an absolute minimum of supervision. There is oc- 
casional contact, some discussion as if between colleagues 
as to what is going on, but really very little. 

Yet, you should be aware that most PhDs are quite 
comfortable with this minimum of supervision, although 
supposedly their licences are on the line, so you would 
think they would be prepared to argue that we are compe- 
tent professionals and do not have to have somebody look- 
ing over our shoulders at all times. Yet the psychologists 
have given themselves sufficient power that they could 
prevent us, their supervisees, from working in an area of 
their established competence if the psychologist does not 
have training there. So, for example, if I had years of 
experience and background work in neuropsych and I geta 
new supervisor who does not have that, he or she is sup- 
posed to say to me, according to the OBEP guidelines, 
“You can’t do that any more unless we find somebody who 
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is trained in it who has a PhD also and can supervise you.” 
In northwestern Ontario where resources are scarce that is 
a real problem. 

The current supervision system allows a brand-new 
grad from the PhD program to tell a veteran who may have 
20, 25 years of experience what to do. If anything, it would 
probably be more useful for the new grad to benefit from 
the experience of someone who has been there, who has 
learned skills which cannot be taught and are simply not 
taught in academic circles. As a matter of fact, there is 
nothing in PhD programs preparing these people to super- 
vise anyway. There are no courses in it. 

Experienced non-doctoral clinicians in psychology do not 
even have a proper title; we exist by a variety of strange 
names. We are trained in psychology, have experience in 
psychology and practise psychology, yet we are not recog- 
nized and OBEP has been actively lobbying to continue the 
current practice of threatening us with legal sanctions if we 
attempt to communicate by a title, designation or description 
anything that reflects our valid and hard-earned abilities. 

If the purpose of the current legislation is to assure the 
public of a high quality of health care through duly regulated 
and legally accountable professions, then the non-doctoral 
clinicians in psychology must be included, but using 
OBEP as the transitional body will simply perpetuate an 
old system that is closed to anyone without a PhD. Inclu- 
sion of non-PhDs would result in legislative protection for 
the public of Ontario by realistically reflecting current psy- 
chological practice. This would be based on meaningful 
entrance criteria that reflect not only the very necessary 
academic credits, but equally valuable real-life experience 
in the profession and other forms of valid clinical training. 

Regarding the second issue, the diagnosis clause, as 
proposed now this could only be done by members of the 
college, and if OBEP remains in charge, that will effec- 
tively limit it to the psychologists. There are many clini- 
cians who have training and experience in areas other than 
psychology per se who can and do communicate conclu- 
sions about psychologically based disorders; for example, 
social workers, addiction counsellors and others. Why pre- 
vent them from doing their work? 

The basis of treatment for most clinicians is some con- 
clusion reached after an assessment period, and the profes- 
sional is normally expected to communicate that to the 
referring agency. 

Again, let’s take an example, particularly in northwestern 
Ontario in areas where there is not a psychologist any- 
where on site. Let’s say the clinician gets a referral from a 
family doctor about a client. Is this person depressed? Do 
they need therapy? What does the clinician do under the 
new legislation? Do they wait until a PhD turns up to 
sanction their conclusion and communicate it? Do they 
consult on each and every case? That is unworkable be- 
cause of the numbers involved, and you heard a bit about 
that earlier today. Do they ship the client to Thunder Bay, 
several hours away? None of these scenarios reflect a de- 
cent quality of health care for citizens in northwestern On- 
tario, who already do without quite a lot. Clinicians I have 
spoken to in preparing for this presentation are saying, 


“I’m not going to be able to do my job any more if this is 
upheld as it stands.” 

Of course, diagnosis is a very serious business and 
should only be done by people who are duly qualified and 
the public deserves protection of this particular clinical 
activity. However, limiting it to PhDs, limiting it to those 
academic requirements, is not the answer. 

Again, within psychology, experienced clinicians are 
hampered or discounted. Imagine doing all of the testing, 
all of the assessment, interpretation, treatment planning 
and report writing for a client. Then you have to have a 
psychologist co-sign it. This is somebody who may never 
have clapped eyes on your client, would not know him if 
he fell over him in the parking lot. Yet the psychologist has 
the legal responsibility to co-sign because only he or she 
has the legal right to diagnose. 

That system exists now. The co-signing implies that the 
non-PhD was some kind of technician, and that is not the 
case. Rest assured that few agencies have the luxury of hav- 
ing us doing just testing. We are all carrying a full case load. 
There is lots of work to be done. We are as capable and as 
ready to be responsible for our actions as the PhD colleagues. 

More important, I think this co-signing system is dis- 
honest. It implies an ownership of the work and a respon- 
sibility for it which deceives the public. We non-doctoral 
clinicians are concerned about it and we want to see that end. 

In diagnosis and in all areas of treatment, non-doctoral 
clinicians in psychology no longer wish to ride on the 
coattails of their PhD colleagues. If this legislation is to carry 
out its stated purpose, we must be included. We are the 
bulk of service providers in psychology. We are prepared 
to be directly accountable for what we do, and we find the 
current supervision system incapable of doing that. 

The public deserves an accurate and accountable system 
of professional regulation. The best way to assure this is to 
require that the College of Psychologists have not only 
PhDs but also non-PhDs who have full status and equitable 
representation on all relevant boards and committees of that 
college. I urge this committee to amend the legislation or 
make whatever recommendations are necessary to see that 
this is carried out. That concludes my presentation. 


Mr J. Wilson: Thank you for the presentation. I and 
my colleagues in the Ontario PC caucus have a great deal of 
sympathy for the non-doctoral clinicians. We have all been 
visited by a number of those, and also the PhDs. At one 
point you do begin to think it is kind of a turf war. 

But having said that, I would like to take this time to 
just ask the parliamentary assistant and staff, through him, 
what the thinking of the review committee was in this area. 
You made a comment earlier today that it is something the 
committee is going to have to work out, but what did the 
review people have to say about the non-doctoral? 


Mr Wessenger: I will have staff reiterate and perhaps 
further elaborate on that point. 


1520 

Ms Bohnen: The review really did not consider entry 
requirements to become a registered member of a profes- 
sion. It was concerned with identifying the professions to 
be regulated, establishing the structure for regulation, what 
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their scopes of practice should be and so on, but it did not 
vaddress for any profession what the qualifications should 
be, because those are the responsibility of the governing 
body when it makes its regulations. Those regulations will 
not come before a committee like this, but under this legis- 
lation they may well, and in all likelihood will, go before 


the Health Professions Regulatory Advisory Council. 


Mr J. Wilson: But did the question not come up when 


‘they were discussing the transitional council, specifically 


for this bill for psychologists, because the transitional 
council is made up of the old council, as I understand it. 

Ms Bohnen: I think you should ask Alan Schwartz 
‘that. My impression is that the answer is no, but I think 
_you should ask him that. 





| 


The Chair: Thank you very much for your presentation. 


TED MURPHY 


The Chair: Ted Murphy? You have 10 minutes for 
your presentation. We have all received a copy of your 


written brief. Please begin your presentation now and we 
_would ask that you leave a couple of minutes at the end for 
_ questions. 


Mr Murphy: All right. As a private citizen, I have just 


come to speak for the chiropractic association, and I will 
turn over to page 2 on the little résumé that I handed out. 


I am told that suggested new legislation would not rec- 
ognize the ability of chiropractors to diagnose knee joints 
and other non-spinal joints. The new law would recognize 
that only medical doctors can do a complete diagnosis of a 
knee disorder. I think this runs quite contrary to my own 
experience and it is rather hard to understand. I have been 
treated for about the last 15 years by a chiropractor, and I 
have found he seems to have a much better understanding 
of the knee problems than anyone else. From the point of 
view of the patient and the public, I think the law should 
be encouraging freedom of choice, recognizing the work 
that chiropractors do and do well. 

Also, I have difficulty with the idea that they cannot 
diagnose. I do not know how they are going to treat if they 
cannot diagnose. 

On the front it just gives my background as involved in 


athletics all my life and with the physical education associ- 


ation of Ontario and as a consultant with the Ministry of 
Education for 15 years and so on. The injury I picked up at 
McGill University, and it is something that seems to catch 
up to you as you get older and older. But I have found 
Danny Gleeson. He is a local chiropractor who is, I think, 
one of the tops in his field. David Irwin, as many of you 


know, of the Crazy Canucks, the skiers, gives Danny credit 


for keeping him on the ski tour. Also I think your infamous 


| Maple Leafs from Toronto sent down Wendel Clark for 


two treatments— 
Interjection. 
Mr Murphy: Yes, I am sorry about that. They will be 


good next year. They brought him down twice for Danny to 
~ work with and they brought Danny down twice to Toronto 


to work with Wendel Clark. 





I feel that in many ways they can be very beneficial. 
Also, without the ability to diagnose, it is going to really 
cut down their ability to help people. That is all that I have 
to say. Are there any questions? 


Mr J. Wilson: Just a quick question that is not in your 
presentation: You are obviously fond of chiropractors, but 
I am wondering what you think about us now moving to 
legislate, give them authority to use the term “doctor.” A 
number of them use it. They are not supposed to use it. 


Mr Murphy: I just accept it more or less, because a 
lot of them use the term “doctor.” 


Mr J. Wilson: Our concern is that the public may 
think these people are all MDs. 


Mr Murphy: Most of the people associate where they 
go. They look at the people as chiropractors and a doctor of 
chiropractic, not as a doctor as far as medicine is concerned. 


The Chair: Further questions? Thank you very much 
for your presentation. We appreciate your coming today. 

Gary Sartain? We have tried to contact the Canadian 
Association of Pastoral Education. Apparently they have 
been contacted and are on their way. We are a little ahead 
of schedule, so I would suggest that we recess for about 10 
minutes, get ourselves ready to depart, and reconvene so 
we can hear the last presentation. Hopefully they will be here 
within 10 minutes. Gary Sartain? He has not arrived yet. 
All right. 

As this is the first time that this committee has trav- 
elled together out of town, the clerk has asked me to re- 
mind everyone to ensure that the airline stub is submitted 
to the clerk at the end of each travel day. That is what is 
left of your ticket. Do not throw it away. They take out two 
pieces of your airline ticket and the remaining stub has to 
go to the clerk—not the boarding pass. So if we could just 
make sure that every member is aware of that, we will do 
that. We will just recess for 10 minutes. 


The committee recessed at 1526. 
1555 


CANADIAN ASSOCIATION OF 
PASTORAL EDUCATION 
The Chair: I call Gary Sartain. Welcome. I ask that 
you begin your presentation. You have 20 minutes. We ask 
also that you leave a few minutes for members to ask 
questions, if they have any, at the end of your presentation. 


Mr Sartain: My thanks for being allowed to appear 
before you. My name is Gary Sartain. I am an ordained 
clergyperson with the Evangelical Lutheran Church in 
Canada and a fellow with the College of Chaplains. Until 
last Friday I was chaplain and manager of pastoral service 
for McKellar General Hospital here in Thunder Bay. Today 
I begin a new position as northwestern Ontario regional co- 
ordinator of chaplaincy services for the combined minis- 
tries of Health, Correctional Services and Community and 
Social Services for the province of Ontario. 

I am in the process of becoming a provisional teaching 
supervisor for the Canadian Association of Pastoral Educa- 
tion, which is the program through which most spiritual 
care givers in institutional settings are trained in Canada. 
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It is the Northwestern Ontario Section of the Manitoba- 
Northwestern Ontario Region of CAPE on behalf of which 
I speak to you today regarding the proposed legislation. 
Our particular concern is the diagnosis clause, which we 
feel puts us, our immediate supervisors and our employing 
institutions in legal jeopardy for continuing to do our jobs 
appropriately and in the very way required by the stan- 
dards of the Canadian Council on Health Facilities Accred- 
itation, the national accreditation body for acute and 
long-term care institutions. 

At the very time that there is a growing recognition of the 
need for and the push towards holistic, team-based patient 
care in our health care institutions which includes attention 
to the spiritual dimension, a potential barrier looms that 
will inhibit the functioning of spiritual care givers and give 
those considering making them a part of their team cause 
for concern. 

The proposed legislation would preclude those of us in 
chaplaincy who are unregulated practitioners from “Com- 
municating to the individual or his or her personal repre- 
sentative a conclusion identifying a disease, disorder or 
dysfunction as the cause of symptoms of the individual in 
circumstances in which it is reasonably foreseeable that 
the individual or his or her personal representative will 
rely on the conclusion.” I quote from paragraph 26(2)(1). 

While the list of examples is almost endless, let me 
share with you several recurring scenarios from my previ- 
ous employment that I would be constrained from doing 
should this paragraph remain. 

First, at McKellar General Hospital, when a person 
was brought into emergency with vital signs absent, it was 
my responsibility to contact family and get them to the 
hospital and/or to sit with them in a private area while the 
emergency response team worked on their loved one. I 
would act as the liaison between the team and the family, 
passing on information that the medical team wished them to 
have—ie “We have succeeded in getting his or her heart 
going,” “Things are going okay, you can relax a bit now,” 
“We don’t hold out much hope but are doing all we can,” 
etc—as dictated by the situation and the needs of the family. I 
should add that the bottom line of this was that medical 
information was dispensed only with the permission and 
with the direction of the physician or medical team. Often, 
when a person was pronounced dead, the team would ask me, 
who had the relationship with the family and the expertise in 
handling such situations, to bear the news. Once the family 
had gotten through the shock, the attending physician 
would come in and provide details. 

While I was never making the diagnosis, my commu- 
nicating a diagnosis on behalf of the medical team was 
integral to our handling of a difficult situation for a family 
in the most caring way possible. 

By contrast, I think back to how, early in the develop- 
ment of the chaplaincy program at McKellar before this team 
approach was in place, a person had been brought in in the 
middle of the night dead on arrival. I called the family 
asking them to come to the hospital, not advising of the 
medical circumstance at that point, and then sat with them 
for 45 minutes until the physician who had pronounced the 
patient dead came and passed them information. He was 
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unable to do so before that because he had gotten tied up with 
the delivery of a baby prior to their arrival at the hospital. 

That family felt betrayed by me and by the hospital, that 
we could let them linger that long in limbo making small 
talk and acting like there was potential for things to be all 
right when we really knew otherwise. I can even remember 
them asking me to pray for the person to be okay and I was 
constrained from telling them the truth. My feeling is that 
the present paragraph will force the team back into this 
kind of untenable situation, which is not in the best inter- 
ests of patients and families nor of the care-giving team. 

Second, it was common practice on our intensive care 
unit for me as chaplain to be present, along with the patient’s 
total care nurse, when a physician held a consultation with 
a family, particularly when the circumstances were dire; ie, 
impending brain death, organ donation requests, etc. I 
would remain for family support when the other members 
of the team returned to their medical duties. 

Often I would discover that families had misheard or 
misinterpreted what the doctor said. Sometimes the appro- 
priate thing was to get him or her back to restate, if it was 
convenient or deemed necessary, but when this was impracti- 
cal or impossible, I would restate what was said, not making 
the diagnosis but communicating it in a way that facilitated 
the process of the family coming to grips with the situa- 
tion. If I were unable to do this, and I believe the present 
wording of the proposed legislation would preclude it, the 
family would be left in limbo and their relationship with 
the physician and nurse jeopardized. The very people the 
legislation seeks to protect would be harmed. 

Third, as a chaplain and member of our palliative care 
team, I was seen as the resident “specialist” in the area of 
grief. Often I would receive referrals from within and 
without the hospital to see and assess a person around a 
situation of loss. 

When the referrals would come, the bottom line for the 
person referring and/or the referred was, “This is what is 
happening, is this normal?” “Is this a normal grief reaction?” 
“Do I need psychiatric help?” I was being asked now to 
make a diagnosis that the counsellee and person referring 
both thought was within the scope of my expertise and 
practice. How does one refer, say, for psychiatric help on 
the one hand, or deflect from the busy psychiatric team 
where appropriate on the other, without making and com- 
municating a diagnosis that you would foresee and hope 
the persons involved would rely on? Yet the proposed di- 
agnosis clause would preclude this. There must be provision 
to allow chaplains to make and communicate a diagnosis 
that is within the scope of their expertise and practice. My 
example is the diagnosis around issues of grief and so forth 
as contrasted to a medical diagnosis, such as when someone 
has a cancer or something like that, which would be totally 
outside of my expertise and practice. 

We are well aware that it has been the contention of the 
Ministry of Health that it is not the intention of the legisla- 
tion to preclude chaplains doing the above. We do not 
dispute your intentions, but that could change. Further- 
more, we are concerned that the wording of the legislation 
will take precedence over the intent of the writers in our 
courts of law. We fear that disgruntled clients will initiate 
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prosecutions which, even if they are not successful in the 
sense that we are found guilty of contravening the intent of 
the legislation, will still be costly in terms of finances and 
reputation to defend. We implore you, therefore, to revise 
the clause to reduce our vulnerability. I must clearly state 
that we have no opposition to the general goals espoused 
in this legislation, but we do feel strongly that revision of 
the diagnosis clause is mandatory. 

We believe the latest draft proposal of the Coalition of 
‘Unregulated Practitioners does the job for those working 
as a part of a health care team, when it suggests that one 
‘cannot perform a controlled act unless the person is au- 
thorized by a health professions act to perform such act, or 
has been delegated the responsibility by someone so au- 
thorized. In each of the examples I quoted you, that was 
happening. The authorization was either given by the team 
or in the process of the referral. We remain concerned for 
chaplains in other settings, however, and for pastoral care 
givers in parishes. We understand there was an amendment 
to the act to exempt clergy from a particular faith group 
from treating their own parishioners by prayer or spiritual 
"means in accordance with the tenets of their religion. But 
often these clergy are sought out for counsel and advice by 
non-members, particularly in sparsely settled areas such as 
in the north. Are they still exempt by wording as well as by 
intent? We would doubt it, and we see it as mandatory that 
_ they be protected. Perhaps, in the end, the solution is to 
_ have a clause which states that the controlled act concern- 
_ ing diagnosis applies only to the regulated. 

| Finally, a personal observation. The Ministry of Health 
“response to date seems to indicate a significant lack of 
understanding of the scope and nature of the profession of 
| chaplaincy and the creative interface between community 
clergy, health care professionals, and health care institu- 
tions, particularly as it plays out in more remote or rural 
areas where resources are limited. I share that just from the 
fact that this response about the clergy was the initial re- 
sponse to our concerns. 

Because of this, and in hopes of helping you make 
"revisions to the diagnosis clause that I hope I have helped 
you realize are necessary, I am appending sections from 
| the McKellar Pastoral Care Policy and Procedure Manual, 
| written by myself, that delineate the functions, duties and 
| responsibilities of the various providers of pastoral ser- 
| vices, from paid professional to lay volunteer, including 
community clergy. I am also appending a copy of a letter 
to you from two chaplains at St Joseph’s General Hospital 
in Thunder Bay who concur with the presentation here. 
Other area chaplains and clergy have also been mobilized 
and will be writing you. I thank you for the opportunity to 
appear before you. 

The Chair: Thank you very much for your presenta- 
tion. Before I call for questions, I would like to tell you 
and anyone who is here that if at any time during the 
committee’s deliberations there is additional information 
you would like to make available to the committee, you 
can do so in writing to the clerk of the committee. That is 
for any individual, organization or group of individuals who 
would like to submit. Just for the information of everyone 
here, we have also had presentations in video form. As long 











as there is a covering letter, we would be happy to receive 
any information anyone would like to submit in any written 
or audio-visual format. All written material does become part 
of the public record. 


Mr Martin: I want to thank you for coming forward 
today and bringing what I think is a really interesting per- 
spective on this whole thing from the view of the chaplain. 
Certainly it highlights a concern we all have re how this 
Regulated Health Professions Act has a tentacle that 
reaches out into other areas and has potential to impact. I 
think that is particularly acute in the north, which is, as you 
say here, an underresourced area. We are for ever trying to 
find someone who can respond to a situation, a crisis, and 
now with maybe the potential to have a suit brought. Per- 
haps you might want to expand on that a little further. 


Mr Sartain: One of the things we have been working 
very hard at in the north and one of the reasons I was 
really enthused about taking my new position when the 
opportunity afforded itself is that we are working very 
hard at training people to be spiritual care providers. The 
emphasis has changed significantly. It used to be that a 
chaplain went into an institution representing his own faith 
and functioning from the tenets of that faith group, often 
only with people of his own faith group. Now the empha- 
sis is on determining what the spiritual resources are of the 
client or patient or family that you are meeting and using 
those resources and finding ways to mobilize and 
strengthen those kinds of resources. So a lot of training is 
going on along that line. 


1610 

Two years ago we had a training program here funded 
through chaplaincy services. Last year we did a training 
program in Fort Frances, Ontario. The people we trained 
were people doing chaplaincies in various institutions on a 
part-time basis who had had no training. One of them was 
in a home for the aged, another a nursing home in Kenora, 
one in Fort Frances in a jail, another in the hospital in Fort 
Frances, and another was a community clergy person in 
Emo who was very involved in that area in the areas of 
sexual assault and wife abuse and so forth. 


We are also concerned about what kinds of implica- 
tions this has for training, because if the supervisor, 
whether it is the educator or the institution, is liable for one 
of these students communicating a diagnosis, what does 
that mean? Probably we would be protected, but I can see 
certain administrators who may have a tendency from the 
outset to not want to take the risks involved, using that as 
an excuse not to proceed. So we are very concerned that as 
doors are opening for chaplaincy in areas that have pre- 
viously been closed people will feel that in order to protect 
themselves they are going to have to back off. 

I was also very involved when the Dryden disaster 
occurred here, and I would have to honestly ask questions 
about whether I would feel free to go to the airport and 
function in the way I did that night with this sort of thing 
involved. I am sure I probably would still do the same 
thing, but it is a concern that we have to start thinking 
about it. It is not that we do not always have to think about 
what is ethically moral and appropriate in terms of how we 
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deal with people, and I think we do that, and that is why I 
included some of the things from the McKellar manual 
that I think are very important, but we are concerned about 
going beyond what is necessary and actually inhibiting 
constructive work being done. I agree: the loose cannons 
just cannot be allowed to function, but the people who are 
being an integral part of our medical health care teams and 


whose work is being really appreciated, I think we need to i 


facilitate that rather than hinder it. 

Mrs McLeod: Obviously the concern you bring for- 
ward is a very real one, and I think all members of the 
committee have heard it in other settings and other occa- 
sions, but one of the things the committee and ultimately 
the ministry and the minister will have to struggle with is 
whether or not there is a cure which is less drastic in its 
implications than the presenting problem. I wonder, with 
that in mind, if you could say a little bit more about how 
theoretical the concern is in a legal kind of way versus 
how real you think the prospect would be of a chaplain 
who had been working within a counselling setting actu- 
ally prosecuting afterwards. 

Mr Sartain: I think it would be very real, and the 
reason I think it would be very real is that in the three 
years I was at McKellar hospital I wrote two letters for 
doctors and one letter for a nurse to their respective col- 








leges where they were being challenged by people for 
things that just had no basis. One of the things, for example, 
was a physician who was accused of not doing his job such 
that the chaplain had to do it for him. It was a situation 
where he had spent 20 minutes explaining to the family 
what the situation was and they were so predisposed to not 
hear him that they did not hear it, and when we restated it, 
then all of a sudden we were the hero. There was no real way 
they could see to touch me, so I was made Mr Wonderful 
and everybody else in the place whom they thought they 
could sue was Mr and Mrs Bad Person or Miss Bad Per- 
son. Just seeing the kinds of things people do and the kinds 
of reasons, I am convinced it would not be very long before 
somebody would put this to the test. People have some 
really funny ideas also about religion and chaplaincy and so 
on and so forth. That is one example, and I guess I could 
think of several others quite quickly, but time is limited. 

The Chair: Thank you very much for your presentation. 

The committee now stands adjourned. The receipt I 
mentioned earlier is this one at the back of the airline. It is 
the white piece. The clerk requires that, and the clerk has 
asked me to inform you that there will be four taxis at 4:20 
at the front doors to take anyone who wishes to go to the 
airport to catch the plane. Thank you very much. 


The committee adjourned at 1615. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Tuesday 20 August 1991 


The committee met at 1003 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI L-ACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 
Health Professions Act, 1991, and its companion legisla- 
tion, Bills 44-64. . 

Reprise de l’étude du projet de loi 43, Loi sur les pro- 
fessions de la santé réglementées et les projets de loi, 44 
a 64, qui l’accompagnent. 


ONTARIO PUBLIC SERVICE EMPLOYEES UNION 
The Chair: I would like to call the Ontario Public 


_ Service Employees Union. The committee welcomes you. 
You have 20 minutes for your presentation. We would ask 


you to leave a few minutes at the end for questions from 
committee members. Begin your presentation now, please. 


Ms Casselman: Good morning. My name is Leah 
Casselman and I am a member of the board of directors of 
the Ontario Public Service Employees Union. With me are 
Fran Zaitz, a registered laboratory technologist and an 
elected representative on our medical division within our 
union; Beverly Dalys, a researcher with OPSEU; Amani 
Oakley, a registered medical technologist and local presi- 
dent of Wellesley Hospital, and Fred Wambera, also a 
member of our medical division and a registered X-ray 
technologist. 

Thank you very much for hearing our presentation 
today. I will try to be as brief as I can. You have our 
document before you, and I will be running through it. 
Here we go. 

Our union, the Ontario Public Service Employees 
Union, represents more than 10,000 health care profes- 
sionals across Ontario. We are, of course, very interested 
in this legislation. We, as many of you will know, have 
been fighting for years and have recognized that health 
care workers are dedicated professionals and that their 
work is very valuable to our society. We also have been 
trying to let the employer and the public know that these 
workers have been denied the respect and dignity afforded 
to other professions. 

It is for this reason that it is a pleasure to see the 
government leading the way in conferring upon these 
workers the esteem that they have long been withheld. But 
we are also distressed with the line that this legislation is 
taking forward. The Health Professions Regulations Act 
and its companion acts will shake up health care delivery 
in Canada. The effects will no doubt be felt by many inter- 
est groups and individuals across the province. OPSEU, like 
other groups, has many concerns about this legislation, and 


the one that we will be speaking about today in particular 
is triple jeopardy. 

For those who are not familiar with triple jeopardy, it 
means that workers in the field can be actioned against by 
their employer, by their college and by their licensing 
board. When they are actioned by their employer, we have 
a grievance procedure, and the members, the workers, will 
be represented. If they are actioned by their college, they 
are on their own with a lawyer, and, again, they are on 
their own with the licensing board. 

The other concerns that we will be discussing with this 
committee, and have discussed in the past, are the question 
of, again, absence of union representation on governing 
bodies, credentialism and the question of who gets admit- 
ted to the colleges and the financial cost our members have 
to bear to maintain the colleges. 

We are very concerned about the discipline and that 
our members in health care will face this situation of triple 
jeopardy. As you know, the Health Professions Legislation 
Review was initiated in 1982 by Alan Schwartz. We have 
seen this as a very anti-worker bias to this committee. 
There was no presentation or acknowledgement or request 
for hearings from workers or their representative, the 
union. 

We are not opposed to guaranteeing the public that it 
can rely on quality of service that the government pro- 
vides. We have for some time been promoting quality pub- 
lic service in our campaigns, as I am sure you are aware. 
We become leery, however, when the burden of account- 
ability, which properly belongs to the decision-makers 
such as ministry officials and hospital administrators, is 
passed on to the employees or the workers. Clearly, we see 
that this is what this bill does. 

This legislation will pass on to employees responsibili- 
ties and liabilities that ultimately belong to their employ- 
ers. Professional self-regulation is at odds with the work 
structure for many of the professions listed in schedule 1 
of Bill 43. 

Professional self-regulation is necessary as a check for 
self-employed professionals who possess a great deal of 
specialized knowledge and control over their work, and 
extensive decision-making powers. For self-employed 
practitioners who are in control of their work and who 
have no employer to determine how they will practice, it is 
imperative for a regulating body to set standards and step 
in when necessary. But for workers in traditional employ- 
ment relationships who have some direct supervision in 
their jobs and who are responsible to their employers for 
carrying out the instructions they are assigned, profes- 
sional self-regulating bodies may duplicate employer func- 
tions that are already carried out. 

We are very aware, as I am sure the Chairperson of this 
committee is, of the financial constraints within the health 
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care system in Ontario. We are struggling daily to provide 
and maintain our high quality of health care within this 
province, but health care providers are stretched to their 
limits. In laboratories and hospital wards, budget cuts have 
forced workers to struggle to maintain that high quality. 
With the cutbacks, we are convinced that those burdens 
will shift to the workers. 

The combination of financial cutbacks and increased 
liability through professional regulation may be deadly to 
health care workers. If health care professionals are 
brought before the council of their colleges or the health 
review board on a complaint, they can end up paying for 
their employer’s shortcomings. 

Unions have fought hard both in the political process 
and in litigation to instil the principles of natural justice 
into our labour relations system. When organized workers 
are penalized by their employers, they have access to a 
grievance procedure with full union representation and are 
deemed to be innocent until proven guilty. With the com- 
plaints and discipline procedures and bodies laid out in 
Bill 43, these principles of natural justice are abandoned. 


1010 

The triple jeopardy problem is related to union repre- 
sentation. The primary reason for the overhaul of the legis- 
lation covering health care workers is to make individual 
workers more open and accountable to the public. The 
bodies created under this legislation—the Health Profes- 
sions Regulatory Advisory Council, which determines the 
scope of practice for each profession and determines who 
is regulated under which terms, and the Health Professions 
Board, formerly the Health Disciplines Board, which is 
primarily responsible for conducting hearings and review- 
ing decisions made by the councils of colleges—hold the 
balance of authority in the jurisdiction. 

These bodies appointed by the Lieutenant Governor 
are charged with looking after the interests of the public. 
Clearly this lacks balance. In disciplinary matters, what 
possible incentive would the board have for finding in 
favour of the worker under investigation? 

These bodies must be composed equally of lay public 
members and practising health care professionals. Without 
this balance, many variables which affect health care, such 
as technical specifications and working conditions, could 
be overlooked or misunderstood and lead to unfair or unre- 
alistic decisions. 

It is also important that the worker’s perspective of 
how events may have transpired be considered in anything 
as important as a disciplinary hearing or in determinations 
on who should perform which controlled acts. 

The one-sidedness that is blatant in the Health Profes- 
sions Regulatory Advisory Council and the Health Profes- 
sions Board is repeated, to a lesser extent, at the level of 
the college councils. There are a number of committees 
that members are appointed to, as outlined: the executive 
committee; the registration, complaints, discipline, fitness 
to practise and the continuing competence committees. 
These committees, which have immense control over who 
will be practising in each of these professions, are com- 
posed of members elected by the members of the college. 
On the one hand, they are public representatives of their 


professions. Naturally, many will wish to represent excel- 
lence. This means they will have an interest in being rigor- 
ous with their colleagues. On the other hand, they are 
practitioners who have firsthand knowledge of the difficul- 
ties in the workplace and the possibilities for errors and an 
understanding of how their peers may be reasonably or 
unreasonably charged with failing to maintain the stan- 
dards of practice. 

Presumably, some of the members elected to the coun- 
cil and subsequently appointed to one of the powerful 
committees will be able to balance their competing inter- 
ests; others might have a more biased perspective. For the 
council to simply appoint members to committees that can 
make or break a number of careers and lives indicates a 
gigantic leap of faith to attain justice. 

OPSEU would like to see assurances built into the leg- 
islation that would make the colleges more open to its 
members’ participation. Specifically, OPSEU would like 
clauses in Bill 43 which would make it clear that members 
elected to the professional regulating bodies are provided 
with paid time off with no loss of seniority from their 
employers for college activities. If you do not do that, you 
limit it to those people who can afford to participate. 

For the committees and health review board to work 
effectively and legitimately, they must adhere to the princi- 
ples of due process under law. These procedures must 
more closely parallel justice procedures in criminal ac- 
tions, where lawyers representing both sides make deci- 
sions in jury selection, and in labour arbitration, where 
arbitration boards are composed of nominees representing 
both sides in a dispute and a neutral chair, and where a 
single arbitrator is agreed upon by the two sides in a dis- 
pute. Under this bill, the committees at the college level, 
the advisory council and the Health Professions Board do 
not resemble mainstream justice bodies. 

To correct the problems outlined in this presentation, 
OPSEU recommends the following changes in terms of 
composition. 

At the colleges: 

1. The appointees of the Lieutenant Governor be se- 
lected to represent two constituencies—labour and pub- 
lic—and that the two constituencies be equally 
represented; 

2. The members of council be appointed to the com- 
mittees on a basis of equal representation, though the ex- 
isting proportions remain the same; 

3. When any committee is convened to hear a case, the 
public representative can select one public Lieutenant- 
Governor appointee, the accused can select one labour 
Lieutenant-Governor appointee, and that the two ap- 
pointees jointly select a neutral chair from the pool of 
elected members. 

At the college level, this setup would have another 
advantage. In order to be selected as a neutral chair, the 
elected member would have to maintain a track record of 
fair decisions. This would force careful consideration of all 
the facts. The record may also influence re-election to the 
college. 

OPSEU also urges this committee to change the com- 
position of the advisory council and the Health Professions 
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_ Board in a corresponding manner. It must be balanced to 
- equally represent the two parties to any proceedings: the 
public and the health care workers. 

We recommend that the appointees of the Lieutenant 
Governor on these bodies be selected from designees of 
the interested parties. We also ask that sections 8 and 18 be 
struck from the legislation. We apply the same reasoning 
to our position on the composition of these bodies as we 
do regarding the councils. Without firsthand representation 
of practising professionals, the advisory council and the 
Health Professions Board both run the risk of neither pro- 
viding the public with the protection it requires nor provid- 
ing the professions with the equity to which they are 
entitled. 


The Chair: Thank you very much for your presenta- 
tion. I have a question or comment from the parliamentary 
assistant, Mr Wessenger. 


Mr Wessenger: You make a statement that I am 
somewhat concerned about. You indicate that the disci- 
pline procedures are contrary to the principles of natural 
justice. I would like you to elaborate on that statement, 
because I would like to know the specifics you have con- 
cern about. 


Ms Dalys: I am Beverly Dalys, research education of- 
ficer with OPSEU. 

The principles of natural justice involve, among other 
things, equal representation for two sides. There is no rep- 
resentation for workers at any level. If you have the Health 
Professions Board having solely representation from the 
public and it is deemed to balance the interests of the 
public against the interests of the health care worker, there 
is obvious lopsidedness there. Where is the worker’s repre- 
sentation or representative? 

The legislation states that the Health Professions Board 
can hire consultants who know health care, but those peo- 
ple are not going to be practitioners. Those people are 
going to be former health care workers who might not be 
in touch with the realities in the health care settings today, 
which are undergoing a lot of change because of budgetary 
reasons. They are generally we think going to be manage- 
ment people who have gone on to the next stage in their 
career and are really quite removed from the reality, or 
workers, in the health care system. Certainly when we 
compare any of these boards we have talked about and the 
councils in the colleges to arbitration boards, they are quite 
different. I think the question of where natural justice is 
missing is quite evident when we look at that. 

Mr Wessenger: You have no specific suggestion with 
respect to procedures under the act or no complaint about 
procedures. It is really just a question of representation on 
the college discipline board. Is that your only concern? 

Ms Dalys: Representation is our primary concern. I 
can get back to you in writing with more details on proce- 
dure. It is not something we have consulted our member- 
ship on widely. 

Mr Wessenger: I would just like to make a comment. 
I think you are looking at a traditional labour situation 
where you have a board composed of management and em- 
ployee representation equally with an independent arbitrator, 





but I assume that is not the type of structure you are look- 
ing at with respect to this committee. You are not going to 
have management people on that committee. Therefore, 
you know, it is just like a judge. A judge gives justice, 
and an independent board—I do not see the problem 
with respect to this whole question of natural justice in 
this regard. 


Mr Martin: Just listening to your presentation, I 
wanted some clarity. You mentioned that you would like to 
have five labour and five public on the appointed side of 
the college. Presumably you mean labour from the particu- 
lar group of people the college oversees. That, in my mind, 
would tip the balance of the committee in a direction that 
was different from the intent of the legislation, which was 
that there would be just a slight overrepresentation of the 
college, of the professional versus the public. Could you 
explain that a little further so I might understand it more 
clearly? 

1020 

Ms Dalys: Okay. When you are saying this, are you 
talking about the amendments that were brought in about 
two weeks ago with respect to the colleges? 


Mr Martin: No. Your recommendation this morning 
here that says, “The appointees of the Lieutenant Governor 
be selected to represent two constituencies: labour and 
public.” The intent is that it would be the public. You are 
saying labour and I am asking, do you mean the folks the 
college is overlooking? If so, then that means the balance 
is tipped in favour of having certainly many more of the 
profession in the college than the public. The intent here 
was to keep that a little closer so that we would have more 
protection for the consumer. 


Ms Dalys: We mentioned in the presentation that we 
think the elected members to the colleges have quite an 
opportunity to be neutral because they represent excellence 
in their professions, they know their professions, they ob- 
viously want the public to look upon them favourably. 
They also recognize where there may be difficulties in the 
workplace settings, where cost-cutting might mean they 
are forced to compromise their standards of practice. We 
seem to see some balance there, but when you bring ap- 
pointees in from the public, they are going there to deter- 
mine someone’s fate, and if there is no pressure on them to 
say, “What’s the balance?” they can say: “Better safe than 
sorry. Destroy this person’s career because he may have 
made a mistake.” 

We do not see where the public representatives, if they 
represent only the public, which is trying to be protected 
from the health care worker, assuming it needs this protec- 
tion—we do not see a balance there. If your public mem- 
bers are looking at both sides of the problem, and one is, 
“Is the public being adequately protected from whatever 
may happen in the health care system?” and, “Is the 
worker really at fault?” I think that is where you get the 
balance. 

Mr Martin: My reading of it is that if you put five, 
the profession then gets two shots at being on the board 
and the numbers then become greater. Anyway, I under- 
stand what you are saying. 
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Mr Beer: This really follows on with the question we 
just had, but I ask you to really think through what you are 
proposing here. It seems to me if I am a member of the 
public and am appointed, part of my responsibility in pro- 
tecting the public interest is very much in looking at the 
concerns individual workers may have and in achieving 
that balance. The whole reason for public participation is 
to look at the whole broad spectrum of public interest. 

It seems to me that what you create here is a further 
problem. I put it to you that part of the responsibility as a 
public member is ensuring that the interest of the worker, 
the professional, whoever it is who is coming before the 
body, the council or the college, is protected. You seem to 
juxtapose the interests of labour and the public as though 
they are two entirely different things. 


Ms Casselman: Not at all. We just want to make sure 
that both sides are equally and fairly represented. That is 
why we would go to the model of an arbitration where you 
would have both sides representing, to ensure that the the 
cost-cutting factors that have affected the way this person 
can now do his job are presented; or these are the changes 
this local employer has implemented in this procedure, which 
may not be under the act, so he can get the job done faster. 

We just want to make sure that someone from labour, 
representing the worker, is presenting the whole case 
fairly. We are not in any way negating the responsibility or 
the importance of having the public there at all. It is not a 
matter of trying to shift the balance. That is why we would 
see that neutral chair in there. It is a matter of ensuring that 
all the factors that affect the way a worker is told to do his 
job by an employer—because we are talking about an em- 
ployer situation. Those are the things we want to ensure 
are there. We do not think a public member would have 
access to that knowledge or that understanding. 


The Chair: I would like to thank you very much for 
your presentation before the committee this morning. We 
appreciate your appearing. I say to you and to any mem- 
bers of the public or professions that if at any time over the 
course of these hearings there is additional information 
you would like to present, please feel free to do so in 
writing. 


CANADIAN INSTITUTE OF PUBLIC HEALTH 
INSPECTORS (ONTARIO BRANCH) 


ASSOCIATION OF SUPERVISORS OF PUBLIC 
HEALTH INSPECTORS OF ONTARIO 

The Chair: I would like to call now the Canadian 
Institute of Public Health Inspectors (Ontario Branch) and 
the Association of Supervisors of Public Health Inspectors 
of Ontario. I ask that you please introduce yourselves. You 
have 20 minutes for your presentation. I ask that you begin 
now, and if you would leave a few minutes at the end for 
questions from committee members, we would appreciate 
that. 


Mr Callanan: Thank you. My name is Paul Callanan 
and I represent the Canadian Institute of Public Health 
Inspectors (Ontario Branch). Pamela Cook represents the 
Association of Supervisors of Public Health Inspectors 
of Ontario. Klaus Seeger is the president of the of the 


Canadian Institute of Public Health Inspectors (Ontario 
Branch). 

Thank you for this opportunity to address you on Bill 
43. The purpose of our presentation is to affirm the interest 
of public health inspectors in being designated under the 
legislation. It is our understanding that from the outset the 
primary purpose of regulating health care professionals 
was to advance the public interest by protecting consumers 
from unqualified, incompetent or unethical health profes- 
sionals. Public health inspectors are currently unregulated. 
It is our position that this is not in the best interests of the 
citizens of Ontario. 

Our submission details briefly the role of the public 
health inspector, education requirements, the need for and 
benefits of public health inspector registration and registra- 
tion in other provinces. We will try to be brief and, in the 
interest of time, we will perhaps skip over a few sections 
in our brief. 

Contemporary preventive health care is a highly com- 
plex, multidisciplinary system. Public health inspectors act 
independently in fulfilling many diverse program responsi- 
bilities, and their supervisors must rely on their sound 
judgement, integrity and competence as they serve the 
public in a myriad of ways each day. Designation and 
establishment of a college would assist program directors 
and the medical officer of health in providing the highest 
quality of service to the public. 

In 1989, a national study of the profession established 
that the national percentage of public health inspectors 
were monitoring or advising with respect to a wide variety 
of environment health program areas, some of which are 
listed in our presentation. 

At appendix A, you will find a generic job profile for a 
public health inspector, as prepared by the Ontario branch 
of the Canadian Institute of Public Health Inspectors. 

Citzens place their health, and often their financial se- 
curity, in the hands of the public health inspector when 
dealing with problems such as contaminated water, un- 
wholesome food, food poisoning investigations and vari- 
ous land development issues. The citizen cannot be 
expected to know if the advice is correct or if the public 
health inspector is competent and acting ethically. The dif- 
ficulty the public has in screening practitioners—and the 
same difficulty faces employers—increasingly imposes an 
obligation on the part of the profession to ensure that mini- 
mum standards of conduct and competence are main- 
tained, but in order to do so effectively, however, 
professions must be legally mandated. 

Subsection 26(1) of Bill 43 provides that: 

“No person shall perform a controlled act set out in 
subsection (2) in the course of providing health care ser- 
vices to an individual unless, 

“(a) the person is a member authorized by a health 
profession act to perform the controlled act.” 

Subsection 26(2) goes on to list controlled acts, one of 
which is “communicating to the individual or his or her 
personal representative a conclusion identifying a dis- 
ease, disorder or dysfunction as the cause of symp- 
toms.” It is part of the job of a public health inspector to 
“communicate a conclusion identifying a disease, disorder 
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or dysfunction as a cause of symptoms,” and it is certainly 
foreseeable that the conclusion will be relied upon by the 
client. A few examples include food-borne and water- 
borne disease investigations, communicable disease fol- 
low-ups such as bacterial meningitis, and infections 
resulting from drinking contaminated well water or swim- 
ming in contaminated water. 

The public health inspector might indicate, “You had 
food poisoning caused by salmonella enteritidis,” or, in 
another example: “The lab report indicates your well water 
is contaminated. Your symptoms result from drinking con- 
taminated water.” Yet another example is, “It is possible 
that you contracted conjunctivitis from swimming in a 
pool with unchlorinated water.” In each of these examples, 
members of the public relying upon the information pro- 
_ vided by the public health inspector are exposed to harm if 
_ the information is in error. 

In addition, physicians often refer their patients to 
health units and public health inspectors when they suspect 
a patient’s symptoms may result from environmental expo- 
sure. Examples include blood lead level studies, 
_methaemglobinaemia investigations and carbon monoxide 
exposures. An incomplete investigation in any of these 
cases poses a significant risk of harm to the patient. 

— 1030 
| Sanctions for the offence of performing a controlled 
act contrary to section 26 include fines of up to $25,000, 
imprisonment or both. Public health inspectors are justifi- 
ably concerned about their potential liability. Moreover, 
_ since public health inspectors perform controlled acts and 
since there is a risk of harm resulting from the perfor- 
mance of these acts, public health inspectors should be 
designated in order to protect the public from harm. 

Education requirements: The current requirement to 
| practise as a public health inspector in Canada is certifica- 
- tion by the Canadian Institute of Public Health Inspectors. 
Certification follows university education, an apprentice- 
ship period and successful completion of oral and written 
examinations. Continuing education is an essential part of 
' the life of a professional person. Once practising, there is 
no requirement that the public health inspectors in Ontario 
maintain minimum standards of competence, however. 
Public health inspectors who received training many years 
ago may not be adequately familiar with changing technol- 
ogies and new health issues. 

In addition, certified inspectors may re-enter the pro- 
fession after an absence of many years without adequate 
retraining. We maintain that the public is not well served 
by a system that does not ensure that public health inspec- 
tors, in addition to other health professionals, are trained to 
current standards. The field of environmental health is 
complex and rapidly changing and a requirement for con- 
tinuing education should be enshrined in the profession. 
The Canadian institute is not currently mandated to require 
continuing education for its members, but designation in 
Bill 43 would allow standards of continuing education to 
be established by the college. 


Ms Cook: Turning to the need for registration, it is 
our belief that designation of public health inspectors 1s 








necessary to protect the public from harm resulting from 
this conduct. A number of examples of public harm were 
discovered during preparation of this position paper. In one 
case, a public health inspector issued a number of certifi- 
cates of approval to construct private sewage systems 
which were contrary to requirements of the subdivision 
agreement and the Environmental Protection Act and regu- 
lations. Each applicant was directed to deal with one par- 
ticular contractor, who allegedly extended financial 
rewards to the inspector for the business. 

In another example, a public health inspector who also 
owned a private business allegedly used confidential infor- 
mation gained from public duties to arrange contracts for 
his business. He also allegedly issued approvals contrary 
to the regulation in return for personal benefits. In another 
case, a public health inspector routinely coerced a restaura- 
teur to cash cheques, all of which were returned NSF. The 
restaurant operator permitted a number of NSF cheques, 
being concerned about reprisals by the public health in- 
spector if he reported the inspector. Unfortunately, there 
are other examples. 

In some of the cases of misconduct we uncovered, the 
inspectors were dismissed once the malfeasance was 
brought to the attention of his or her employer. This does 
not, however, prevent employment as a public health in- 
spector with another agency and the possibility for further 
public harm. 

Without disciplinary authority or procedures, the Cana- 
dian Institute of Public Health Inspectors is powerless to 
control its eligibility for rehire. The public deserves the 
right to independent investigation of public complaints re- 
garding public health inspectors. The field of environmen- 
tal health and the role of the public health inspector have 
changed significantly in recent years, and their certifica- 
tion by the Canadian institute, which is required to practise 
as a public health inspector in Canada, is insufficient to 
regulate the conduct and competency of a public health 
inspector once practising. 

The self-regulation envisioned by Bill 43 would allow 
establishment of a system of continuing education which 
will ensure that only competent public health inspectors 
practise in Ontario. In addition to health care consumers, 
employers in the public health inspection profession would 
also benefit from designation. Employers would benefit 
from a system designed to strengthen the abilities and 
competence of existing staff and ensure the competence of 
new employeés who may have been working in other 
fields for a number of years. 

Formalized standards of practice and a code of ethics 
would also assist the employer in establishing expectations 
of employees. If designated, the public health inspection 
profession would also benefit from a new-found ability to 
deal effectively with complaints of misconduct or incom- 
petent practitioners who may cause the reputation of the 
profession to fall into disrepute. The impartial review pro- 
cess contemplated by the legislation would provide for a 
thorough review of any complaints while at the same time 
protecting members from frivolous and vexatious alle- 
gations. Members would also benefit, through greater 
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employee support for continuing education, to maintain 
minimum standards of competence. 

Turning to registration in other provinces, Bill 43 pro- 
vides Ontario the opportunity to show leadership by desig- 
nating public health inspectors, thereby requiring 
self-regulation with appurtenant public benefits. Other 
provinces, however, have already granted self-regulation 
to public health inspectors. By a 1985 amendment to the 
Society Act of British Columbia, registration was granted 
to public health inspectors. 

A board of registration which is affiliated with, but acts 
autonomously from, the CIPHI British Columbia branch, 
is empowered to administer all matters respecting the reg- 
istration of members, including qualifications for member- 
ship, continuing education, conduct of members, ethics 
and standards of practice and sanctions of misconduct, in- 
cluding suspension or expulsion from the membership. 
The BC branch has developed standards of professional 
practice which are outlined in appendix B. Similarly, legis- 
lation has already been passed in Alberta, and public health 
inspectors in Saskatchewan and Quebec have requested 
registration, and it is presently under consideration in 
Manitoba, Newfoundland and Atlantic branches of the 
institute. 

The Health Professions Legislation Review criteria 
were developed to address four basic issues. While the 
Ontario branch of the CIPHI addressed the four criteria in 
our 1984 submission to the Health Professions Legislation 
Review, we found it may be useful to review our position 
in this paper, and these have been outlined for you in 
appendix C. 

In conclusion, public health inspectors are key players 
in the increasingly technical world of health care. They are 
part of a team but do not share the same protection as other 
members of the team. Consequently, the public cannot be 
assured that all practitioners they come into contact with 
have met with the same minimum standards. Designation 
of public health inspectors is necessary to ensure that the 
public has access to competent and professional public 
health inspection services. 

Inclusion in the health professions legislation will 
bring benefits to the following: The public will be better 
protected through a system designed to ensure the ongoing 
maintenance of competence of public health inspectors it 
turns to for advice and guidance; and inclusion in the legis- 
lation will ensure the highest standard of service to the 
public. The employer will benefit from a system designed 
to strengthen the abilities and competence of public health 
inspectors. The employer benefits from a system which 
ensures it a constant supply of well-qualified, competent, 
professional staff. Further, when problems such as incom- 
petence or unethical behaviour arise, the employer is as- 
sisted in dealing with these. Professionals benefit through 
the support and guidance they receive regarding maintain- 
ing their competence and adherence to established profes- 
sional standards. The profession will benefit from a system 
which permits unqualified, unethical or unscrupulous practi- 
tioners to be suspended, penalized or even barred from prac- 
tising. The ability to regulate the public health professional 


helps to protect the health and safety of the public by 
setting standards for education, training and practice. 


Mr Wessenger: Thank you very much for your pre- 
sentation. Are you aware that under this act there will be a 
health professions advisory council created to which you 
can apply for designation? 


Ms Cook: We are aware of that. 


Ms Haeck: I definitely appreciate the kind of work 
you do out in the field, which basically is the foundation of 
my question at the present time. As a public health inspec- 
tor, in most instances, would a physician be referring a situa- 
tion to you for investigation, or what is the process by which 
you would be doing your examinations and investigations? 


Mr Callanan: In most cases, programs are specific- 
ally mandated under the Health Protection and Promotion 
Act. Mandatory programs dealing with areas such as food 
safety, water supply, communicable disease control, etc are 
very specific to public health inspectors. In other cases 
physicians, the medical officer of health, associate medical 
officer of health or, more often, private physicians refer 
patients to the health unit and public health inspectors for 
assessment of environmental exposures. I would say that, 
in comparing the two, the bulk of our work is mandated 
programs. 
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Ms Haeck: You are going in to look at restaurants, or 
you might have received a complaint from the public, but 
in other instances it is just part of your regular inspection 
program. When you made the comment about providing a 
diagnosis or an assessment whereby someone might have 
food poisoning caused by salmonella—and I will leave the 
rest of the description to you—or when you were saying, 
“Your symptoms are the result of drinking contaminated 
water,” would that then be under the bulk of the points of 
those situations where you would be making those exami- 
nations? Would somebody be going to you directly, or 
would the person have been referred to you by his or her 
doctor? 

Mr Callanan: Generally they would contact us di- 
rectly. Those would be complaints situations such as: “I ate 
in X restaurant and was sick. Would you please check it 
out.” . 

Mr J. Wilson: Under current circumstances, has your 
institute thought of any way of decertifying public health 
inspectors for misconduct, or some of the cases you 
brought forward as examples of misconduct, for instance? 

Ms Cook: No, we do not. 

Mr J. Wilson: None whatsoever? 

Ms Cook: Once you are certified, you are certified for 
life. That is what we are saying; we are unregulated and 
we would like to be regulated to give us the authority to 
deal with those types of instances. 

Mr J. Wilson: I see in the appendix of BC examples 
of codes of practice there are no teeth to enforce those. 


Ms Cook: Not at this point in time. 


Mr Seeger: In addition to that, if I wish, I can leave 
the field for 10 years, come back in 10 years and find 











20 AUGUST 1991 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-517 





another job within a health unit. There is no mechanism in 
place right now to find out if I am still up to date. There is 
nothing to control that and that is where we see being 
designated as a way of at least requiring that person to 
become up to date. 


Ms Cook: There is presently a 7% national vacancy 
‘rate of public health inspectors across the country. We are 
‘concerned that more desperate health units will hire in- 
‘spectors within other fields for longer than five years. 
There have been many instances, and it is incumbent upon 
that health department to retrain those people, but we are 
concerned about their competency starting out. We are not 


convinced that every health department has taken it upon 
itself to retrain people properly. 


Mr J. Wilson: I notice in the brief that one of the 


reasons the review board did not feel it was the time to 


include you in the act was that there were not documented 











cases of serious harm. Have you made strides in docu- 


menting those cases? You mentioned some today. 
Ms Cook: Yes, there are several country-wide now 


that we do have. 


Mr J. Wilson: You should have a good crack at it in 


| future. 


Mr Hope: I was looking over the job descriptions and 


I guess there is the certification of public health officers. 
Do you not work on a broader aspect dealing with environ- 


mental acts, water acts or whatever they may be? Are you 


working on a broader scope? I am not sure where the 


health professions regulations all come into place. I am 


trying to get a better understanding of exactly what you are 
- doing. Are you upholding laws, food standards and what- 
ever else? I am really not sure where it comes into play 


with the health professions. 
Mr Callanan: Most of our work is mandatory pro- 


- grams under the Health Protection and Promotion Act, in 


essence dealing with health hazards: What is a health haz- 


ard? What may be a health hazard? Taking action to miti- 
_ gate or eliminate health hazards. Regulations such as the 


food premises regulations are enacted under those types of 
provisions. In our estimation, diagnosing what is a health 


hazard and what is not a health hazard is where we fit into 
_ Bill 43. If we make an error in judgement, for example, 


during a restaurant inspection, by not condemning food 
that has been left at room temperature for a period of time 
that contains pathogenic bacteria and someone gets sick as 
a result of it, the error in judgement of the public health 
inspector affects the public. 


Mr Hope: So you are not diagnosing the individual, 
you are diagnosing the product or the area that you are 
concentrating on. You are not diagnosing the individual as 
having food poisoning, but you are diagnosing the area 
you are focusing on. 


Mr Callanan: In that particular case, yes. In another 
example the person would call us and say: “T think I was ill 
as a result of eating in this restaurant. Would you please investi- 
gate?” That is where we would diagnose food poisoning. 


Mr Hope: Would they not go to a doctor first to find 
out why they were ill and the doctor would say, “You have 





food poisoning,” and then call you and say, “Check that 
restaurant out”? 


Mr Callanan: The doctor does not normally call us in 
a situation like that. Normally the person would call us 
first. Sometimes they would call their doctor and the doc- 
tor would say: “Call the health unit. I have no jurisdiction 
over restaurants.” In cases like that we would take speci- 
mens from both the person and food samples from the 
restaurant, and the diagnosis would be based on the results 
of those laboratory reports. 


Mr Hope: Would that be on the order of a doctor? 


The Chair: I am sorry. Is that a serious question to the 
parliamentary assistant? 


Mr Hope: Yes, because I would like to know, if a 
doctor says it is out of his jurisdiction and refers you to a 
public health officer, would that be on the order of the 
doctor? 


Mr Wessenger: I will ask staff to answer that. 


Ms Bohnen: I think it is unlikely that the physician is 
actually delegating to the public health inspector the re- 
sponsibility to diagnose what is wrong with the patient 
who is complaining of various symptoms, in terms of 
identifying a disease that is causing this patient’s symp- 
toms. That situation described, where somebody calls up 
and he has various symptoms and the patient suspects it is 
related to eating particular food in the restaurant, and then 
the inspector obtains samples from both the patient and the 
restaurant and then discovers the bacteria and draws a 
causal connection between the two, is not a diagnosis cap- 
tured by this legislation. 


The Chair: Thank you for your presentation. 


ONTARIO AMBULANCE ASSOCIATION 


The Chair: I now call the Ontario Ambulance Associ- 
ation. Please introduce yourselves. You have 20 minutes 


_ for your presentation. We would ask if you would leave a 


few minutes at the end for questions. Please begin now. 


Mr Moir: My name is John Moir, and this is my col- 
league Rob Wright. We are here to represent the Ontario 
Ambulance Association. 

I will just give you a little bit of background on myself 
so that you can understand my qualifications and why I am 
here. I have been a practising paramedic for the last six 
years. I have been an ambulance officer in Ontario for 14 
years. During those years I have been an auxiliary training 
officer with the Ministry of Health. I have been an exam- 
iner for the Ministry of Health. I have also served on the 
air ambulance program, flying out of Timmins, servicing 
northern Ontario. 

I have also been president of the Canadian Society of 
Ambulance Personnel, a national professional body for 
ambulance officers, and the vice-president for the former 
Association of Casualty Care Personnel, a provincial pro- 
fessional organization. For the last five years I have been 
publishing a national academic journal called Emergency 
Pre-Hospital Medicine for my colleagues across the coun- 
try. I am presently chair of the steering committee for the 
formation of the Ontario Ambulance Association. 
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That said, you realize that this process is probably one 
of endorsing the groups that have already been admitted 
under the pending Health Disciplines Act. We are here to 
make an appeal to include the ambulance profession and, 
if that is not possible, then to present or promote the idea 
that the process be accelerated, once the legislation is 
passed, to quickly include this group. I do not feel that by 
excluding the ambulance profession the public has been 
served at all. I believe that it has not been in the best 
interests of the general public at all. 

When I think of what my colleagues do in the field, I 
am dismayed by the fact that we are not included. An 
ambulance officer—there would probably be two; gener- 
ally there always are two—would be responsible for re- 
sponding to a scene. It may be a high-speed motor vehicle 
collision. It may be a medical emergency in the home. If it 
is a two-car accident, for example, and depending on the 
location of where this accident or illness may occur, there 
may be a level of service from a very basic level, such as a 
volunteer body that has basic first aid, CPR, or right up to 
what we refer to as advanced life support, which is basi- 
cally a direct extension of the emergency department to the 
community. 
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These individuals are responsible for assessing the 
scene, assessing safety, providing initial patient care, mak- 
ing provisional diagnoses, treating those patients based on 
that judgement, co-ordinating with allied health care peo- 
ple and updating the emergency department. The level of 
care they would provide could be anything from intuba- 
tion, which is introducing an airway tube into the trachea, 
to providing intravenous solutions. It may be cardiac medi- 
cation or basic spinal immobilization. 

There are a number of basic medical procedures that 
can be carried out. Personnel may be under direct supervi- 
sion of a physician or they may just be providing this level 
of procedures through standing orders that, if they recog- 
nize and diagnose the patient as having such and such, 
they will go ahead and perform a number of procedures 
before they contact the base hospital physicians. 

With the way the advanced life support programs have 
been developing in the province over the last five years, 
there is not one consistent program from one centre to 
another. The government has been developing a system 
based on a modular approach, based on community needs 
as it identifies them. I am quite concerned because I do not 
believe the communities’ needs are being addressed appro- 
priately. 

We do not have a recertification process in the prov- 
ince to ensure that the standards are maintained. I am also 
concerned about the fact that the government provided in 
the Ambulance Act, a document that covers financial man- 
agement, vehicles and equipment, very little in the way of 
training standards. I am concerned that, again, the public’s 
safety and best interests are not being met. 

On the idea of recertification, the logic escapes me that 
funeral directors have to be certified, for example, every 
five years, and they are dealing with the dead, whereas our 
profession is still dealing with those who are with us, and 
we do not have those requirements. 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


20 AUGUST 1991 


With the advanced life support programs, ambulance 
officers, in consultation with their base hospital physi- 
cians, are pronouncing death in the field, and at that point 
they are helping the families with the initial grieving pro- 
cess. Since we first made our initial submission to the 
committee back in 1983, a lot has changed. As you can 
see, in 1983 we did not have advanced life support. In fact, 
ambulance services in the province have accelerated 
greatly since that time. 

There are a number of developments that may take 
place in the future, such as antithrombolitic therapy or 
interosseous infusion, which is basically sticking an intra- 
venous needle into the bone marrow of a small child to 
administer solutions. There is another procedure we call 
transtracheal jet ventilation, which is sticking yet another 
needle into the windpipe of an individual to help him 
breathe that way. As well, there is further development of 
the air ambulance system. All these pending new proce- 
dures on the horizon not being included under the Health 
Disciplines Act, again, I think is a grave omission. 

I find the union involvement at present a bit threaten- 
ing because if the general public have a complaint with 
regard to the duties of an ambulance officer, they would go 
to one of, I understand, four investigating officers in the 
Ministry of Health or emergency health services. Four 
people to investigate a province of this size is greatly un- 
derstaffed. It then becomes a disciplinary function, which 
then, I believe, goes between the union negotiations and 
management negotiations, and there is no real penalty for 
the individual. 

As an example, if we had certification and were in- 
cluded under the act, similar to the medical profession, the 
professional body would investigate. If it were deemed 
that the malpractice had indeed occurred, then you could 
administer a penalty, and it would take it out of the hands 
of union involvement and take it out of the hands of direct 
management involvement. For all those reasons, I just cannot 
understand why the original submission was not entertained. 

In closing, if there is no access to an appeal process to 
be included before third reading, then I hope the process 
will greatly accelerate to include this group in the future 
review. 

Mr Hope: Looking at your presentation and looking 
at Bill 43, under the legislation ambulance attendants are 
not held back from performing their jobs. 


Mr Moir: I am sorry? Say again. 


Mr Hope: They are not held back from performing 
emergency jobs. 

Mr Moir: No. Right now what happens is you have 
two individuals who are basically individual practitioners. 
There are two people, a crew, that respond to a call. There 
is no supervision. There is no supervision from any medi- 
cal organization. In the hospital you have a nurse who is 
obviously under the health disciplines body. She or he may 
have great amounts of resources to draw upon. They have 
the medical community within the hospital; they have lab- 
oratory services; they have everything, as well as supervision. 

The ambulance officers in the field—it may take a 
half-hour from the station to respond to a call—are the 
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only ones who are responsible for initiating medical treat- 
ment and transportation. 

Mr Hope: But they have communications with the 
‘hospitals and emergency rooms. 

Mr Moir: No. In Toronto, for example, we have an 
advanced life support program. There is direct consultation 
with the emergency room physician, a physician who is 
trained in emergency medicine. 

In smaller centres the hospital emergency room may 
not be staffed by an emergency physician. Most likely it 
would be a general practitioner who may or may not have 
additional training in emergency procedures.. Emergency 


_ medicine is, in my mind, a mindset. It is training you to act 
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quickly, giving you a number of resources, certainly the ex- 


_ perience of working under that high-pressure environment. 


It is, I find, a very unstable environment out there. If it 


is a motor vehicle accident, there are a number of other 


associated dangers. If it is in the home, it is just those two 
ambulance officers and the patient and the patient’s family. 
As you can appreciate, when a patient is brought to the 
emergency room, he is brought out of that unstable envi- 


ronment. They are under bright lights, the family is usually 
_ separated, or loved ones. 


You must appreciate when these ambulance officers 


_ work in that kind of environment they have the emotional 
| distress of the family, in a sense, pounding on their shoul- 
ders. So you not only have to look after the patient or a 
number of patients, you also have to look after the family 
| members. 


Mr Hope: Just under the Ambulance Act and regula- 


- tions—and you talk about the physical strains, you talk 
about the issue of training and certification. Would that 
- then not fall under that act? I am not well versed on the act 
so that is why I am asking the question. Would you not 


address those concerns you have raised in your brief under 


| the act? 


Mr Moir: First of all, certification was set by the 


- emergency health services, in consultation with other 
| groups, in all fairness. It was not set solely by the people 
- who practise in the field. Those standards initially were set 
as entry-level certification. If you have been practising in 
_ the field for five years there is no mandatory recertifica- 


tion; there is no mandatory continuing medical education 


| where there is an ongoing process. 


You can appreciate, if you are responsible for respond- 
ing to a multicar accident or a paediatric emergency or 
trauma, if you have not had one of them in several months, 
how good are you going to be in the sense of responding 
quickly, making the appropriate decisions, if you do not 
review that information on a consistent basis? That is why 
we have trauma centres, where we have physicians who 
are certified in emergency medicine. That is a specialty. 
That is all they do. That is why we do not have emergency 
physicians or trauma centres spread out in every hospital 
in the province; the volume is so low. So it is hard to 
maintain skills. 
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Mr J. Wilson: I have a question for the parliamentary 
assistant. Could we have explained to the committee why 








the Health Professions Legislation Review committee did 
not see fit to recommend this group for registration at this 
time? 

Mr Wessenger: | will ask ministry staff to respond to 
that. 


Ms Bohnen: I believe the reasons were twofold. First, 
the invasive and other high-risk procedures performed by 
ambulance personnel are sanctioned medical acts, and the 
qualifications to perform them and the requirements for 
direction and supervision are provided by physicians. Sec- 
ond, the Ambulance Act and regulations, imperfect though 
they may be, provide a structure for regulation, provide a 
structure to ensure adequate qualification and safety in the 
provision of ambulance services. 


Ms Haeck: In light of the fact that you have the addi- 
tional Ambulance Act—and I realize that we are going 
more and more to the pre-paramedic mode—is there an 
inclusion of the paramedics under the Ambulance Act or 
has that been handled through regulation? 


Ms Bohnen: [| am not expert in the Ambulance Act, so 
I cannot really speak to that. What I can say, though, is the 
high-risk procedures that are performed by ambulance 
staff, including paramedics, are dealt with in some detail in 
a document called Sanction to Medical Acts, which is pre- 
pared, if I understand it, in consultation with the College of 
Physicians and Surgeons of Ontario, ambulance authorities 
and so forth. It sets out what activities may be performed in 
what circumstances, what kind of linkages have to be main- 
tained with physicians and so forth during their provision. 


Mr Moir: The physician body is part of the certifica- 
tion process for advanced life support, no doubt about that. 
The pilot program that we had was taught by ambulance 
officers to ambulance officers, with a supervisory over- 
view by physicians. Certainly the one that gave the final 
endorsement was the physician body. But these acts are 
taught by my colleagues using mannequins and other edu- 
cational devices. 

But out there, once you are certified as being at a cer- 
tain level, these acts are carried out by ambulance officers. 
It is no different from nurses being sanctioned by the col- 
lege of physicians and surgeons where there are invasive 
medical acts. When I think my daughter or my own family 
could be involved in an incident where they would need 
the same type of high-level care, it concerns me that we do 
not have the same type of legislation that is available to 
control the medical profession, the nursing profession. I 
see the midwives are included. We do emergency child- 
birth in the field. 

So it just confounds me, the fact that we were over- 
looked initially, because our document really has not 
changed. The roles have changed. The purpose of this pro- 
cess, I believe, was to take a look at the needs of the public 
in the future, not in 1983. The process was to take a look at 
what the needs for the public were 10, 20, 30 years down 
the road. As you can see, this profession has accelerated. 
There is still potential to accelerate, not only in more pro- 
cedures, but certainly to move across the province in 
greater numbers. Alberta has been very progressive. They 
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moved, and their ambulance profession is legislated in 
their health disciplines act. 


Mr Martin: Just a comment or question on the evo- 
lution of delivering health care in our province, certainly 
in areas like northern Ontario, where the ambulance be- 
comes so much more a critical part of the delivery of 
health service. In Sault Ste Marie right now, we are 
looking at a base hospital that depends very much on the 
ambulance. You are aware that there is provision for you 
to apply to the advisory council once this piece of action 
is over so that you might become regulated. After hav- 
ing heard you today, I would very strongly suggest that 
maybe you do that. Maybe you might want to comment 
a little bit more on what I have just said re the base 
hospital phenomenon. 


Mr Moir: I am not sure the base hospital process is 
the best solution. I see that only if there is a professional 
body in Ontario. I see that the reduction reduces the health 
care cost because it is being borne by the individual. Certi- 
fication is borne by the individual. Recertification costs are 
incurred by the individuals as they recertify. I am really 
not sure why it was overlooked, other than it must have 
been something behind the scenes, because it is very im- 
portant to what we do. 

As I said earlier, our purpose in coming here today was 
a small possibility that a last-minute, last-ditch effort 
would somehow be squeaked under the wire; then fine, 
that would really make us happy. We really did not believe 
that, but we wanted to go on record with our position that 
we are just dumfounded that our group was not included 
and to appeal that the process be greatly accelerated for 
our group, so that once this part of the process is com- 
pleted, then the ambulance profession in Ontario will be 
included in the Health Disciplines Act. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing before the committee. 
As our hearings progress, if at any time you feel there is 
additional information that would be helpful to the com- 
mittee, I encourage you to send us your comments in writing. 


Mr Moir: I did bring some copies of our academic 
journal. I am not sure if it is appropriate, but I thought if 
members of the committee wanted to look through it, it 
really does encapsulate where the profession has gone in 
the last five years that we have been publishing. 


TORONTO ART THERAPY INSTITUTE 
ONTARIO ART THERAPY ASSOCIATION 


CANADIAN ART THERAPY ASSOCIATION 


The Chair: I now call the Toronto Art Therapy Insti- 
tute. Introduce yourselves to the committee. I believe the 
Canadian Art Therapy Association and the Ontario Art 
Therapy Association are also part of the presentation. You 
have 20 minutes for your presentation. We would ask that 
you leave a few minutes at the end for the questions from 
members of the committee. 


Ms Grossman: My name is Gilda Grossman. I am the 
senior art therapist with the Toronto Art Therapy Institute 
and president of the Ontario Art Therapy Association. I am 
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connected to the Canadian Art Therapy Association. I am 
associate editor of their journal. 


Ms Merkur: My name is Barbara Merkur. I am an art 
therapist in private practice. I am also the membership 
chair of the Ontario Art Therapy Association. 


Ms Grossman: In your packets we have included in- 
formation about the training program at the Toronto Art 
Therapy Institute. It is the blue brochure and the thick 
white one that begins, “Dear prospective applicant.” The 
submission from the three organizations is the copy begin- 
ning “Submission.” Letters of reference from psychiatrists, 
nurses and executive officers of community agencies: We 
have three from physicians at Sunnybrook Medical Centre 
and the head nursing manager at the Wellesley Hospital 
and three other letters from Bloorview Children’s Hospital, 
from Baycrest Hospital and from the Barbara Schlifer 
Commemorative Clinic on the work of art therapy, just for 
your reference. 

Art therapy is a well-established method of treatment 
in the United States. It is about 50 years old there. There 
are over 50 universities that grant the master’s degree. Five 
now have granted PhD in art therapy. Their professional 
association numbers in the thousands. 

It is achieving recognition in Canada and Ontario. 
Graduates of art therapy programs are being employed 
now in hospitals, social service agencies, schools, commu- 
nity centres, mental health facilities. 
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When the initial survey was done years ago to decide 
whether art therapists could be included in the act, the 
team could not predict the growth of the profession, the 
responsiveness of other mental health professionals to the 
use of art therapy. At that point, it was decided that we 
were not going to be included in the act, in that we could 
not regulate ourselves. I can understand that then, but since 
that time, many things have changed. I think we are at a 
point where we can regulate ourselves, and in fact, mem- 
bers of the national organization are able to have liability 
insurance, and do so not only as members of a team but as 
private practitioners. 

This legislation would seriously impede the use of 
art therapy as a highly beneficial and cost-saving inter- 
vention. Our experience is that the length of treatment 
time can be significantly reduced through the use of art 
therapy as part of a team approach and part of treatment. 
Populations with special needs, such as delinquent 
youth, children who have been sexually abused, children 
and adults with chronic physical and emotional needs, 
respond well to art therapy in a way that they cannot 
respond to verbal therapy. 

The non-verbal aspect of art therapy permits freer ex- 
pression of issues which are both past as well as recent 
ones which are difficult to impossible to access verbally. 
We have letters at our institute from women who were 
sexually abused or victims of incest who have commented 
that without this intervention, they could not hope for the 
healing that has taken place. 

Art therapists have worked at many hospitals in To- 
ronto through the province—Bloorview Children’s Hospital, 
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_ the Hospital for Sick Children, Doctors Hospital, Toronto 
General Hospital, Sunnybrook Medical Centre, St 


Michael’s Hospital, Mount Sinai, Thistletown Regional 
Centre, Humber Memorial Hospital, Whitby Psychiatric 
Centre, Wellesley Hospital, the Clarke Institute of Psychia- 


_ try, Penetanguishene General Hospital and other settings— 
_ where information elicited through an art therapist on the 


team contributes to a refinement of the diagnosis and helps 





The contemplated legislation would limit our effect in 
this and freedom to work with clients. This would be coun- 


_ terproductive to the purpose and meaning of therapy. In 
_ spite of having received specialized training in education, 
in the theory and practice of art therapy, there would be 
considerable apprehension about the possibility of being 


| 








held criminally responsible by encouraging the patient to 
_ share his or her suffering with a professional art therapist, 
and that is the chief healing. 


In terms of professional standards, the institute was 
established in 1968. We are the oldest training program in 


Canada. We were established in 1968 by Dr Martin Fi- 
 scher, who has used art therapy—he is a psychiatrist—in 
this province since 1944 at the old Lakeshore hospital. He 
has been an outstanding pioneer in the field of mental 


health. In 1989, the Ontario Medical Association awarded 
him the Glen Sawyer award for his contribution to the 


- community. He is also the founder and first president of 


the Ontario Group Therapy Association and the Canadian 
Art Therapy Association. He is a life fellow of the Ameri- 
can Psychiatric Association and the Canadian Psychiatric 
Association, a fellow of the American Group Psychother- 
apy Association. He is internationally known for his work 
and he has been invited to speak in Canada, the United 
States, Holland, Israel, Norway and South Africa. 

Both Barbara and myself are graduates of the Toronto 
Art Therapy Institute. Our institute follows guidelines es- 
tablished for training by the Canadian Art Therapy Associ- 
ation and currently, as members of the executive of the 
Ontario Art Therapy Association, we have been working 
actively to promote and maintain standards on a provincial 
level. 

Our training is extensive as art therapists. Just to sum- 
marize it for you, we have to undergo at the Toronto Art 
Therapy Institute 530 hours of class time—this is after a 
BA—700 hours of internship time and, in addition, all of 
us must go through 80 hours of personal psychotherapy 
with a qualified psychotherapist in the community. These 
again are guidelines set by the Canadian Art Therapy 
Association. 

Our recommendations is, we would like you to include 
us in the legislation and to promote and facilitate the use 
and contribution of art therapy to the spectrum of available 
therapies in the province. The integrity of the profession of 
art therapy is safeguarded by guidelines utilized for the 
establishment of training and practice in Ontario which 
conform to standards established by the Canadian Art 
Therapy Association. We are the oldest art therapy associa- 
tion in Canada. The Canadian association publishes a 
scholarly journal biannually and has held an annual con- 
ference for 12 years, as well as regional conferences. 








Mr Beer: Thank you very much for your presentation. 
I think what is particularly interesting here is seeing, while 
in your terms a reasonably old profession, I think for a lot 
of laypeople one we are not as familiar with. 

In art therapy, and music therapy, which increasingly is 
being used as well, your sense is that in terms of your own 
organization, you would be ready today to become self- 
regulated in the same vein as the other organizations. 

One of the difficulties, you will appreciate, with the 
legislation is that it has taken a long to time to get to this 
point. There is a provision where there will be an advisory 
council, which is going to look at, for example, the naturo- 
path question. Is that something that would be acceptable 
as well, if this was put to the new council? They are going 
to be looking new bodies before we do. 


Ms Grossman: Yes, it would. I think that sometimes 
committees are not aware of all the trends that can exist, 
and if you learn from the United States, if it takes off in the 
same way, which I am sure it will, some of that will be part 
of typical treatment. So yes, very much so. 


Mr Beer: At the present time, in your work, would it 
be fair to say that you always perform your work as part of 
the team or directly with a psychiatrist or psychologist? 


Ms Grossman: The majority, but there is always the 
percentage of professionals. Just as in social work or in 
psychology, once they attain a certain level of expertise, 
they do begin private practice. 


Mr Beer: And you may practise privately without 
other restrictions? 


Ms Grossman: You have to be part of a registry. Part 
of it is—and this is something that I think is important—if 
the standards correspond to the national body, you can call 
yourself a registered Canadian art therapist or a registered 
provincial art therapist. Then you would be part of that 
registry, and you would have had to complete X years of 
training and X years out in the field. That is why we in- 
cluded that paragraph in terms of our standards that we 
wanted to see go on record as ones that should be established. 


Mr Hope: Just as you are looking for self-regulation, 
and in the meantime, as Mr Beer has indicated, the advi- 
sory council—taking that away, if the legislation gets 
passed, would there be jeopardy of you performing your 
job? I have been listening to some of the conversation. You 
work in co-operation with the psychiatrist, which is usu- 
ally by reference. Usually, a psychiatrist cannot communi- 
cate with the individual or get the feeling out of the 
individual, so then it is referred to you, where there is a 
way of expression. That will still happen, will it not, 
though, under the regulations, because you will have the 
ability to communicate with the psychiatrist who has been 
examining the individual? 

Ms Grossman: I think it will curtail your interaction 
with the client or the patient and he or she will pick up on 
it. If the legislation goes through—l think it is in the para- 
graph—anything you say is going to be heard and might 
be commented on in a certain way. It is going to curtail 
your freedom to interact. 
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Mr Hope: Yes, but the recommendations I guess then 
that the unregulated practitioners are making to the issue 
of communication—if we took a look at that communica- 
tion, would that then help? 

Ms Grossman: I guess what we want to go for is 
really the optimum. 


Mr Hope: Yes, I know. 
Ms Grossman: That is what we would like to go for. 


Mr Martin: I have come in contact with some of the 
work you do through some work I did with teenagers and 
drug abuse and coming from a dysfunctional family and 
was actually quite impressed. I am impressed this morning 
by your reiteration of the qualifications, the preparation 
that you go through, and particularly the 80 hours of per- 
sonal psychotherapy. You are very together people. 

The bottom line for this legislation to me seems to be 
the protection of the public. You might elaborate on maybe 
how this particular therapy would be in any way threaten- 
-ing to the public. 

Ms Grossman: Art therapy? 

Mr Martin: Yes. 


Ms Grossman: In the hands of a trained professional, 
it would not be of harm to the public. 


Mr Martin: But there is potential? 


Ms Grossman: Just as in anybody’s hands, it is im- 
portant that it is a trained art therapist who is administering 
art therapy. If it is in the hands of a trained art therapist, 
then the public cannot be harmed, as far as I am con- 
cerned, because safeguards have been built in. We have 
checks and balances in terms of our own work. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing before the committee 
today. 


1120 
ONTARIO SOCIETY OF CLINICAL CHEMISTS 


The Chair: Next is the Ontario Society of Clinical 
Chemists. You have 20 minutes for your presentation and 
we ask if you would leave a few minutes at the end for 
questions. Please begin your presentation now. 


Dr Lustig: Yes, we will. We represent the Ontario So- 
ciety of Clinical Chemists, four of us—Dr Luxton, Dr 
Ambus, myself, Viliam Lustig, and Dr Graham Ellis—and 
we will have two presenters. The first presenter will be Dr 
Ambus, who will illuminate the committee on what the 
clinical biochemist does in his daily work. 


DrAmbus: Thank you for the opportunity to give you 
a glimpse about clinical biochemistry. 

First, I would like to tell you how one becomes a clini- 
cal biochemist. It takes about 12 years of education after 
high school to become a qualified clinical biochemist, in 
the following order. First you get a bachelor’s degree, then 
a PhD in a basic science, such as biochemistry or physiol- 
ogy, or you might obtain an MD. Then you go for a di- 
ploma in clinical biochemistry at a university; this takes 
two years. This is followed by a year’s working and pass- 
ing the fellowship examinations of the Canadian Academy 
of Clinical Biochemistry so you have the FCACB. 


What does a clinical biochemist do? A biochemist may - 
be the appointed laboratory director and report to hospital 
administration, or the biochemist may report to a director, 
such as a pathologist or a medical biochemist, and these 
people are in the regulated health professions. In turn, reg- 
istered technologists who actually perform the tests report 
to the clinical biochemist. This group also is in the regu- 
lated health professions. So there we are, and we are ap- 
pealing also to be one of the regulated professions. 

The clinical biochemist is responsible for establishing 
the laboratory standards of practice and directing the clini- 
cal laboratory in the areas of biochemistry, special tests, 
urinalysis, toxicology, and he or she serves as a clinical 
consultant to the medical staff on matters of clinical bio- 
chemistry. 

In these times of economic constraints, I feel that the 
role of the clinical biochemist in choosing the most eco- 
nomically and technically appropriate instrumentation for 
testing of the specimen and a computerization system for 
reporting back the results to the physician and personally 
interfacing with the medical staff and the rest of the hospi- 
tal just cannot be overemphasized. 

I have given some examples of typical situations a 
clinical biochemist meets on a daily basis. 

In the first example, a patient in emergency is sus- 
pected to have a heart attack. The physician orders some 
lab tests and telephones the clinical biochemist for an inter- 
pretation of the test results before confirming the diagnosis. 

In another example, a physician has received a lab re- 
port from biochemistry and is not sure how to interpret the 
results. In this case, it is an elevated blood level of an 
enzyme called alkaline phosphatase, and the questions are: 
Is this abnormal for an adolescent patient; could it indicate 
cancer; could it indicate liver disease? 

In another example, a physician suspects that his pa- 
tient has taken an overdose of acetaminophen, or Tylenol. 
The blood drug level is taken and the physician then calls 
to ask how to interpret the results from the laboratory in 
relation to the suspected time of poisoning in the patient. 

In another example, a physician is concerned about 
detecting diabetes in a pregnant patient and calls to ask at 
how many weeks into the pregnancy the special glucose 
challenge test should be done and how to interpret that. 

In another case, a physician has ordered a lipoprotein 
electrophoresis test. This is an expensive test that is usu- 
ally sent to another lab, on a patient suspected to have high 
blood cholesterol. In this case, the clinical biochemist 
communicates to the physician that several simpler lab 
tests can be done in-house in a more cost-effective way 
and suggests the change. 

Finally, a serum protein electrophoresis test has re- 
vealed that a patient may have a form of cancer. The clini- 
cal biochemist orders a follow-up immunoelectrophoresis 
test to rule out or to confirm the presence of the disease. 

These are a few glimpses, and Dr Lustig will continue 
the presentation. 

Dr Lustig: I wish to thank the committee for the op- 
portunity to express the views of the Ontario Society of 
Clinical Chemists on Bill 43; As a prelude to my remarks, 
I wish to assure you that the OSCC is supportive of the 
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intent and spirit of this legislation, namely, to protect the 
/public from harm. 

By way of introduction for members of the committee, 
the OSCC, short for the Ontario Society of Clinical Chem- 
ists, represents the interests of clinical biochemists in On- 
_tario, most of whom hold either a PhD or an MD degree 
_or, in some cases, both. In the clinical setting, one of our 
“major roles is to interpret a variety of laboratory results 
and convey this information and our recommendations to 
the physician, who relies on our input in deciding the 
course of treatment. We are one of the health professions 
that applied to be regulated under the Health Professions 
Legislation Review and were not accepted, although we 
believe we came very close to being included at the first 
round. We therefore have maintained an ongoing and posi- 
tive dialogue with the Ministry of Health, which we intend 
_ to continue in the future. 
| It is our understanding that Bill 43 is still subject to 
amendment at this stage in the legislative process, and 
therefore today’s presentation will focus on two aspect. 
First, we would like to ask the committee to amend bill 43 
so as to include the OSCC in the family of the regulated 
professions to facilitate our working effectively in concert 
with the other health professions. Second, we wish to ex- 
press our concern regarding section 30, dealing with the 
restriction of the use of the title “doctor.” 
| With regard to the first point, the reasons that prompt 
us to seek self-regulation are based on the sincere desire of 
our membership to protect the public from unqualified 
| practitioners. In our role of clinical biochemists, we be- 
_ lieve that we present a potential risk to the public through 
five of our important functions summarized below: 

1. Clinical biochemists establish normal values for 
' tests, against which all patient results are interpreted. 

2. Through the interpretation of test results, clinical 
- biochemists advise physicians about treatment decisions 
- which could well pose a risk to the patient. . 

3. Clinical biochemists serve on utilization committees 
which determine which of the tests should or should not be 
ordered for specific categories of patients. 

4. Clinical biochemists are directly responsible for 
quality assurance in the clinical biochemistry laboratory. 

5. Clinical biochemists take an active role in the labo- 
ratory proficiency testing program, LPTP, of the Ontario 
Medical Association. LPTP strongly influences the stan- 
dards of practice of laboratory medicine throughout the 
province of Ontario. 

The omission of the clinical biochemists from Bill 43 
poses other potential serious risks to the public in that 
anyone could call herself or himself a clinical biochemist 
and practice without being qualified. This would lead to 
(a) clinical biochemistry tests being interpreted improp- 
erly; (b) physicians receiving unsuitable advice upon 
which to make patient care decisions, and (c) inappropriate 
utilization of scarce health care resources. 

Furthermore, there is a clear inconsistency in Bill 43 in 
that the technologists who perform the clinical biochemis- 
try tests and the physicians who rely on our interpretation 
of the results of these tests for patient care are included, 

while we, the clinical biochemists, who obviously are an 








integral part of the continuum of health care provided by 
laboratory medicine, are not included. 
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A severe shortage of clinical biochemists is anticipated 
in the next decade. Even with the Ministry of Health’s 
financial support for post-doctoral students in clinical 
chemistry, the non-regulation of the profession may deter 
some promising candidates from becoming clinical bio- 
chemists. This would deprive the public of the high stan- 
dard of clinical biochemistry services which it deserves. 

Our second concern with Bill 43 is focused upon sec- 
tion 30 and its restriction on the use of the title “doctor.” 
As clinical biochemists, we interpret a wide variety of lab- 
oratory results. Our interpretations are often relied on by 
physicians in making patient care decisions. These inter- 
pretations are an integral component of the health care 
continuum. Therefore, we as clinical biochemists fall 
within the scope of “providing or offering to provide, in 
Ontario, health care to individuals” as stated in section 30. 
It follows that we could then be subject to the restrictions 
in the use of the title “doctor” as currently drafted in section 30. 

Under clause 39(1)(d) of Bill 43, the minister may 
make regulations allowing the use of the title “doctor.” 
Therefore, the OSCC strongly urges the committee to ex- 
empt by statute or regulation OSCC members who hold a 
PhD degree from a recognized university from any restric- 
tion regarding the use of the title “doctor.” 

In summary, the OSCC asks that Bill 43 and any regu- 
lations thereunder be amended such that (1) the profession 
of clinical biochemistry should be included in the regu- 
lated professions; (2) clinical biochemists should be per- 
mitted to continue to use the title “doctor.” 

Should your committee, for whatever reasons, be un- 
able to include us at this time, we will seek inclusion by 
making the necessary submissions to the Health Profes- 
sions Regulatory Advisory Council as expeditiously as 
possible. 


Mr J. Wilson: Thank you for your presentation. It 
was very informative. On the question of the use of the 
title “doctor,” I have a great deal of sympathy for PhDs 
and would like them to continue using the term, although 
under the current Health Disciplines Act there really is a 
prohibition against using the term now. In the hospital set- 
ting, are you commonly referred to by your colleagues on 
the medical staff as Dr Such-and-such? 

Dr Lustig: Yes, without fail. 


Mr J. Wilson: Second, on the regulations, actually 
this committee will not see the regulations. They are estab- 
lished by the advisory council, the minister and will be 
adopted by cabinet, so we will have to clear up the area of 
title protection in this particular bill. 

Ms Haeck: Following up on what Mr Wilson has pre- 
sented, how much patient contact do you actually have? 

Dr Lustig: Generally speaking, not very much patient 
contact. It is mainly physician contact. Physicians are our 
prime customers, if you wish. 

Ms Haeck: Obviously, in the eight years this piece of 
legislation has been part of the long-standing agenda of the 
various governments, the case has been made that the patient 
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or the consumer of health care services can be confused by 
the use of the word “doctor” by the wide variety of spe- 
cialties he may come in contact with. In reality, as far as 
the academic designation is concerned, I believe it is also 
the feeling of the Ministry of Health that you are not pre- 
vented from calling yourselves PhDs or some sort of des- 
ignation in that way. 

Dr Lustig: That is fine. All we want is to be specific- 
ally included under clause 39(1)(d). That is what we in 
essence are saying. 


Ms Haeck: But you are not really excluded here. As 
part of your academic qualifications you have PhD at- 
tached to— 


Dr Lustig: It is certainly a grey zone. We would like 
to have a clearer image. Therefore, we continue to ask to 
be specifically included those with a PhD from a recog- 
nized university, so of course that does not apply to MD 
colleagues who are entitled to do so. 


Ms Haeck: I would like to ask one more question, if I 
may, which relates to Dr Ambus’s wonderful list of the 
academic qualifications you do have. Does that form the 
normal job description, the criteria under which you would 
each be selected for your job? 


Dr Ambus: If you are a fellow in the Canadian 
Academy of Clinical Biochemistry, yes, these are your 
qualifications. 


Dr Lustig: If I may comment, 98% at least have these 
qualifications and maybe some older people, two, three or 
four, who have been grandfathered have their MSc, but 
this no longer occurs now. You must have a PhD. 


Mr Beer: If I could pose a question to the parliamen- 
tary assistant, in the organizations that are being self-regu- 
lated, we include the radiation technologists and the 
medical laboratory technologists. I am wondering in the 
reasoning of the review why it was found this organization 
should not be self-regulated. I do not claim to understand 
exactly how all of these groups work, but there does seem 
to be a certain commonality around doing tests and investi- 
gations in a clinical or laboratory setting. I wondered if we 
could ask to have that clarified. 


Mr Wessenger: I will have counsel reply to that question. 


Ms Bohnen: The primary reason the review had for 
not recommending this profession for self-regulation was 
its numbers. It is a very small group, certainly relative to 
the number of medical laboratory technologists. As they 
have pointed out, many of their members also have MDs, 
and if they are licensed by the College of Physicians and 
Surgeons, they are regulated in that way. 

Dr Lustig: May I just comment on these remarks? 

The Chair: Mr Beer has a question. 

Mr Beer: My question will allow you to comment. In 
light of that, could you underline why you believe, as an 
organization, you need a specific regulatory body instead 
of falling essentially under the College of Physicians and 
Surgeons? 

Dr Lustig: First, I would say that no more than 10% 
of our members are medically qualified practitioners. Sec- 


ond, I do not think the numbers are particularly relevant. 
One ought to be regulated to protect the public, not be- 
cause one is a big group or a very big group. I think we 
present a significant risk to the public. We make major 
decisions and we are listened to by our clinical colleagues. 


Mr Beer: Just for the record, roughly how many 
members do you have in your association? 


Dr Lustig: Right now, 183 in Ontario, roughly 500 in 
Canada. 


Mr Martin: From some tours I have had of various 
medical centres, it seems to be that a lot of computers are 
used now to do certain work in this area. You could re- 
spond to how that impacts on what you do and how that 
also perhaps produces a risk to the public. 


Dr Lustig: We are the people who choose a computer 
system. We are intimately involved with the system. Of 
course, computers will make health care more efficient, 
but they are just machines that need to be guided. Again, it 
is a clinical biochemist who very often’ sets the standards 
as to what these computers should be doing. 


The Chair: Thank you for your presentation. We ap- 
preciate your coming before the committee today. 


1140 
COLLEGE OF DOCTORAL SCIENTISTS IN 
LABORATORY MEDICINE OF ONTARIO 


The Chair: Next is the College of Doctoral Scientists 
in Laboratory Medicine of Ontario. 


Dr Groves: I am Dr David Groves. I am a microbiol- 
ogist at St Joseph’s Hospital in Hamilton and I will make 
the presentation. Dr Max Chernesky, a virologist, and Dr 
Jim Mahony, also a virologist at the same institution, are 
here as resources for me. We are appearing before you on 
behalf of an organization which represents the Doctoral 
Scientists in Laboratory Medicine of Ontario. It is a little 
bit of a long name but it covers quite a broad area. We 
would like to increase your awareness of the vital and 
significant role these individuals play in health care in On- 
tario, that their regulation may be formalized under the 
Regulated Health Professions Act with which we are con- 
cerned today. 

This is an extension of the previous excellent presenta- 
tion by the clinical chemists, and I will explain that as I go 
along—an extension in concept, not of their presentation. 

Every hospital in Ontario of any significant size has a 
laboratory to assist in the diagnosis and management of 
disease, and in many cases doctoral scientists are heavily 
involved in the performance of these laboratories. They 
often set policies for the processing of specimens, interpre- 
tation of results, and maintenance of quality assurance, 
with emphasis on the word “policies.” They are especially 
equipped to apply new and more basic scientific technol- 
ogy to the analysis of patients’ specimens. 

Doctoral scientists hold PhDs or DSc degrees, usually 
achieved by working in medically oriented problems, and 
have had additional training in clinical diagnosis. In my 
case, I have a PhD from the University of British Colum- 
bia in basic bacteriology and molecular biology. During 
my post-doctoral training in the University of Rochester in 
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Rochester, New York, I took a training course that converted 
me into a clinical microbiologist capable of directing a 
laboratory in the United States. I have subsequently, by 
examination, received a diplomate of the American Board 
of Medical Microbiology and I am a specialist in clinical 
microbiology as certified by the Canadian College of Mi- 
crobiologists, which is an equivalent certifying organization. 

In Hamilton, as in other centres in Ontario, about one 
third, and in fact in several disciplines up to one half, of 
the laboratory professionals are laboratory scientists. The 
specialty areas include, but are not limited to, clinical 
chemistry, microbiology, haematology, genetics, pathol- 
ogy, and immunology. Several of these groups have estab- 
lished self-regulation mechanisms which endeavour to 
ensure, on a voluntary basis, that the public good is not 
compromised by a lowering of standards, either in training 
or in practice. The voluntary accreditation of training pro- 
grams and voluntary certification programs are in place 
nationally due to the efforts of the Canadian Academy of 
Clinical Chemists and the Canadian College of Microbiol- 
ogists, and other groups are partially self-regulated or in 
the process of developing such regulation mechanisms. 
Maintenance of certification through continuing education 
is a major requirement for the certifying agencies. In my 
case, I have to submit for recertification a record of my 
continuing education every three years to the American 
board and every five years to the Canadian College of 
Microbiologists. 

In spite of these voluntary efforts, and because of the 
multiple disciplines involved, there still is significant po- 
tential for delivery of substandard care to the patients 
through either inappropriate training or certification or get- 
ting the wrong person in the right job. There are over 300 
doctoral scientists in hospital public health and private lab- 
oratories in Ontario who are responsible for the processing 
of clinical specimens. In a survey of these individuals 
across all disciplines, over 150 responded, all favourably, 
to the concept of forming a multidisciplinary college of 
clinical and laboratory scientists in Ontario. Incorporation 
of such a college has been initiated and the structure of the 
college is as outlined in our brief. It is specifically de- 
signed to conform to the outline of structures of colleges in 
the initial draft legislation. 

This organization is intended to initiate specific self- 
regulation for Ontario on a voluntary basis if necessary. 
Inclusion of this college in Bill 43 will formalize and 
strengthen this mechanism of self-regulation. Our objec- 
tive in making this presentation to your committee is to 
have doctoral scientists in lab medicine included under the 
Regulated Health Professions Act through an amendment 
and to obtain a separate amendment relating to our profes- 
sion. This will formalize the self-regulation of our profes- 
sion in Ontario, thereby ensuring the safety of the public. 

Mr Beer: Your presentation and the one just before 
it—it seems that every day we find there is yet a new area 
that, as laypeople, we are not necessarily as aware of as 
perhaps we ought to be. We noted that there are people 
who are working in laboratories who are being registered 
doing different kinds of things. This may be an absurd 
question, but is there some sense that you yourselves, the 
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clinical chemists, perhaps some others—if it appears part 
of the problem is around, or was seen to be around, num- 
bers but not necessarily around function, is there some 
point in looking at bringing together people who are en- 
gaged in a clinical setting with a number of different back- 
grounds and approaching the problem that way? I am 
thinking specifically of what you do and what the pre- 
senters before you did. 

Dr Groves: In actual fact, this presentation is intended 
to include the clinical chemists, clinical haematologists 
and other disciplines. We happen to be microbiologists. 


Mr Beer: So in fact what you are looking at here 
really is covering all of those who are working within 
some kind of laboratory clinical setting. 


Dr Groves: Those people who hold a PhD or a DSc, 
who have clinically specific training and who are working 
in the clinical environment, a laboratory. 


Dr Chernesky: If I could just follow up on that, our 
initial discussions began two years ago to formulate this 
college and our discussions included all six disciplines Dr 
Groves has talked about in Hamilton and subsequently To- 
ronto. We have spoken with our colleagues from London 
through to Kingston. The idea of this is to form a college 
of all doctoral scientists covering all disciplines, including 
the clinical chemists, and we think that is a rational ap- 
proach. 


Mr J. Wilson: Had you appeared before the legisla- 
tive review committee? It sounds like you are well on your 
way to meeting the requirements. About how far along in 
the process are you in meeting all the requirements of the 
legislative review committee? 


Dr Groves: We have not appeared before them. I am 
afraid I do not know. 


Mr J. Wilson: When I read the table of contents on 
your charter, it seems to conform very well with the legis- 
lation. 


Dr Groves: We specifically designed it. We took the 
original document and we specifically adapted it for this 
purpose. We would like very much to make it as easy as 
possible to meet those requirements and get in this time 
around, as opposed to in a later process. 


Mr J. Wilson: It is a decision the minister herself 
would have to take and bring before this committee, the 
government itself would have to take, but there is the advi- 
sory council which would give you another kick at the can 
once it gets going, I think, the way I understand the pro- 
cess. 


Dr Mahony: Thank you very much. One of the rea- 
sons we have not been in at a previous time is because that 
is a relatively new concept. We really only started a couple 
of years ago, but I think all of the representatives of the 
disciplines in Hamilton, where it all started, feel quite 
strongly that the major objective is to form a college. 
Whether it gets included in the legislation or not is another 
matter, but we do feel quite strongly that the college will 
regulate. We can self-regulate ourselves to the point that 
we can be responsible enough to make sure the public is 
protected, because these people are doing major things 
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within laboratories, have patient contact and make fairly 
important recommendations along the way. I think this 
group of people really needs to be regulated one way or 
another. 

Mr Frankford: Have you given any thought to your 
relationship with medical lab technologists, and could you 
see any model or way you could include them as well? 

Dr Groves: The roles of the technologist and of the 
doctoral scientist really are significantly different. The 
doctoral scientists are working at the level of interaction 
with colleagues. For instance, I am on the special profes- 
sional staff of the hospital where I work, which is a sub- 
section of the medical staff of the hospital. We are 
involved in direct discussions about management of pa- 
tients. We are involved in deciding what proportion of the 
reports will actually get into the patients’ charts. We make 
policy decisions concerning the management of informa- 
tion that comes from the laboratory. The technologists, to a 
large extent, carry out those policy decisions. That is a big 
difference in role. 

In actual fact, the technologists are such a large organi- 
zation and have such specific activities and specific inter- 
ests that the regulation of doctoral scientists would 
probably be swamped in the larger body. I believe the 
technologists were not very interested in having us have 
anything to do with them when they were originally gener- 
ating their proposal. There are a number of reasons, histor- 
ical or whatever, that it probably would not fly. 

Ms Haeck: I was going to ask how much patient con- 
tact you really do have. I would assume, and obviously 
you are in a position of correcting me, that you do not 
perform the actual pricking of my finger to do a blood test 
or some of these other things; it is someone else who 
would be doing that. 


Dr Mahony: I would probably be the best person to 
respond to that because I am the director of a laboratory. 
As far as patient contact is concerned, I probably see three 
or four patients a week in my office. These are specifically 
recommended to me because of my specialty as a virolo- 
gist and my experience in being able to assess a clinical 
situation, look at a rash and try to make a recommendation 
as to the type of tests and specimens that ought to be taken. 
There is that arm of the patient contact. 


Most of my time, however, is used up in consulting 
with physicians as to what they ought to be doing with 
their patients as far as management of the patients is con- 
cerned and as far as specimen collection and diagnosis are 
concemed. Virology specifically is such a rapidly moving 
field that most physicians have a very difficult time keep- 
ing up with that particular cutting edge of microbiology, 
and so it takes a specialist like me, who can spend the 
time, to keep them abreast. 

Ms Haeck: Are you doing some research as well? 


Dr Mahony: Yes, we have an active research compo- 
nent. We are particularly interested in my laboratory in the 
rapid diagnosis of infectious diseases, so we are actively 
pursuing that type of activity. Because of my previous 
training, I am able to take those basic concepts in microbi- 
ology and apply them to the patient as far as diagnosis is 
concerned. 

Ms Haeck: You all have the same basic educational 
standards as well. 

Dr Mahony: Yes. 

Ms Haeck: It runs consistently through, even with the 
previous presenters, that really, in order to fulfil your job 
function, you have to meet certain academic standards. 

Dr Groves: Just one quick additional comment on 
that: Another area that we are discussing as far as its speci- 
ality is concerned is genetics. There are a number of PhD- 
level or DSc-level people who are working in genetics 
diagnostic labs who are also involved in direct patient con- 
tact and counselling of patients as a result of the laboratory 
results, and so they do have patient contact as a major 
component of their particular activity. 

The Chair: Thank you very much for your presenta- 
tion. The committee appreciates hearing from you today. 
As I said before, if there is any additional information that 
you think would be helpful to the committee members 
during the course of these hearings, please feel free to 
communicate in writing via the clerk. 

The committee stands adjourned until 2 o’clock this 
afternoon. 


The committee recessed at 1155. 
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AFTERNOON SITTING 


The committee resumed at 1401. 


The Chair: I have a request from the parliamentary 
assistant to add something on the record. 


Mr Wessenger: Yes, I would like to have staff make a 
comment with respect to ambulance attendants. 


Ms Bohnen: I would like to give you one more piece 
of information about the review’s reasons for not recom- 
mending that ambulance attendants be a self-regulating 
profession, which is that the review was aware that the 
Ministry of Health was planning to conduct a review of 
ambulance services. In fact, there is currently a review 
going on of not just ambulance but emergency health ser- 
vices which is intended to be completed in 1991. The re- 
view felt that kind of review would address the issues 
being raised by the ambulance attendants. 


Mr Hope: So there is always a possibility they may 
be self-regulated, depending on the outcome of the review. 


Ms Bohnen: I think the review was mindful of the 
fact that there are different mechanisms whereby issues 
raised by the occupational group can be addressed. One of 
them is self-regulation under this framework. Another is 
often a different kind of regulation under a specific statute, 
such as the Ambulance Act, for these people. The review 
knew they had issues, but felt they were best addressed 
within the framework of the review of emergency services 
and ambulance services, rather than making the determina- 
tion at that point that they should be a self-regulating pro- 
fession. Certainly the ministry has no idea what is going to 
come out of the current review of emergency services, but 
in any event the advisory council will be there for the 
ambulance attendants’ association to make its application 
in the future. 


MISSION SERVICES OF HAMILTON INC 


The Chair: I now call Mission Services of Hamilton. 
You have 20 minutes for your presentation, and if you 
would leave a few minutes at the end of your presentation 
for questions from committee members, we would appre- 
ciate that. 


Mr Buckley: My name is Mike Buckley. I am the 
director of the Marty Karl Centre for Personal Develop- 
ment, which is one of the four service divisions of Mission 
Services of Hamilton Inc. With me is Kelvin Honsinger, 
our newly appointed executive director. 

Mission Services of Hamilton Inc, and we as the 
mission’s representatives, would like to thank the standing 
committee on social development for this opportunity to 
speak today regarding the effect that Bill 43, the Regulated 
Health Professions Act, would have on our various ser- 
vices if it were passed into law in its present form. 

Mission Services of Hamilton is a non-denominational, 
evangelical Christian mission that has been active in Ham- 
ilton for over 35 years. We currently operate four front-line 
service divisions: Inasmuch Home for Women in Crisis, 
Ontario’s largest and longest-running shelter for abused 
women; the Men’s Residence and Rehabilitation Centre, a 


men’s hostel providing crisis care and drug and alcohol 
rehabilitation; our Family Help Centre, which operates 
several stores providing used clothing, furniture and appli- 
ances at affordable prices or as a free gift to those with a 
demonstrated need, a crisis food bank and a Christmas 
hamper program; and the Marty Karl Centre for Personal 
Development, which provides vocational assessments, 
training, case management and a supported employment 
program for adults with various physical, intellectual and 
psychiatric disabilities. 

Three of these four programs’ services are mandated 
by existing agreements with the region of Hamilton-Went- 
worth and the Ontario Ministry of Community and Social 
Services to provide assessment and counselling services. 
In the course of providing these services, we routinely deal 
with the disease of alcoholism and the effects of physical, 
mental and sexual abuse which include, among others, eat- 
ing disorders and sexual dysfunctions. When dealing with 
disabled adults, we provide our assessment conclusions 
regarding a given person’s functioning—or dysfunctional 
aspects—in writing. 

These examples name only a few instances out of 
many possible ways in which we communicate to the indi- 
viduals in our care a conclusion identifying a disease, dis- 
order or dysfunction as the cause of symptoms of the 
individual in circumstances in which it is reasonably fore- 
seeable that the individual will rely on the conclusion. We 
therefore have been justifiably concerned that paragraph 
26(2)1 of Bill 43, the so-called “diagnosis” clause, would 
create a situation where the activities of our staff, function- 
ing within the limits of their professional training, would 
be considered unlawful. This, according to section 36, 
would cause them, their supervisors and our volunteer 
board members to be open to charges carrying a penalty of 
up to six months in jail and/or a fine of up to $25,000 in 
each instance. 

We have not been convinced by statements made by 
the members of this and the previous government that we 
are unlikely to face these risks. Although the chairperson 
of this committee, Elinor Caplan, in her previous role as 
Minister of Health stated that it was not the intent of this 
legislation to attack social workers, pastors and counsel- 
lors, among others, who were functioning within the level 
of their professional training, we are well aware that once 
legislation is passed into law it is the courts who interpret 
the law and the officers of various police forces who are 
charged with the duty of enforcing the law. 

It would be irresponsible of this Legislative Assembly 
to pass any bill that has ambiguous terminology or that 
relies on an unstated and unwritten “intent” to guide those 
who must work out the practical aspects of applying legis- 
lation to cases. Therefore, if the terminology of this bill is 
permissive and would allow for an unintended application 
whereby Mission Services of Hamilton, similar agencies 
and unregulated professionals might face prosecution, the 
wording should be changed to protect innocent parties 
from the unintended effects. 
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We are aware that the current Minister of Health, Fran- 
ces Lankin, has said to the Legislature that she is not con- 
vinced the diagnosis clause would cause problems for the 
unregulated practitioner. Therefore, we have sought legal 
opinion to clear up any uncertainty she, this committee or 
the Legislative Assembly charged with the duty of passing 
this legislation may have. 

In a legal opinion given to Mission Services of Hamil- 
ton by George Gresko of the firm Milligan, Gresko, 
Charuk and Rogers, we have had our worst fears con- 
firmed. It reads in part, “The work presently carried on by 
the personnel at the mission appears...to fall directly 
within the scope of section 26(2)1 of the act and accord- 
ingly, the present ‘counselling’ function carried on at the 
mission would, in all likelihood be rendered unlawful.” 

There are in Ontario uncounted numbers of crisis cen- 
tres, hostels, shelters and other mental health services and 
programs that rely heavily on the services of professional 
counsellors and staff who are not eligible to become mem- 
bers of a college of a designated health profession within 
the meaning of this bill, nor able to be supervised by a 
member who could delegate such authority, and who are 
providing counselling and assessment services which this 
legislation would undoubtedly throw into a similar lot with 
Mission Services of Hamilton. We would therefore urge 
this committee to take a closer look at this bill. 


1410 

If it could be shown that this legislation itself is in 
contravention of its own stated purpose, would this com- 
mittee be prepared to make changes to this bill? According 
to section 3 of Bill 43, it is the duty of the Minister of 
Health and the purpose of this legislation “to ensure that 
the health professions are regulated and co-ordinated in the 
public interest...and that individuals have access to ser- 
vices provided by the health professions of their choice.” 
We believe we can show that the diagnosis clause, para- 
graph 26(2)1, would not provide for regulating and co-or- 
dinating the health professions in the public interest and 
that the end result of this legislation would be to decrease 
the access individuals have to the health professions of 
their choice. 

We first raise the question of whether “diagnosis” as an 
activity, however described, is rightly the sole domain of the 
medical profession. It would appear not, in that social work- 
ers and licensed professional counsellors in many jurisdic- 
tions in the United States have been granted the right not only 
to diagnose, but to do third-party billing to insurance compa- 
nies based on their diagnoses. For that purpose, they use the 
Diagnostic and Statistical Manual of mental disorders, re- 
ferred to in its current edition as the DSM-III-R. 

It is interesting to note that the DSM came into exis- 
tence as a companion to the International Classification of 
Diseases, which is the medical doctor’s standard for diag- 
nosis, so that mental health professionals who did not have 
medical training would be able to provide diagnostic ser- 
vices. It therefore seems ludicrous, with such an extensive 
diagnostic tool as the DSM-III-R intended for non-medical 
use, and the clear precedent set elsewhere, to attempt to 
claim that diagnosis as a whole is only and solely the 
privilege of the health professions. 





Second, if, as seems apparent from the legal opinion 
we have obtained, social workers, psychotherapists, coun- 
sellors and other mental health professionals are to be 
forced to run the risk of legal prosecution or cease to pro- 
vide their services which necessarily entail “diagnosis” as 
described under the act, there are two likely results. Either 
these services would have to be provided by medical doc- 
tors, psychiatrists and psychologists or the individuals 
under their supervision, or eventually these and other pro- 
fessions would have to be licensed under this or other 
legislation to carry out these much-needed activities. 

In the first case, Ontario is already having a difficult 
time with the ever-increasing costs incurred through the 
Ontario health insurance plan, OHIP. With the increased 
duties for these high-priced medical professionals, it is 
clear we can look forward to increased costs. Currently 
there are many more unregulated mental health practition- 
ers than there are psychologists and psychiatrists. There- 
fore, there would also necessarily be reduced access to 
mental health services. 

In the second case, there is some doubt whether this 
legislation even allows for an exemption for professionals 
licensed under separate legislation. Section 28 of Bill 43, 
which contains the exceptions under which persons could 
seek relief from the regulations in the act, does not men- 
tion the case of a different act providing for the licensure 
of professionals who are currently unregulated and who 
might wish to organize and seek licensure so as to carry on 
their professional duties, which in part, and certainly in the 
case of “diagnosis” as currently defined in section 26, 
would parallel proscribed acts under Bill 43. 

Under clause 39(1)(b), the minister can create an ex- 
ception at a later date, but if the intent is to allow other 
regulated professions to practise in the future, why not 
State so explicitly now? The current situation could be mis- 
understood by suspicious persons as putting up as many 
barriers as possible to currently unregulated professions 
becoming regulated at a later point in time, so as to pre- 
serve a lucrative monopoly in third-party billing for coun- 
selling and assessment services for the medical profession 
as long as possible—possibly for ever? 

As a case in point, the Ministry of Community of So- 
cial Services, in its consultation paper entitled Regulation 
of Social Workers and other Social Service Practitioners, 
has responded to the request of the Ontario Association of 
Professional Social Workers and the Ontario College of 
Certified Social Workers to consider legislation regarding 
the regulation of social workers and other social service 
practitioners in part because “the Health Professions Leg- 
islation Review found merit in the association’s proposal 
[but] determined...that if professional social workers were 
to be regulated it would be more appropriate that such 
legislation made them accountable to the Minister of Com- 
munity and Social Services.” 

Therefore, it is clear to see that steps have already been 
taken by at least one body to be recognized as a regulated 
profession outside of this act. Why not recognize this all 
too likely possibility now with the appropriate wording? 

However, returning to our argument that the diagnosis 
Clause does not fulfil the intent of the act in that it does not 
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provide for the co-ordination of health services in the pub- 
lic interest and that it decreases access and public choice in 
professional services, in the case where this committee 
was able to make changes to this legislation so that either 
other acts would be expressly permitted exception to the 
Regulated Health Professions Act, or they were expressly 
permitted to organize under the act, we would submit that 
this would naturally entail an increased cost to employ 
such licensed individuals which is either passed on to the 
public directly or indirectly through the increased cost of 
insurance, whether it be private insurance or OHIP, or as in 
the case of transfer of payment agencies under the Minis- 
try of Community and Social Services, increased taxes 
and/or reduced services to cope with the increased costs. 

It is important to note that while this might increase the 
credentials of the individuals in a given field, there is no 
guarantee that it would in any way improve the services, 
but it most certainly would push up the costs and decrease 
the accessibility and the element of choice of such services 
to the public. 

It is the responsibility of government to pass legislation 
that fulfils its intent and at the same time does no unin- 
tended harm. We feel we have shown that this legislation, 
in so far as the diagnosis clause, paragraph 26(2)1, is con- 
cerned, fulfils neither of these prerequisites. We have a 
legal opinion that states that our everyday activities in 
three quarters of our programs would be unlawful under 
this bill. We have demonstrated that many other social 
service programs, including drug and alcohol rehabilitation 
programs, shelters and hostels, would all tend to be at risk 
of the same fate. The end result of passing this legislation 
in its current form would be to bankrupt many social ser- 
vice programs, increase costs and decrease public choice 
and accessibility. 

It would therefore be unconscionable for this commit- 
tee to return this bill to the Legislative Assembly without 
changes to paragraph 26(2)1 that would clearly protect the 
medical profession’s right to medical opinion without at 
the same time taking away many other legitimate mental 
health professionals’ right to express an opinion within the 
limits of their training and experience. If suitable wording 
is not forthcoming, it would be better to strike the clause 
from the bill, and in so doing fulfil the intent of the legisla- 
tion, which is to ensure choice and access by the public. 

As a final point, we would like to say that we have 
come to this venue today in good faith that this committee 
is indeed unbiased and willing to make changes to this bill 
to make it both fair and reasonable. We urge this commit- 
tee to make changes in this bill to preserve the rights of 
unregulated practitioners to work within the limits of their 
training and experience, including the communication of 
opinions and diagnoses, so that the public really does get 
freedom of choice, of access and a responsibly co-or- 
dinated health system organized in the public interest. We 
will be watching these proceedings with great interest. 
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Mr J. Wilson: Thank you for the excellent presenta- 
tion. I think you have made one of the most compelling 
arguments. Although we have heard from a number of 





other groups concerning the diagnosis clause, you have 
made one of the best and most succinct arguments that we 
have heard to date. I think it is the intent of this committee, 
and certainly the will of this committee, to try and make 
changes to the bill so that unregulated practitioners will be 
more comfortable. 

I note in your legal opinion that there is not a sugges- 
tion of any new wording we might put into the act. I am 
just wondering if you gave any thought yourselves to that, 
other than I see you also make the suggestion we should 
simply strike the clause. We are grappling as a committee, 
trying to come up with wording. There is the exemption 
section, section 28, that I think tried to give some relief in 
the area of your concerns, but given the current act, per- 
haps you would comment on what you might exactly do 
with it, other than strike the clause, which might not be a 
good option. 

Mr Buckley: I do think that striking the clause would 
be a very good option in that it leaves the whole area then 
open. I think the consumer still has quite a bit of protection 
in other areas of law about mismanagement and misrepre- 
sentation by individuals. 


Mr J. Wilson: Some have suggested in the area of 
protection that perhaps all that is needed is title protection. 


Mr Buckley: I would agree with that. If that is not 
acceptable, probably the next best option might be the in- 
clusion of something in terms like “medical diagnoses” or 
something. Although not expressly, that would tend to 
limit that to, for instance, items that are included within the 


. International Classification of Diseases, and probably, I 


would think, leave the DSM-III-R and similar types of 
volumes to their original intent, or at least it could be 
argued in court that somebody made a diagnosis under a 
different body of publicly recognized information, rather 
than necessarily going into the medical area. At least there 
is a defence there, whereas currently there is not. 


Mr Beer: Thank you for your presentation. At the bot- 
tom of page 9 where you say “and in so doing fulfil the 
intent of the legislation, which is to ensure choice and 
access by the public,” I think we also would have to add to 
that “and protection.” 

I recognize there is a balance here, but personally I do 
not think we can simply drop the clause. We see, through 
presentations that have been made, that there are real con- 
cerns around how that might affect people, but from out- 
side, looking at how we achieve that balance, we have to 
look at the intent of the legislation as being twofold. 

The Coalition of Unregulated Practitioners gave us a 
number of proposals to look at changing the wording and 
how we might approach that. Have you had an opportunity 
to look at any of their proposals? I think we have to find 
something that is going to help achieve that balance, and I 
suspect we would find that simply dropping it could open 
up the possibility of risk to the public, not from you but 
from others. I am just wondering if you have had a chance 
to look at that other wording, and if you have, chance to 
look at that other wording, and if you have, if you could 
elaborate on that. 
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Mr Buckley: I did get a chance to look at that docu- 
ment. Unfortunately I did not go into it at length. I did not 
find any of the options particularly exciting. 

Speaking to your question about balance, yes, there 
definitely is a need for balance. At the same time, I think 
we need to recognize that the medical perspective is one 
perspective of many. As a rehabilitationist, my perspective 
is the rehabilitation philosophy, which is a non-medical 
philosophy. In dealing with individuals, we find ourselves 
at times at odds with medical professionals and we need to 
respect each other’s positions. Right now the balance of 
power and the balance of protection seems to be wholly on 
the medical side, so I am not as concerned about protecting 
the medical profession’s turf at this point, because at this 
point they do not seem to have that much need of protection. 


Mr Beer: From the committee’s perspective, I do not 
think that is our specific interest either. I think, though, that 
in trying to reflect some sense of public good, there is an 
interest to protect the public from those who, whether 
medical or non-medical, would seek to provide some sort 
of diagnosis for which they had absolutely no training and 
no responsibility. It is just that I think we have to be con- 
scious that this is the dilemma we face as a committee in 
finding the balance that, frankly, will allow you to do what 
you have been doing, but do both of these things. 


Mr Buckley: We are a certifying society. Long term, 
we are probably looking at a whole host of social service 
professions that are certified and have some legislation 
allowing them a certain rein. From my perspective, that is 
a bit unfortunate, but it is probably the direction we are 
going. If you look in the United States, you will find there 
has been an awful lot of work done. I was recently down in 
the United States over the summer and was able to talk to 
people about the state down there of the different bodies of 
legislation. It is quite confusing, but that seems to be the 
direction they are going as well. Again, I would say it is 
unfortunate. | 


SOUTH GEORGIAN BAY MINISTERIAL 
TASK FORCE ON BILL 43 


The Chair: I would like to call now on the South 
Georgian Bay Ministerial Task Force on Bill 43. 


Mr Gehrels: My name is Ken Gehrels and beside me 
is Ken Barker. If you just refer the questions to Ken, we 
will make sure they are properly taken care of. “Hey you” 
or a suitable grunt in either direction, and we will make 
sure we get across. 

Thank you for giving us the opportunity of presenting 
to you. I do not envy your job. I do not have to sit in that 
kind of chair except but three days a year, and those are the 
three lousiest days of my life. So hats off to you folks for 
the work you are doing. 

I will just run you quickly through the presentation you 
have before you. Who are we? Basically, a task force that 
represents the ministerial associations, and hence the 
churches, pastors and parishioners, who run all the way 
from the Wiarton area, around the south edge of Georgian 
Bay, right up again to Penetanguishene, Midland, Victoria 
Harbour and all the communities in between. 


Our concern, which I understand has been a concern 
raised by many other folks already to you people—I cer- 
tainly hope we are not beating a dead horse, to use the old 
phrase—is that part of our mandate is to provide pastoral 
care and support to our parishioners, so we, as many oth- 
ers, have an interest in Bill 43. 

From our understanding of the bill, having read it, we 
are appreciative of your desire to revamp the health care 
regulatory process. We support the basic intent of it. How- 
ever, as with others, our concern is paragraph 26(2)1, the 
concern that the diagnosis clause could lessen the quality 
of pastoral care provided to the parishioners whom we are 
representing to you here today and inhibit the positive con- 
tribution that presently is made by clergymen and 
clergywomen on a grass-roots level all across the province 
to the quality of life in this province. 

It is with those words “disease,” “dysfunction” and 
“disorder,” and the concern is whether you intend in the 
legislation to retain a narrow medical definition of the 
words or whether it allows a broader understanding. I 
think it is safe to say from the intent of the legislation, if 
one looks at it overall, that we are probably looking at the 
narrow medical model or definition of the words. Of 
course, both are technically possible. The legislation does 
not really say which one is intended. 

It is our hope, and we were glad to hear what you 
mentioned to the group prior, that you are seeking to work 
aS a proactive rather than a reactive sort of committee so 
that work does get done in a positive sense to prevent, 
somewhere down the road, a possible hindering of the 
work that clergymen and clergywomen carry on all over 
this province in—I give some examples—things like alco- 
holism that families who are struggling with wife assault. 

That is a particular interest of mine at the moment. I 
also sit on the board of the Collingwood women’s emer- 
gency shelter which we just celebrated the opening of, My 
Friend’s House. I bring here personally not only my own 
concems as a clergyperson, but also the concerns of the 
staff whom we have hired on at My Friend’s House. What 
is their status going to be if the legislation were to be 
passed as presently implemented here? 
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Struggles with victims of incest; brokenness surround- 
ing divorce; grief counselling—how many people do not 
avail themselves of clergy if at no other point than 
there?—pre-marital counselling. We do all that sort of 
work on a regular basis and the question becomes then, are 
we going to be able to carry on that sort of work which 
often does involve, in a broad sense, diagnosis- and direc- 
tive-oriented counselling? 

I think of one individual I counselled who had been 
convicted of and openly admitted to an incestuous rela- 
tionship with a child. I had to work arm in arm, together 
with a social worker in the community of similar persua- 
sion to mine, to help this person understand the particular 
implications of his acts and the damage it caused to the 
child. We worked on that and some time later this person 
came down with a very strange disease whereby his hands 
were rendered numb and tingly and he could not use them. 
He came down with this complete conviction that he was 
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suffering under a punishment and the guilt of God for his 
activity. The guilt he was feeling was so tremendously 
crippling to the man that he just simply could not carry on 
with life. He was unable to proceed with medically healing 
his disease, so we had to deal with the diagnosis then, in a 
guilt sense, of what he was struggling with and help him 
overcome that. 

That is one example. There are others. One person | 
was on the telephone with this morning, before I came 
down here, had been betrayed by a member of her fam- 
ily, had been hurt deeply, was losing weight and could 
not sleep and the symptoms went on. Over time we were 
able to diagnose the cause of these symptoms she is 
experiencing as her resentment, her rage, properly so, 
against that particular individual and then help her 
directively to work that through, just to give you a cou- 
ple of concrete examples of where we are coming from 
in our profession. 

We understand you are seeking to regulate, not to box 
in. We appreciate that. It is with that in mind that we 
would like to present to you four different suggestions, 
on page 2, as to what possibly might be helpful, or at 
least provide an avenue in sorting through the present 
predicament. 

I would like to begin with proposal 2, “Delete 26(2)1 
entirely,” and just ask the question, perhaps in a rhetorical 
sort of sense, recognizing what Mr Beer has already men- 
tioned, is the rest of the list, paragraphs 26(2)2 to 26(2)13, 
not sufficient in terms of the protection it provides to the 
public? I think here of the way our society in general runs. 
We are a society that works very much with individual 
responsibility, individual freedom and freedom of choice, 
recognizing that it is government which then sets the 
boundaries of safety so that people do not get unnecessar- 
ily damaged or hurt when they make the particular choices 
they are seeking to make. 

Paragraphs 26(2)2 to 26(2)13 speak of all the different 
poking and prodding and working with various corners 
and crevices of the body. The question I ask to members of 
the committee, and perhaps we can discuss this in a couple 
of minutes, is, does that not provide, in and of itself, suffi- 
cient protection for people who honestly are going to look 
for some kind of assistance for whatever conundrum they 
find themselves in? If you say no, then up to number one: 
Would it then perhaps be beneficial to stake down what I 
would put in quotes as “individual fence posts,” perhaps 
an item-by-item designation of what kinds of diseases, dis- 
orders and dysfunctions may or may not be diagnosed by 
only those in regulated professions? I know it becomes a 
little more awkward, a little longer. 

If we are concerned with working on the narrow mean- 
ing, the narrow definition of the words, especially “dys- 
function” and “disorder,” then perhaps something like 
number three, communicating a conclusion regarding a 
medical, dental or optometrical disease, dysfunction or dis- 
order—I do not know exactly how you would want to 
word that—and then in some way, somehow refer to the 
body of common law that has already been built up which 
prevents people from practising medicine without a li- 
cense. That body of law is there now. Can we not perhaps 





make use of that somehow by using the words “medical 
diagnoses,” perhaps? Then when we have this whole body 
of legislation in place it can be utilized. It seems to be 
working fine so far. It has not impinged on social workers, 
parole officers or clergy to date. I cannot see that changing. 

Then there is number four. I like that one the best 
because I wrote that one. 


Mr Owens: Sounds good to me. 


Mr Gehrels: There you go. No, the basic idea for that 
one came from Don Evans from the coalition. His concern, 
as he has probably mentioned to you, is with scope of 
practice rather than specific item-by-item definition of 
what may or may not be done. Where are we going to get 
our hands slapped? Where are we not going to get our 
hands slapped? That got us in the south Georgian Bay task 
force thinking, is it perhaps not misrepresentation that is in 
a large way the concern of you folks in the committee, 
playing doctor? If I look at clause 26(1)(a), subsection 
30(1) or subsections 31(1) and (2), that seems to be the 
case. It seems to come up over and over again in the bill. 
That is a concern we share. I do not want to, and as clergy 
we ought not to want to, engage in detailed medical or 
psychiatric analysis of our clients. We are not called to that 
and are not trained for that; wrong bailiwick. 

Could we say something like, “Communicating to the 
individual or his or her personal representative a conclusion 
regarding a disease, dysfunction or disorder in which it is 
reasonably foreseeable that the individual or his or her per- 
sonal representative will understand this conclusion as having 
been made by an individual authorized by a health professions 
act to perform treatment regarding this conclusion”? 


Then you go to the scope of practice of each of the 
individual professions as you define them with the various 
health provision acts that go along with this particular bill. 
I guess what we are looking for is complete legal assur- 
ance that our day-to-day provision of competent pastoral 
care is not hindered. I have no interest in protecting the 
quacks, like the guy who receives a vision after a bottle of 
wine, calls himself a reverend and starts counselling prac- 
tice. That is not our intent. Competent counselling, pastoral 
care: We do not want that hindered. We do not want that 
put under a cloud of possible legal action in any respect. I 
think the parishioners we represent deserve nothing less 
and I am sure you would agree on that. 


The final thought is that we do not understand how the 
government could on the one hand call for grass-roots 
health care—I consider mental health, spiritual health to be 
part of the overall wellbeing of a person. I think our soci- 
ety is more and more coming to see that. We are not just 
bodies with little minds stuck in them. We are whole peo- 
ple and with all different aspects to our wellbeing. I agree 
with the call I hear coming from Queen’s Park, time and 
again, for front-line care, for grass-roots care, for commu- 
nity-owned and cared-for work, preventive care especially. 
I think that is good. But then we cannot at the same time 
hinder that by trying to stuff everybody into a narrow med- 
ical model. As you know by now, we just simply do not all 
fit. | thank you for your time and attention as a committee 
and welcome any questions or dialogue. 
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Mr J. Wilson: Thank you for coming down from 
God’s country and making this representation. I have a 
stake in that area of the province also. I was just wonder- 
ing whether while you are here we could ask legal counsel, 
through the parliamentary assistant, if she has any cursory 
comments on the suggested wording as outlined in point 4. 


Ms Bohnen: I will just make a couple of comments 
on items 3 and 4, although I think it is really dangerous to 
comment before these hearings are completed, so this is 
really very tentative. 


Mr J. Wilson: We understand that. You are covered. 
We will not hold you to it. 


Ms Bohnen: I will just raise one concern I would 
have with item 3, extending it to “regarding a medical, 
dental or optometrical disease, dysfunction or disorder.” 
The intention of the governments has been to really focus 
on the kinds of diagnoses medical doctors make, and there 
is common law that helps us to define what the scope of 
practice of medicine is and therefore what medical diagno- 
sis might be. As soon as you start referring to dental and 
optometrical, and I think you would have to extend that in 
this framework to psychological and so on, you are start- 
ing to expand rather than confine the scope of the con- 
trolled act, which I do not think would be your desire to an 
amendment such as this. 

Also, I think you might ask: “What is a dental disease, 
disorder or dysfunction? What is optometrical?” I am not 
sure the adjectives are modifying the right nouns. Those 
are just some preliminary comments. The second sugges- 
tion, as was clearly said, is that it really focuses on harm 
resulting from people being misled as to the qualifications 
of the provider. The review thought there had to be protec- 
tion both against confusion and diagnoses provided by 
people who were just not qualified to provide them regard- 
less of how they identified themselves. It it is one thing for 
the quack to pretend to be a medical doctor, but there is 
still a risk of harm from a quack who does not pretend to 
be something he or she is not, who provides a diagnosis 
that is outside his or her competence. 


Mr Gehrels: May I comment on that, Madam Chair? 
The Chair: Did you want to ask a question, Mr Wilson? 


Mr J. Wilson: Perhaps you could comment on that. If 
I raised my voice that would be a question. 


Mr Gehrels: In response to Mr Wilson’s timely ques- 
tion, if I could comment on that, regarding item 3, “dental 
or optometrical,” we are not fussy. The words are hard 
enough to pronounce, let alone anything else. 


Ms Bohnen: Or spell. 


Mr Gehrels: Or spell; that is right. It was not even in 
the spell checker, at any rate. But whether or not that is in 
there, we agree we are looking for a narrow definition and 
if taking those out works, great. Regarding item 4, I really 
wonder whether there is a tremendous danger from some- 
one who does not claim to speak with particular authority 
such a person is not qualified with, whether that person 
still poses so much a danger. 


To put it bluntly: “Hi, I’m a quack. I think you’ve got 
such and such and I think you should do such and such,” 
does not carry near the weight as: “Hi, I’m Dr So-and-so. I 
think you’ve got this. I think you should do this.” Of 
course I am not going to go around and say I am a quack: 
“Hi, I’m Ken Gehrels. I think you’ve got such and such. I 
think you should do such and such.” Fine, that is what 
grandma told me too, but I am not going to put my life in 
jeopardy or carry on some kind of specific assessment 
because of what grandma, Mr Jones who has the farm 
behind me or whoever says. In our day and age, especially 
where we are so specialist-oriented, people look for that 
before they carry on with any specific activity. I think we 
owe it to the members of our province, the citizenry, to 
recognize that they have enough brains to do that. I think 
that preventing misrepresentation would carry us far 


enough. 

The Chair: Thank you very much for your presenta- 
tion before the committee today. If over the course of these 
hearings you, your organization or any group or individual 
would like to present additional information to the com- 
mittee or feel there might be some helpful information, I 
hope you and everyone else will feel free to communicate 
with the committee in writing to our clerk at any time. 


ONTARIO SECONDARY SCHOOL TEACHERS’ 
FEDERATION 
The Chair: I would like to call now on the Ontario 
Secondary School Teachers’ Federation. 


Ms Suddick: I am Mary Suddick. I am president of 
the professional students’ services personnel occupational 
sector of OSSTF, and Neil Walker is executive assistant of 
the external policy department at OSSTF. On behalf of 
OSSTF I would like to thank you for your time. The pro- 
cess of public involvement is an important one and we 
appreciate the opportunity to be able to outline our con- 
cerns about the legislation. I shall now proceed to take you 
through our brief, which I believe members have in front 
of them. 

The Ontario Secondary School Teachers’ Federation is 
proud to number among its 43,000 members a growing 
number of professional and non-professional educational 
support services staff. Among the latter are audiologists 
and speech-language pathologists. They will be directly 
affected by the new Regulated Health Professions Act and 
the Audiology and Speech-Language Pathology Acct. In ad- 
dition, other federation members such as guidance coun- 
sellors and behavioural therapists and counsellors—in 
short, any member of the educational team who deals with 
questions of student disability, behaviour and mental 
health—may find their professional effectiveness impaired 
by provisions of the new bills dealing with diagnosis as a 
controlled act. 

The functions of diagnosis and assessment, which are a 
key part of every speech-language pathologist’s and 
audiologist’s intervention to help students in difficulty, 
under the terms of RHPA become a controlled act whose 
communication is licensed. A controlled act is defined in 
the prohibitions section of Bill 43, paragraph 26(2)1: 
“Communicating to the individual or his or her personal 
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representative a conclusion identifying a disease, disorder 


_ or dysfunction as the cause of symptoms of the individual 


in circumstances in which it is reasonably foreseeable that 
the individual or his or her personal representative will 
rely on the conclusion.” 

As can be imagined, within the school setting speech- 
language pathologists and audiologists in the normal 
course of their activities on behalf of students in difficulty 
communicate their assessments to students, parents, teach- 
ers, counsellors and other resource personnel, and if neces- 
sary to administrators. Depending on the complexity of the 
difficulty and the extent of the resources that must be mar- 
shalled to meet it, a speech-language pathologist or audiol- 
ogist may have to involve all of the above to help a child 
whose problem is serious. Under the terms of Bill 43 as it 
now stands, speech-language pathologists and audiologists 


_ would be stripped of the right to do just that. 


If the terms of the bill and the related bills stand, none 
of the professionals touched by the RHPA would be able to 
function as above in a school or school-related setting, 
with the exception of licensed doctors and psychologists. 
In other words, as the bill stands, a speech-language pa- 
thologist or audiologist would be able to diagnose a dis- 
ability or dysfunction within his or her professional 
capacity, but must seek out the services of a doctor or 
psychologist to communicate the diagnosis to anyone else 
who might of necessity be involved in the treatment of the 
dysfunction. It would seem on the face of it that the 
speech-language pathologist or audiologist would be in the 
ludicrous position of not being able to communicate the 
nature of the disorder or its treatment to the student or to 
the parent where appropriate. 
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One can empathize with the concerns of those who 
have drafted the RHPA and related bills to protect the pub- 
lic from unlicensed charlatans and unqualified care givers 
who have the potential to do public harm. It is our belief, 
however, that it was not the intention of the government to 
disrupt or render more difficult the successful practices of 
therapy that are now benefiting some of our most vulnera- 
ble children within the school system. In fact, it has been a 
struggle within many boards to convince trustees that such 
support services are the lifeline essential to the survival 
and ongoing success of disabled children. Only persistent 
and effective lobbying by parent groups and associations 
in the field of special education have convinced trustees 
that these services are indeed essential. 

In this respect, the battle is not over. The sad case of 
Oxford county, where trustees, squirming under tax revolt 
pressure, recently slashed support services for children in 
difficulty, including speech-language pathologists, audiol- 
ogists and behaviour therapists, is a sharp reminder of the 
fragility of these services. They may not be necessary for 
the broad population of students, but they are absolutely 
vital for the minority of children who need them. 

One can easily imagine the destructive frustration of a 
child, having lost access to the therapy that is allowing him 
or her to communicate for the first time with other chil- 
dren, being faced with a six-month or longer waiting pe- 
riod for help at the nearest clinic or hospital. 





We call on the government to amend Bill 43 and/or the 
related bills to allow those professionals who are now 
functioning in a school setting to continue to do so without 
the impediment posed by the bills’ approach to controlled 
acts. 

. Deputy Minister of Education Robert Mitton has 
brought to the attention of the Ministry of Health the diffi- 
culty posed by the definition of the “controlled act” within 
the school setting for teachers and guidance counsellors. 
We have attached a copy of the letter to our brief. 


He contends that the prohibition of the communication 
of conclusions by the unregistered personnel would pre- 
vent them “from performing their assigned functions. For 
instance, in the Ministry of Education guideline for guid- 
ance curriculum one of the roles assigned to guidance 
counsellors in the intermediate and senior divisions is to 
‘assess students’ particular social and emotional needs and 
make recommendations for referrals to or consultation 
with other staff or community agencies.’” Such referrals, 
involving an assessment of a “pupil’s emotional or psycho- 
logical disorder or dysfunction,” would constitute a pro- 
hibited act. 

Boards of education employ other professional person- 
nel such as occupational therapists and physiotherapists. In 
addition, within the context of section 27, schools in clini- 
cal settings, all professional personnel, because of the spe- 
cial nature of the needs of these students, may be involved 
with the communication of assessments of dysfunctions 
that are, by definition, controlled acts. The potential for 
disruption of present practices with educational settings 
affected by Bill 43 is thus relatively widespread. 

The deputy minister, Mr Mitton, to remedy these prob- 
lems suggested the removal of the definition of diagnosis 
from Bill 178. It appears that paragraph 26(2)1 of Bill 43 
perpetuates the same problem. Mr Mitton’s alternative 
suggestion may be more acceptable, and if broad enough 
in scope would solve the problem for educators. OSSTF 
endorses his request that “education professionals be ex- 
empted by regulation under subsection 26(3).” If the ex- 
emption is extended to all educational settings, 
professionals in education will be able to maintain present 
practice, to the betterment of those students with special 
needs. 

Thus, our first recommendation would be that educa- 
tion professionals be exempted by regulation from the 
terms of paragraph 26(2)1 of the Regulated Health Profes- 
sions Act, 1991. 

We believe the public interest would be served through 
the above amendment and the public protected at the same 
time through the safeguards inherent in the choice and 


’ supervision of professional personnel by the boards of ed- 


ucation and the Ministry of Education. 

OSSTF has several concerns related to title protection 
within the scope of Bill 44. Subsection 15(1) of the bill 
reads, “No person other than a member shall use the titles 
‘audiologist’ or ‘speech-language pathologist,’ a variation 
or abbreviation or an equivalent in another language in the 
course of providing or offering to provide, in Ontario, 
health care to individuals.” 
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To obviate any ambiguity as to whether this subsection 
applies to those qualified individuals working in educa- 
tional settings, we recommend that the final phrase of the 
section, “in the course of providing or offering to provide, 
in Ontario, health care to individuals,” be deleted. Our 
second recommendation would be that the phrase “in the 
course of providing or offering to provide, in Ontario, 
health care to individuals” be deleted from subsection 
15(1) of the Audiology and Speech-Language Pathology 
Act, 1991. 

Furthermore, as the title “speech therapist” is used in- 
terchangeably and synonymously with that of “speech-lan- 
guage pathologist,” it too should be protected to avoid a 
potential glaring loophole in the act. As “speech therapist” 
is the historical designation for “speech-language patholo- 
gist” in Canada and elsewhere, and many practitioners 
presently hold licences and display the title “speech thera- 
pist,” such protection would help to avoid any confusion 
among school board officials and the general public as to 
whether the practitioners are indeed licensed professionals. 

Therefore, our third recommendation would be that 
subsection 15(1) be amended by the addition of the desig- 
nation “speech therapist” as one of the protected titles. 

_In addition, OSSTF recommends an amendment per- 
taining to subsection 15(2) of Bill 44. The subsection 
reads, “No person other than a member shall hold himself 
or herself out as a person who is qualified to practise in 
Ontario as an audiologist or speech-language pathologist 
or in a specialty of audiology or speech-language pathology.” 

To prevent non-qualified persons from skirting the law 
by attempting to offer such things as audiological services 
within a school setting, OSSTF recommends that subsec- 
tion 15(2), “Representations of qualifications,” of Bill 44 
be amended to read as follows, “No person other than a 
member shall take or use any name, title or description 
implying or calculated to lead people to infer that the per- 
son is qualified or recognized by law as an audiologist, 
speech pathologist or speech therapist.” 

Although it may be argued that the difference in termi- 
nology is not momentous in import, OSSTF feels that the 
protection of the public would be better served by the 
amendment of the wording. 

Thus, recommendation 4 is that subsection 15(2) be 
amended to read, “No person other than a member shall 
take or use any name, title or description implying or cal- 
culated to lead people to infer that the person is qualified 
or recognized by law as an audiologist, speech-language 
pathologist or speech therapist.” 

OSSTF believes that these amendments would im- 
prove the legislation and recommends that the government 
consider them for implementation. 

The Ontario Secondary School Teachers’ Federation is 
convinced that the above suggested amendments to the 
Regulated Health Professions Act and the Audiology and 
Speech-Language Pathology Act will allow those profes- 
sionals in education who are providing vital services to 
students in difficulty to continue to do so without their 
effectiveness being impaired. 

At the same time, the protection of the public, which is 
the principal aim of the Regulated Health Professions Act 


and related acts, would be better guaranteed. We strongly 
urge that the government respond favourably to our 
recommendations. 

We would now be prepared to answer any questions 
you might have. 
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Mr Jackson: Mary, Neil, welcome, and thank you for 
an excellent brief. I have quite a few questions but I know 
time does not allow us. There is no reference to the On- 
tario student record here, but I would suspect, knowing 
protocol, that upon certain suspicions there might be an 
entry in the OSR and that also the act of entering in the 
OSR might be proof in a court of that breach as well. 


Ms Suddick: Yes. 


Mr Jackson: I briefly read the letter from the deputy 
minister, Mr Mitton. First of all, it does not have a date on 
it. Does anybody know the approximate date? Maybe that 
could be determined since it was to the ministry. Knowing 
that date, we could get a sense of whether or not the gov- 
ernment considered any amendments post receipt of the 
letter or if, as the letter indicates, it clearly states for the 
record that, “Both this ministry and the Ontario Teachers’ 
Federation do not seem to have provided input as to the 
serious and broad-ranging impacts which the legislation as 
proposed would have on the delivery of educational ser- 
vices in this province.” I quote directly from the letter of 


_ Mr Mitton to the Deputy Minister of Health, Dr Barkin. 


The Chair: Mr Jackson, it is time for questions. 


Mr Jackson: I am making it abundantly clear, Madam 
Chair, that we would like an answer. According to this 
letter, Education was overlooked. We have a letter from 
the deputy minister, the second-highest-ranking individ- 
ual in the province in education, as far as the govern- 
ment is concerned, expressing concern that they were 
not consulted. 


The Chair: Mr Jackson, do you have a question? 


Mr Jackson: I have stated the question and I was 
about to finish until the Chair was demanding clarification 
on my question. 


The Chair: There are four minutes left entirely and I 
have four speakers. 


Mr Jackson: Do you know the questions I have, be- 
cause I think legislative counsel knows my questions? 


The Chair: Would you like to respond, Mr Wessenger? 


Mr Wessenger: I will have ministry staff respond to 
this matter of the letter. 


Mr Burrows: To answer Mr Jackson’s question, we 
would like to be able to table the response to that letter, but 
it by and of itself raises some questions. It is not signed 
and it is not dated, so we have no way of knowing that this 
in fact was a letter that was sent. We would like to look at 
the circumstances of the release of the letter and any possi- 
ble response, but we would have to check with the minis- 
try as to what we were actually responding to. If you could 
leave that with us, we will do that. 

I would make a couple of general comments. Looking 
at the content of the letter, it apparently was received prior 
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to the deletion of the harm clause, so my guess would be 
that it is somewhat dated. Second, prior to the introduction 
of the legislation, the entire package of course went to 
cabinet, at which time it was a cabinet decision to proceed. 
That is why the legislation was introduced. There is a con- 
sultation process that is part of the cabinet approval pro- 
cess and this legislation did go through that, so there was 
opportunity for comment. Last, at the bureaucratic level, I 
can assure everyone that we have discussed the legislation, 
some parts of it in great detail, with representatives of a large 
number of ministries including the ministry in question. 

The Chair: Thank you very much. Question, Mr 
Beer. One minute. 


Mr Beer: Perhaps more by way of something we 
could do in that week of the 16th. Given this letter and 
assuming that it is as it is, we could perhaps add officials 
from the Ministry of Education to talk about this letter and 
whether their concerns around the diagnosis clause remain 
the same or have been met. 


The Chair: Your request is noted. Thank you, Mr 
Beer. One minute, Mr Martin. 


Mr Martin: Mine is of the same nature, and that 
would certainly serve to— 


The Chair: Thirty seconds, Mr Hope. 


Mr Hope: Since I have been on this committee dealing 
with the audiologists and the speech-language patholo- 
gists, are there not current laws dealing with people under 
a certain age about hearing? Are not some of the com- 
ments currently under law that are expressed here today? 
The dispensers were saying about laws that are already in 
place dealing with a certain age for hearing and for speech. 


Mr Wessenger: I will refer that to counsel. 


Ms Bohnen: That particular question you are raising 
is not something I could honestly say I know much about, 
but I would be happy to look into it and report back. I will 
just have to get back. I do not know. 


The Chair: Thank you for your presentation and for 
appearing before the committee today. 

I remind all members that during the time that is avail- 
able for questions, if you have long questions and wish a 
response from the ministry, you can also do that privately 
to the representatives from the ministry and they will then 
respond in writing, on the record, at the appropriate time. 


JOHN CHIN 


The Chair: John Chin, please come forward. You have 
10 minutes for your presentation. 


Dr Chin: I am Dr Chin, a consulting surgeon at two 
hospitals, one in Toronto and one in the suburbs. I am a 
practising surgeon in this city. 

I have read Bill 43 and I could not find anything that 
relates to my concerns. I have two areas of concern. One is 
that the board of directors of community hospitals is not 
accountable to anybody or even to the Ministry of Health. 
They are an autonomous group. They practise with immu- 
nity from any complaints whatsoever. This is my experi- 
ence. The second concern is related to section 34 of the 
Public Hospitals Act. I will give more details as I go along. 


As I said before, boards of community hospitals are not 
accountable even to the Ministry of Health. Perhaps it is 
best to give some examples. In recent years, three hospitals 
boards refused to give the applicant a hearing despite the 
fact that the Public Hospitals Act states quite clearly that 
the applicant is entitled to a hearing before the board, if 
requested. Three hospital boards decided not to give the 
applicant a hearing. Even the government failed to per- 
suade the hospital to do so. The Hospital Appeal Board is 
ineffective in this regard. It does not have jurisdiction to 
order the board to give a hearing. Even the government 
failed in this regard. The hospital boards, as I said, are not 
accountable to anybody. They are a law to themselves. 

One hospital board even ignored complaints of matters 
of serious concern regarding health care matters and irreg- 
ularities, so much so that complaints were made to the 
government. No response was given by the government in 
this regard, so I have to conclude that the hospital board is 
autonomous, as I said before, and not accountable to any- 
body. 

Also, if you suspect conflicts of interest at hospital 
boards, to whom do you turn? The chairman of the board 
ignores all your letters. What do you do? To whom do you 
complain? Do you complain to the government? They are 
very ineffective in this regard. 

There is even collusion between hospital boards when 
they want to reject a candidate. Do you know how this 
comes about? There is a leakage of confidential, false in- 
formation from one hospital board to another hospital. 
How is this possible? Because two hospitals appoint the 
same physician chief of the department in both hospitals at 
the same time for two years. How can that be? It is unprec- 
edented. How can two hospitals employ the same physi- 
cian to be chief of a department at the same time for two 
years? Because of such a situation, leakage of information 
went out from one board to another to defame the candi- 
date. When you ask for an investigation about this matter, 
the hospital board refuses to investigate. It is none of their 
business. You have to take it to court. 

The chairman of the hospital later found it necessary to 
correct the false information, but only after the damage — 
had been done already to the candidate. What good is that 
now, when the damage had already been done? This gives 
you an example of what hospital boards can do without 
any accountability. 
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I know there is a debate about doctors not sitting on 
hospital boards. That does not solve the problem. Doctors 
should sit on hospital boards, but they should not be in 
private practice. What is needed is not so much doctors on 
the board; what is required is government representation 
on the board. The government should have someone repre- 
sent the government on the board, or even the chief execu- 
tive officer’s appointment should be approved by the 
government. That is the only way the hospital board can 
function effectively. Taking doctors off the board is of no 
consequence whatsoever, because the board can still be 
influenced by the doctors. The doctors have their own in- 
terests; the board has its own interests. 
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What is shocking to me in this is that the government 
gives millions of dollars to the hospital, a global budget. I 
have information that one hospital spent 90% of the budget 
on salaries alone, and only 3% on equipment. How can a 
surgeon keep up with the latest technology? How can you 
get to do a laparoscopic cholecystectomy—I am sure most 
of you have heard about laparoscopic cholecystectomy— 
which only costs about $100,000. You cannot even get that 
because the bulk of the budget goes towards administra- 
tion. The administration takes a big portion of the budget. 
Even a special secretary in the administration—some are 
getting $120,000. I cannot even imagine what the execu- 
tive director is getting. I am sure they are over $250,000, 
most likely. 

That is so because the government has no input what- 
soever. They give the money and tell the hospital to do 
what it wants to do with it. How they spend it is up to 
them. As long as they are accounted for, they do not care. 
The government has no input whatsoever. That could 
never work in a business at all. You cannot just give mil- 
lions of dollars and tell them to help themselves to salary 
increases, to whatever they want, an exorbitant amount. 
Nobody is accountable to anybody. That is the situation 
right now. You read in the papers about, “It’s not money.” 
Of course it is not money; it is mismanagement in the 
middle level. They are giving themselves exorbitant sala- 
ries. They do not have to be accountable to anybody. Why 
do doctors not complain? Because they have an interest 
themselves to protect. They do not care. Why should they 
bother? Why should they worry about what the chief exec- 
utive officer does? They are rather interdependent in some 
ways. 

What I advocate is this: The government must have 
representation on the board. For that matter, appointments 
of chief executive officers should be approved by the 
government. 

Let me run on to the next area of concern. I am running 
out of time. Section 34 states quite clearly that every phy- 
sician has a right to, is entitled to apply for privileges. It is 
very misleading. It is unjust. It puts the candidate to unnec- 
essary expenses and unnecessary harassment because it 
gives a false sense of success. We have no chance whatso- 
ever. All a hospital has to do is say, “The complement is 
full.” Who says the complement is full? The doctors them- 
selves. “The house is full.” One chairman said, “They 
don’t want to share the pie.” It is as simple as all that. They 
do not need to give another reason to tell you how they can 
reject you unfairly. All they have to say is, “The comple- 
ment is full,” and you cannot do anything to anybody. 

To go further, if they are not satisfied with that, do you 
know what they say to you? They give you a hearing after 
giving away the job or they refuse to give you a hearing. 
One president of a hospital was asked this question, 
“Three plus one is what?” She refused to answer because it 
comes to four. She testified in court that the proper com- 
plement was three when in fact it was four. That gives you 
the extent of what the president of a hospital will do to 
protect the doctors. Of course, in turn the doctors protect 
them too, sort of vice-versa. 





What about the appeal board? It is only a rubber stamp. 
They go further. In fact, they give more reasons than the 
hospital give if you go to them. Also, to give you an exam- 
ple, the Hospital Appeal Board gives you what reason? 
Personality. The hospital never brought it up, but people 
will say personality to give the hospital a lending hand. 

Also they fail to provide a transcript to the court if you 
want to go to court and appeal it. You have to fork out 
thousands of dollars, $5,000 to get a transcript if you want 
to go to court and yet it is stated quite clearly in the Public 
Hospitals Act that the hospital people must provide a tran- 
script if it is not part of their transcript. 

If you go to the court, the court punishes you. If you 
ever Say, or your lawyer ever says, that the Hospital Ap- 
peal Board is biased you will get hit for it. You will get 
charged for client as well as solicitor’s fee to punish you. 
That is why this act should be taken out. It is useless. No 
special candidate to my knowledge has ever successfully 
applied and got in. If the hospital wanted to check you, 
there is a foolproof answer. There is nothing you can do 
about it. 

This act needs changing. It is a futile exercise. It causes 
unnecessary expense to the candidate. It is time the gov- 
ernment did something about it. To summarize it all, the 
hospital board should be made accountable to the govern- 
ment or government should put a representative there to 
see how its money is spent. Otherwise, things will never 
change. Taking doctors out of the board is not the answer. 


The Chair: Thank you very much, Dr Chin, for your 
presentation before the committee. The committee is deal- 
ing with the Regulated Health Professions Act. Your repre- 
sentations were with regard to the Public Hospitals Act. 
We are aware that the Ministry of Health at the present 
time is reviewing the Public Hospitals Act and as chairman 
of this committee, I will undertake to ensure that the 
Hansard of your presentation as well as your documenta- 
tion is forwarded to the Minister of Health for consider- 
ation as part of the deliberations around the new Public 
Hospitals Act. 


NATIONAL COUNCIL OF CANADIAN FILIPINO 
ASSOCIATIONS 

The Chair: I would like to call next the National 
Council of Canadian Filipino Associations. Welcome. I 
know you have appeared before a number of committees. I 
do not think I need to tell you how to proceed. Please 
introduce yourself. You have 20 minutes for your presenta- 
tion and we would ask if you would, Carmencita, leave a 
few minutes at the end for questions from committee 
members. 


Ms Hernandez: My presentation is short but hope- 
fully concise. I would like to thank the members of the 
standing committee for giving me the opportunity to pres- 
ent our views on Bill 43, the Regulated Health Professions 
Act. My name is Carmencita Hernandez. I am the regional 
vice-president of the National Council of Canadian Fili- 
pino Associations. The NCCFA is a federally incorporated 
organization representing its member associations across 
Canada. Formed in 1963, the NCCFA aims to contribute to 
a viable, visible Filipino Canadian community that can 
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_ actively participate in the social, cultural, political and eco- 
nomic life of Canada. 
| We strive to serve as an effective voice of the Filipino 
Canadian community. We are committed to working to- 
wards the development of a strong community, proud of 
our heritage and active in the building of a just, humane 
and prosperous Canadian society. As individuals, we are 
_also members of the Ontario Coalition of Visible Minority 
Women, the Toronto Organization for Domestic Workers 
Rights or Intercede, the Network of Filipino Canadian 
Women. NCCFA is a member organization of the Cana- 
dian Ethnocultural Council, a coalition of 37 national eth- 
nic organizations across Canada. 
As the regional vice-president in part of Ontario, my 
_ mandate includes campaigns, projects, programs and activ- 
ities and development of policies on issues such as accred- 
itation of foreign credentials; employment equity; 
education equity; wife assault, sexual assault and violence 
against women; AIDS; access to health and social services; 
and systemic discrimination. These campaigns, projects, 
programs and activities are a result of our collective work 
in the community as workers, as community leaders and 
representatives, as community activists, as Canadians. Our 
work is framed by the principles of equity, equality and 
_ justice. This is strengthened by our recognition of our con- 
tribution to the economic, social and cultural and political 
growth of this province and country. It is steeled by our 
commitment to a just society. 
— 1520 
Striking a New Balance: A Blueprint for the Regulation 
_ of Ontario’s Health Professions presents the recommenda- 
tions of the Health Professions Legislation Review. In the 
overview of the recommendations, under the subhead 
“Mandate”, it states that the review was created at a time 
_when much pressure for change to the existing regulatory 
legislation was being exerted. It appears, however, to have 
_ missed the concerns of individuals, community groups and 
agencies for accessibility to health services and for health 
_ professionals and health service providers to reflect the 
diversity of this province. 

The participants and others in contact with the review 
fail to include women’s groups, including immigrant and 
visible minority women’s groups, ethnoracial organiza- 
tions and community health clinics. It seems to me that a 
balance could not be struck without representation from 
_ the abovementioned constituencies. 
| It is very important to recognize certain institutional 
_ barriers that face foreign-trained health professionals. I am 
certain that the members of this committee are1 familiar 
with the report entitled Access, a report of the Task Force 
on Access to Trades and Professions. 

Bill 43, as presented, provides for the establishment of 
an advisory council, section 7, and the Health Disciplines 
Board, section 17. It is very important that the members of 
this council and board be representative and reflect the 
diversity of this province. 

With reference to schedule 2, the Health Professions 
Procedural Code, we strongly recommend that section 9 
also include committees on equity in health education and 
practice and accreditation. This would encourage different 




















colleges to adopt policies and establish programs that will 
acknowledge the diversity of their community and make a 
commitment to fair treatment and opportunity for all On- 
tario residents. 

There are also certain requirements that have to be met 
before an application for registration is even received. The 
experiences of foreign-trained nurses in their attempt to be 
registered in this province are well documented by the 
Coalition of Visible Minority Women and other organiza- 
tions such as the Filipino Nurses Association. 

We would like to ask that there be provisions in the 
code that would also allow third-party representation on 
behalf of applicants rejected, and not only when an appli- 
cant dies or becomes incapacitated. I hope this opportunity 
given to us would serve as a first step in reaching out to 
the various colleges. 


Mr Beer: Thank you very much for your presentation. 
I think you have touched on a number of issues, but one, I 
believe for the first time, relates to the procedural code and 
your suggestion that perhaps there should be a committee 
dealing with equity. I know certainly in other forums many 
people have said that this issue of employment equity is 
perhaps one of the most critical. Do you have any sense 
whether, in the deliberations that are still going on with 
respect to the Task Force on Access to Trades and Profes- 
sions, consideration is being given to this particular point 
you made? 


Ms Hernandez: Yes, this is part of the demands for 
the new government, to act on the recommendation of the 
Access report, a recommendation to install a plan which is 
the pre-learning assessment network. It is being asked for 
by communities. I believe there are initiatives, but we do 
not know about the details. 


Mr Beer: Would it be fair to say that regardless of 
what initiatives come out of the government response to 
that task force, you would still think it useful to have a 
committee on each of the councils that dealt with this 
process? 


Ms Hernandez: Definitely, because we see that there 
is resistance among colleges to address the issue even of 
gender equality, and much more so in race equality. The 
establishment of accreditation or equity in the health pro- 
fession, in terms of practice and education, would be very 
useful. It is opening up their minds to the different compo- 
sition of this province. We are very aware there appears to 
be resistance to acknowledging the fact that as immigrants 
come to the country, we bring along our credentials, and 
maybe what is needed is a different kind of program that 
would help us adjust to the profession we would like to 
practise. 


Mr Jackson: Mr Beer has asked some of the ques- 
tions I wanted to ask, but going further on this issue of 
employment equity in the health professions, it is my un- 
derstanding that the native community will at some time 
be presenting to this committee its concerns with respect to 
self-government and separate colleges for native people 
because of that model. That is not what you are requesting. 
You are requesting an equity access model within the ex- 
isting framework of the regulated agencies. Do you 
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support—this is a question I will ask the minority 
women’s group who are coming next—native Canadians 
with respect to their request for separate, independent col- 
leges for purposes of graduating, regulating and training 
their native health professions? 


Ms Hernandez: We support the call of the native peo- 
ple, even asking for their own justice system, and we be- 
lieve they are very right in asking for their own colleges to 
be able to train and give credit to their professionals. 


The Chair: Thank you very much for your presenta- 
tion. The committee appreciates hearing from you. If, over 
the course of these hearings, there is anything further that 
you feel would be of assistance to committee members, I 
know you will communicate with us in writing. 


ANNETTE DILLON 


The Chair: Annette Dillon: Welcome to the standing 
committee on social development. You have 10 minutes 
for your presentation. 


Ms Dillon: I am not from the minority women’s 
group. I am speaking primarily as an individual. That was 
the understanding I had when I made the appointment. I 
am a little concerned by the last speech, in more of an 
organizational approach. 


The Chair: Please relax and be comfortable. The 
committee is hearing from individuals as well as from 
groups and organizations. The only difference between 
you and the previous speaker is that they had 20 minutes 
because they are an organization. You have 10 minutes as 
an individual and we are here to listen to what you have to 
say. Just relax and tell us how you are feeling. 


Ms Dillon: I am coming as an individual, even though 
I am working for an organization that would be affected by 
this legislation. I have seen the report. It is primarily the 
harm clause and the diagnosis clause I am concerned with. 

Many years ago I had problems, which I realize now 
are generally termed as being part of a dysfunctional fam- 
ily. If one person has a problem, it is not just that person— 
that they are schizophrenic or something—it is the whole 
system that has an error in it. 

I did not get help then. I was sexually assaulted by a 
psychiatrist. That was my first experience. I know there is 
some legislation to protect you against that, but that was 
the first problem. The next time I tried to seek help, I was 
referred by a family doctor to a psychiatrist, who insisted 
that I had to take drug therapy to see her. I went to her for 
one session and I chose not to see her again, partly because 
some of the original problems resulted from early experi- 
mentation with drugs, and I knew instinctively that this is 
not the answer. 

About four years ago a friend suggested I try someone, 
whom I only saw because I heard that she was a feminist, 
socialist doctor, and I thought that was the combination I 
needed, somebody with medical knowledge who could 
find out what medical problem I had, and someone who 
was a feminist—it is men’s fault—and socialist because it 
must be to do with the political system. 

I learned in a few sessions that no, I did not have any 
medical problems; that no, it is not men’s fault, that men 


are not stopping me from progressing in the world; that it 
is not the political system; that it was internal things, con- 
flicts that we all have to a degree. I am discussing what is 
called an Adlerian approach which is an educational 
model, not medical, that these people do not have mental 
illness, but they lack education. 

The main thing the institute does is parenting pro- 
grams, the idea that it is just errors in training; in my case a 
lack of self-esteem, all kinds of things relating to dysfunc- 
tional family, including alcohol dysfunction. 
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In any case, it did not take long. A few sessions and I 
had my house in order and I have got on with life. Even 
coming here is probably a step in that. Years ago, I would 
have never spoken out. Coming from the sort of family I 
did, I just would not have done it. So that is a sample of 
improving. 

In any case, the reason I am here is because it did 
change my life and it is changing the lives of people who 
are using this approach. I am also a supporter of other 
humanistic approaches—Rogerian, Gestalt, all of these 
things—but I am primarily knowledgeable and have had 
experience personally with the Adlerian model. 

My concern with the legislation is that a lot of the 
people who are doing this kind of counselling have an MA 
degree, specialized in counselling and psychotherapy. It is 
an intensive degree that covers all areas: family and mar- 
riage counselling, individual counselling, substance abuse 
counselling. They are highly trained. Yet none of the doc- 
tors I went to recognized that I came from an alcoholic 
family. They did not clue into it. They were not able to 
assess that. The referrals that were made were not good. 
The medical doctors themselves do not have training. Re- 
ally, that is the issue, and this legislation is handing it back 
to doctors. It is saying that medical doctors are the only 
ones who can make a diagnosis, again along the lines that 
it is a medical model, that there is some kind of medical 
problem that has to be diagnosed. 

My concern really is that in a courtroom, people with 
an MA degree can be discredited easily by a psychiatrist. I 
have given an example here that could apply where some- 
one is accused of rape. If it was an Adlerian counsellor 
who had, through the lifestyle analysis, analysed that they 
have a belief that women are dangerous, which could lead 
to feeling that they have to protect themselves against 
women, Overcome women, that could be a sample. But 
that could be discredited in court by a psychiatrist who 
says, “No, the person was temporarily insane and he has 
an organic schizophrenic disorder,” or something like that. 
I was diagnosed as latent schizophrenic, psychotic, all 
kinds of things, which I realize now was just absolute 
garbage and absolutely damaging to me. Fortunately it is 
not a problem any more. 

Right now I know it is going on, coming from my 
family. A sister currently is in and out of addiction centres 
in the United States, all paid for by OHIP, but every time 
she comes out, in a month or so she is back. There is no 
follow-up treatment. She is not from Toronto and there is 
nothing in the area she is in, and these are all areas where 
recovering addicts themselves who have certificate 























20 AUGUST 1991 


ting to people. That is a main concern. This legislation 
seems to be perhaps not entirely responsible for that, but 
still, taking away the ability for someone—let’s say a 
nurse who also has a master’s degree in substance abuse 
counselling. She could, I am sure, run a clinic with other 
counsellors and help these people. 

Those are basically the areas I wanted to touch on. 


The Chair: Thank you very much for your presenta- 
tion. The committee appreciates your coming forward 
today and telling us how you feel about this piece of legis- 
lation. Your presentation will become part of the public 
record, and if over the course of the hearings you think of 
anything else that you think the committee should hear, 
please just write to us, and we would be interested in hear- 
ing from you. 


ONTARIO COALITION OF VISIBLE MINORITY WOMEN 


_ The Chair: I call now on the Ontario Coalition of 
Visible Minority Women. 

Ms Prescod: Good afternoon, everyone. Thank you 

for having me here. My name is Elaine Prescod. I work for 
the Coalition of Visible Minority Women as a project man- 
ager and co-ordinator. 
The Coalition of Visible Minority Women lobbies and 
advocates for changes in legislation policies and issues that 
impact on the lives of immigrant and visible minority 
women in the areas of housing, immigration, education, 
racism and sexism. Those are just a few of the issues we 
deal with on a daily basis. 

We are presently conducting a language skills training 

program to allow foreign educated and trained registered 
nurses and health care professionals, through English as a 
second language instruction, to prepare for the test of En- 
glish as a foreign language and test of spoken English 
exams—these exams are part of a series of requirements 
and criteria needed before they can be allowed to upgrade 
their skills to meet the required standards for re-entry to 
‘the profession—and to become familiar with the health 
care system in Ontario. 
_ An act is a binding and arbitrary law entrenched in the 
‘Charter of Rights and Freedoms. However, each bill of 
government deals with a particular area and becomes an 
act, which constitutes the laws pertaining to a particular 
issue. These bills are often very verbose and superficial, 
with a number of clauses and subsections, which make it 
‘sometimes impossible for the ordinary citizen to under- 
stand their content and implication. 

Bill 43, the Regulated Health Professions Act, with a 
total of 91 sections and subsections, constitutes the laws 
and provides for the regulation of health professions and 
the delivery of health care service. Like all laws, it is legal, 
‘superficial and complicated. Being here this afternoon 
will allow me to deal with some areas of concern re- 
garding the health care professions, with a focus on the 
nursing profession. 

Statistics show that 61% of the professionals arriving 
in Canada are non-white and non-English-speaking. Ap- 
proximately 45% of the immigrants to Ontario who were 
employable and would join the workforce were look- 
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programs, for example, can help, but that help is not get- 


ing at professional ortechnical categoriesas their intended 
occupation. 

Fifteen or so years ago, all professionals were coming 
from primarily European countries and familiar locales, 
such as England, Australia, Ireland, Wales. This is now 
expanded to include significant numbers from a large 
number of different countries, about which generally less 
is known and less information is available to Canadians 
regarding the educational system. Quite often, the 
candidate’s qualifications are ignored. 

With this large pool of human resources coming into 
the country, it becomes an imperative and necessary func- 
tion of the occupational bodies to easily and equitably inte- 
grate these individuals into their different professional 
occupations. However, it has been found that the require- 
ments have a disproportionate and negative impact on 
members of minority and ethnic groups. 

Under section 7, the advisory council composition: My 
concern there raises many questions. Why the number of 
five to seven? Are these members representative of the 
diversity and varied cultural backgrounds of the people 
they serve? 

Under section 8, the reappointment is an area of con- 
cern. These qualifications as set out in this section regard- 
ing the qualifications of the members of the advisory 
committee are very negative, beginning with, “A person 
may not.” Why not turn this clause around to become a 
more positive statement? It should be redefined with posi- 
tive qualifications for the members of the advisory council. 

The next section goes on, “Members of the advisory 
council are eligible for reappointment.” It should clearly 
and specifically state the numbers of times the members 
can be reappointed, and if there is a lapse of time between 
appointments, it should be clearly defined. 

The same concerns are raised with the composition and 
qualifications of the Health Professions Board. 

They go on to say, “The college is a body corporate 
without share capital with all the powers of a natural per- 
son.” Questions arise as to what is the meaning of the 
“powers of a natural person” as it relates to the college? 
Would it not be better understood if the wording were 
changed to define these powers and to give recognition to 
the fact that the college can have all the power and author- 
ity to own assets and also to meet its obligation? 

Schedule 2, section 9: “The college shall have the fol- 
lowing committees.” A total of six committees are listed in 
the bill. While there is a need for committees to be set up 
to deal with specific areas of the function of governing 
bodies, there is the concern that some of the smaller occu- 
pational and professional bodies may be overburdened 
through a lack of human resources to serve on these com- 
mittees and a lack of financial resources. Although each 
committee as set out in the bill has a distinct function, they 
can also be integrated to limit the need for a large number 
of statutory committees. 

Schedule 2, subsection 3(2), “In carrying out its ob- 
jects, the college has a duty to serve and protect the public 
interest.” While it is the main obligation and duty of occu- 
pational bodies, whether they are authorized to grant li- 
cences or certify professionals as competent, to protect the 


S-540 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


20 AUGUST 1991 








public interest in regard to health and safety, there must be 
a second obligation. That second obligation must be the 
policy of government to ensure that all individuals receive 
equal treatment and equal protection under the law, while 
respecting and valuing their diversity. These two factors 
should be contained in the bill and should be complemen- 
tary with each other, not conflicting. The act as it now 
stands excludes the professional and seems to be in con- 
flict and inequitable. 


1540 

There are some issues not reflected in the bill which 
we would like to talk about, such as the assessment and 
evaluation of credentials. Studies have shown that many 
immigrants are coming to the country, and as stated before, 
several of them have already been educated and trained 
and have been employed in professional and technical ca- 
reers before arriving in Canada. They must undergo rigor- 
ous competency tests. If English is not their first language, 
they must pass the required test of English as a foreign 
language, or TOEFL, and the TSE, where the passing 
scores can vary from profession to profession, successful 
completion of which is a prerequisite to have the opportu- 
nity of re-entering the profession. 

Some professional groups, like nursing, may take for- 
eign experience into consideration through formal test de- 
velopment and validation to measure that their licensure 
standards or certification examinations reflect recognized 
standards of fairness and adequate and comprehensive ap- 
peal rights. 

The present assessment of professionals can lead to 
conflict, doubt and mistrust. There is no concern of issues 
to relate to individuals of ethnocultural and ethnoracial 
backgrounds who are professionals. Right now the entry 
requirements for professionals rest largely with the certify- 
ing body. Many of the requirements for entry seem to have 
a greater negative impact on members of minority and 
ethnic groups. 

Accreditation of professionals is an issue, and for those 
who are already trained and immigrate to Canada, what is 
contained in the bill to deal with the concern of accredita- 
tion? As regards registration, set out in schedule 2, the bill 
should contain an assessment procedure to look at the edu- 
cation equivalent to Ontario, with specific time of practice 
for immediate licensure, before being required to take re- 
training courses. 

Schedule 2, section 21, under registration hearings: 
Where an applicant is refused registration, it is recom- 
mended that an appeal mechanism should be enacted into 
law that will allow the individual to have the right to ap- 
peal the decision or decisions. The applicant should be 
provided with the right to review his or her admission file 
before an initial decision is made. There should also be a 
process to appeal to the Health Disciplines Board and from 
there on to the Divisional Court. 

What is the difference between registration hearing and 
registration review? This is another issue of concern. 
When we speak to our clients regarding a registration re- 
view, we all see a review, especially in the nursing profes- 
sion, as a review of nursing documents, written transcripts 
and references, which are for review by a registration 


committee. There should be a definite distinction for thes 
two terms as they appear in the act. 

What I have outlined in this report is from my under 
standing and interest in working with health care profes 
sionals who are foreign trained and educated, coming int 
this country and wanting to continue to work as profes 
sionals in careers for which they have trained. Re-entry tc 
their profession on arrival in Canada is almost a nightmare 
for the majority of immigrants, especially if they face the 
greatest barrier to access and information, the languags 
barrier. 


Mr Beer: Thank you for the presentation, in particula 
the comments on the assessment and evaluation of creden. 
tials and the registration hearings. I believe you were pres. 
ent when the previous witness gave her suggestions, one 0} 
which was that there should be a committee on equity 
within each of the colleges. I wondered whether your orga: 
nization had considered that or what your sense of that 
might be. 


Ms Prescod: As you know, sir, Carmencita is my 
chairperson of the Coalition of Visible Minority Womer 
and we work together very closely. 


Mr Beer: I thought you might be in some agreement. 


Ms Prescod: Yes, and I am in total agreement with 
that. We have been working very hard with the Alliance 
for Employment Equity. Both Carmencita and myself are 
on employment equity committees and we are therefore 
very familiar with the employment equity and I agree with 
her. That is why it was not in mine after she was going to 
talk about it. 


Mr Beer: As follow-up, could I ask the parliamentary 
assistant, in the code, one of the six committees, number 
five, is the fitness to practise committee. I am just wonder- 
ing, during the review was there any discussion that you ot 
staff recall around this issue of equity, and was it intended 
that this would come under that particular committee, or 
was there any focus on this at all? 


Mr Wessenger: I will ask staff to answer that question. 


Ms Bohnen: The fitness to practise committee was 
very clearly intended just to deal with cases where there 
are allegations or evidence that a health professional may 
be physically or mentally incapacitated. The review felt 
that having a fair registration mechanism, including of 
course the right of review or appeal to the Health Profes- 
sions Board, including regulations setting out admission 
criteria being reviewed by the Health Professions Regula- 
tory Advisory Council, was the best way of ensuring all 
applicants are treated equitably. 

If I could just add to that, Ministry of Health staff 
worked quite closely with staff at the Ministry of Citizen- 
ship charged with considering and implementing the Ac- 
cess report. I think it is fair to say and I do not think I am 
divulging anything to say that they viewed the procedural 
requirements and mechanisms set out in this legislation as 
quite some distance ahead of what is provided for in much 
other legislation that we have. 


The Chair: Mr Owens, a question? 
Mr Owens: Actually it is more of a statement. 
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I wanted to thank you for your presentation, along with 
Ms Hernandez. It certainly brings a different perspective 
and a much-needed perspective on the health professions. I 
‘hink you may be aware that our government is currently 
working on access legislation that will help break down 
the barriers to professionals coming in from other coun- 
ries. I think, again, that this is much needed. 

; I would like to request that the Chairperson send this 
Hansard, as well as the presentations of both Ms 
Hernandez and the current presenter, Ms Prescod, to Jua- 
anita Westmoreland-Traoré for her information, as our em- 
oloyment equity chairperson. 


_ The Chair: That is noted, and we will have Hansard, 
as well as the presentations, forwarded to the commis- 
sioner for employment equity. 

/ I would like to call now Goodman, Thomas Goodman, 
Pomerantz, Robinson and Associates. They are not pres- 
ent? All right, is Ross Johnson here? In that case, the 
standing committee on social development will recess and 
reconvene at 4 pm to hear Goodman, Thomas Goodman, 
Pomerantz, Robinson and Associates. 


The committee recessed at 1548. 
1558 


| GOODMAN, THOMAS GOODMAN, POMERANTZ, 

| ROBINSON AND ASSOCIATES 

' The Vice-Chair: I believe we have Warren Robinson 
next before us, of Goodman, Thomas Goodman, 
Pomerantz, Robinson and Associates. It sounds like a law 
‘office or an accounting office. 


Mr Robinson: It is a psychotherapy office. 


_ The Vice-Chair: Now that we have that straight, we 
can proceed. 


Mr Robinson: To be precise, it is an office of two psy- 
chologists and two psychotherapists who are unregulated. 
Basically I come today to just—I guess I am getting 
old enough almost to say “share the experience of an old 
practitioner,” as I had the weekend with two of my grand- 
daughters. So I am feeling a little old. But I have worked 
for nearly 30 years in private practice, for the last 15 or 16 
years as a psychologist, both with people who come under 
your definition of regulated and unregulated. I just want to 
share a body of experience that I have had working in this 
field with professionals of various types, because my fear 
around the legislation is that there is just too much limita- 
tion, too much constriction based on training, based on 
professional group, and not enough recognition of the wis- 
dom and experience people have had from whatever areas 
they have obtained it, part of it being their own training 
and their own education. 

For example, as I say, in my partnership we talk about 
causes of symptoms all the time and I do not have a sense 
that the two of us who are psychologists are any wiser than 
the two who are not. In fact, if you pushed me, I would 
probably say I have got most of my understanding and my 
wisdom, not from my graduate training at the University 
of Waterloo that led to my PhD, then to my being regis- 
tered as a psychologist, but as much if not more from the 
various experiences I have had since then, the various 





i 





informal training programs I have had since then. Basi- 
cally I want to say please understand how much goes into 
making a competent practitioner. It is not solely based on 
one’s professional training in a higher educational institute. 

Two things strike me right off that I would like to 
speak to: One is, it seems to be ridiculous to make a differ- 
ence between assessment and diagnosis. As I read it and 
reread it, it seems to me any trying to find some legal 
definition is hedging words. Diagnosis and assessment are 
a professional’s competence that comes to bear on under- 
standing what a person’s problem is and understanding 
how to best go about alleviating that problem. To try to say 
one group can be assessed and the other group can use 
diagnosis, to me, will run into a lot more problems than it 
will solve. To me, they are basically the same. 

It also seems to me that to limit diagnosis of any partic- 
ular condition to a single professional group is a mistake. 
For example, over the last six or seven years I have been 
suffering from high blood pressure. I went to my physician 
and he said, “Here, I have some drugs for you to take.” I 
said, “What causes high blood pressure?” He said: “We 
don’t know that. For ninety-five percent of the people who 
have high blood pressure, we do not know what causes it.” 
I said, “That’s a rather strange thing.” He said, “That’s just 
the way things are.” So I said, “I want to get a second 
opinion and a third opinion about what I can do about my 
condition.” 

I went to another physician who has a lot of training in 
homeopathy and naturopathic medicine and he said: 
“We’re finding that an awful lot has to do with the kid- 
neys, and from other assessments that I make of you, like 
the white spots in your fingernails, I think you have too 
much yeast in your system. When you have too much 
yeast in your system it constricts your kidneys and will 
increase your high blood pressure.” 

I said, “That sounds like a reasonable plan.” I went to a 
dietician and she said basically the same thing. So I 
worked together with the dietician around my own diet 
and, lo and behold, my blood pressure went down to a 
normal level. These people diagnosed it and I would want 
to encourage you not to throw out the ability of people 
from other lines of work to really see truth, to really see 
how things work. I think people are very wise about how 
to use Bach flower remedies. In the field of psychotherapy 
a lot of understanding has come out in the last 10 years 
about abuse that I did not learn about in my professional 
education. 

A lot has come out in terms of addiction and the impact 
of shame upon people’s lives when they have had early 
childhood experiences that have induced shame. A lot of 
people who I refer to have done a lot of study and have 
done a lot of work in this area and have read people who 
have done outstanding work around shame and addiction. I 
find that I refer people for specific work quite often to 
people who are unregulated who have had really up-to- 
date knowledge and experience around new things that are 
developing in the field of psychotherapy. 

You have, particularly in the city of Toronto—I cannot 
speak for all of Ontario—a very talented body of unregu- 
lated practitioners. I think it would be a mistake to say, 
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“Psychologists, or physicians or whoever really have the 
bottom line and really know how to deal at the core of 
your problem,” and to tie the hands of these people to 
really do what they can do well. There are an awful lot 
who do a lot of beautiful, wonderful work. 


The Vice-Chair: Can I just interrupt, Mr Robinson. 
Please forgive me, I forgot to mention that you have 10 
minutes for your presentation. If you would like to allow 
some time for members of the committee to ask questions, 
you have about three or four minutes left. 


Mr Robinson: Fine. I do not have that much more to 
say. I am not here to present a well-documented brief. I am 
really here to present my experience and what I have 
brought to bear from my practice, so I will finish it up in 
another two minutes. 

Basically I would recommend that there not be any 
difference made between assessment and diagnosis. If you 
need to deal with the issue of diagnosis, I can understand 
the need to have some teeth in the legislation that would 
deal with people who are either going way beyond their 
level of competence or who are incompetent to deal with 
whatever problem is coming up. That would make sense to 
me. I think the Coalition of Unregulated Practitioners has 
done a good job in terms of providing some alternative 
solutions. I certainly would recommend something around 
proposal 2 that they have presented to you, some wording 
that states that those who are really going far beyond their 
level of competence need to be controlled. I have no prob- 
lem with that. In fact, I support that. 

But I think we need to decide on an individual basis 
whether a given person, based on his own training and the 
experience he has brought to his work and reputation, is 
operating within his level of competence or not, and not 
based on whether he has a particular degree, MD, PhD or 
whatever, or a psychologist or a non-psychologist, not to 
rely on that as the sole criterion. I certainly agree that 
people should not call themselves psychologists if they are 
not psychologists. That needs to be there as it is in the 
present legislation. But not in terms of competence. 

I think that is the essence of what I have to say. I just 
want to again encourage you not to tie the hands of the 
great number of wonderful professionals we have who are 
unregulated in Toronto. 


The Vice-Chair: Thank you for your presentation. 
Unfortunately we have run out of time and will not be able 
to allow for questions at this point. I thank you for appear- 
ing before us. 


ROSS JOHNSON 


The Vice-Chair: I call on Mr Ross Johnson. Welcome 
to the committee. I should point out that you also have 10 
minutes to make your presentation. If you would like to 
leave some time for questions, that is entirely up to you. 


Mr Johnson: I come from the other side of the fence 
from Warren in that I am not licensed. I am not a registered 
psychologist. I have a master’s degree in psychology and I 
have been practising psychotherapy for about 20 years. 
My background includes working at the Dellcrest 
Children’s Centre for about seven years as a front-line 
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worker, supervisor and trainer. Since that time I have had a 
private practice and have been involved in teaching psy- 
chotherapists in training who have included people with 
MSWs, MA psychologists like myself, MDs and registered 
psychologists. 

What I want to say is that although I support the majo1 
thrust of the RHPA, my big concern is around paragraph 
26(2)(1), which is the diagnosis clause and the one Warren 
was referring to. My concern about that is that even though 
I think it is very important that unscrupulous practitioners 
not be allowed to practise and that it is important that 
incompetent practitioners not be allowed to practise, ] 
think, as Warren said, there are a lot of very competent 
unlicensed and unregulated practitioners whom this legis- 
lation, I think, would put at undue risk. 

I am certainly not asking for anything that would make 
it easier for me and my group, the unlicensed group, to get 
away with things that the licensed group could not get 
away with. I think it is important that not happen. But on 
the other hand, I think the legislation is going too far the 
other way. Maybe it is an overcorrection or whatever, but 
it feels like it is placing the competent unlicensed practi- 
tioners at undue risk. 

I have not written in my letter, but I recently trained as 
a Shiatsu therapist. Shiatsu therapy is a pressure point ther- 
apy, mostly using thumb pressure, developed over a couple 
of hundred years in Japan. The heritage is Chinese medi- 
cine. It appeals to me and I have enjoyed the treatments I 
have had and I believe it is very helpful for people receiv- 
ing the treatment. 

My concern about the legislation is it will place what 
might be termed as the natural healers also in jeopardy for 
making diagnosis and for treating people. I think there is a 
whole group of people in our society who believe it is 
important to look after one’s own health. I think the east- 
ern tradition is that; one has a responsibility to eat properly 
or exercise properly to look after one’s own health. I have 
some concerns the legislation will reduce the opportunity 
of people getting that kind of advice and learning. I think 
that is all I want to say right now. 


Mr Hope: I guess we are trying to play with this issue 
of communication, of diagnosis. How do we stop those 
who are not capable of performing a job in the unregulated 
sector? They may take advantage of individuals, and the 
legislation is to protect people. Keeping in mind there are 
the professional groups and the non-professional groups, it 
is the general public in larger centres such as Toronto and 
other larger centres throughout Ontario where there is an 
ability for more cases to pop up, whereas in rural Ontario 
we kind of know where each other comes from. We hear 
what you are saying about trying to make sure there is still 
some type of protection for people. 

Mr Johnson: Are you asking me what the wording 
might be? 

Mr Hope: In your own terms, so that you are clear. 
Are you part of the ones that are unregulated? 

Mr Johnson: Yes. 


Mr Hope: We all have to have it clear in our minds 
what the wording ought to be. I only bounced it off you 
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mow in case you have a quick response. If you do not, I 
would like to hear back on that because it is important we 
yall understand. 


} 


| Mr Johnson: I think the legislation should have the 
same kind of expectations of unregulated as of regulated 
‘and I do not know how that might be included—maybe the 
‘people who have drafted this legislation could come up 
‘with some wording—but I think it would be possible to 
jhave wording that would allow a person who has gone for 
ihelp to somebody who is basically grossly incompetent to 
shave easy access to some kind of courts to deal with their 
\misuse or abuse by the unlicensed practitioner. 


| Mr Owens: My question is to staff, through the par- 
‘liamentary assistant. I think Mr Johnson raises an excellent 
point about line workers in group home situations and es- 
‘pecially children’s mental health settings where they are 
lcalled on to make assessments and diagnose issues and 
'also communicate those assessments to parents. I am won- 
‘dering why the psychologists, the MAs, were left out of 
‘this particular piece of legislation. 


'._ Ms Bohnen: The review, of course, recommended 
‘that the profession of psychology continue to be a regu- 
lated profession. Currently in Ontario the issue of who gets 
‘to register as a psychologist has been determined by—I 
‘believe it is set out in the Psychologists Registration Act 
‘and the governing body is the board of examiners and 
‘psychology and it is indeed restricted to psychologists who 
‘have PhDs. 

The review knew there was a large occupational body, 
those with MA qualifications, who very much want to be 
eligible for registration—I think they are on the agenda for 
tomorrow—but the review felt that what we are doing has 
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to do with what profession should be regulated under what 
Structure. 

The issue of who should be able to register as a mem- 
ber of the psychology profession is not to be dealt with at 
this stage, but at the next stage of the process which is the 
writing of the regulations under the new act which will set 
out what the criteria are for registration as a psychologist 
in Ontario. It is not that the review said, “No, you people 
should not be able to register.” It is that the review said, 
“That is a second-stage issue, not one that we are looking 
at.” 


Mr Owens: In terms of how subsection 26(2) will 
impact on practitioners like Mr Johnson with respect to the 
communication of a diagnosis, which he is essentially 
doing, where is that going to leave that person? 


Ms Bohnen: I would not necessarily conclude that is 
what he is doing. I think the central core of the issue the 
committee has been struggling with so far is trying to think 
of language that might differentiate between the kind of 
diagnosis physicians do and the kind of assessment—I will 
use that word—that many other care givers, social work- 
ers, psychometrists, psychotherapists provide. So I think 
the first issue is trying to carve out a distinction between 
the two. If you are still concerned that this distinction is 
not clear enough to give comfort, then another issue would 
be considering things like exceptions for definable occupa- 
tional groups. 

The Vice-Chair: I am afraid we have run out of time. 
I would like to thank you, Mr Johnson, for making your 
presentation today. We are adjourned until tomorrow. 


The committee adjourned at 1621. 
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The committee met at 1004 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS DE LA SANTE 
REGLEMENTEES ET LES PROJETS DE LOI QUI 
L-ACCOMPAGNENT 


_. Resuming consideration of Bill 43, the Regulated 
‘Health Professions Act, 1991, and its companion legisla- 
tion, Bills 44-64. 

Reprise de ]’étude du projet de loi 43, Loi sur les pro- 
fessions de la santé réglementées et les projets de loi, 44 
a 64, qui l’accompagnent. 


ONTARIO ASSOCIATION OF CONSULTANTS, 

COUNSELLORS, PSYCHOMETRISTS AND 

PS YCHOTHERAPISTS 

_ The Chair: The standing committee on social devel- 
‘opment is now in session. I would like to welcome every- 
one this morning. I call our first presenters, from the 
‘Ontario Association of Consultants, Counsellors, Psy- 
chometrists and Psychotherapists. Please come forward 
and introduce yourselves to the committee. You have 20 
minutes for your presentation. We ask if you will please 
leave a few minutes at the end for questions from commit- 
tee members. Welcome. Would you please begin your pre- 
‘sentation now. The committee members have all received 
‘copies of your written presentation. 

Ms Moroney: I am Elaine Moroney, president of the 
association. I am joined this morning in our presentation 
by Rick Willick, the chair of our public policy committee, 
‘Laura Mestelman and Leslie Langdon. We thank the com- 
‘mittee for this opportunity and commend the Minister of 
Health for moving forward with the Regulated Health Pro- 
fessions Act and its companion legislation, particularly 
Bill 63. 

We would be remiss if we did not acknowledge the 
contribution, leadership and direction of Mrs Caplan, the 
‘former Minister of Health, in this very long process. As 
well, we would like to publicly acknowledge the patience, 
co-operation and assistance of Ministry of Health staff 
| during the past number of years, particularly Mr Alan Bur- 
rows and Ms Linda Bohnen. 

The Ontario Association of Consultants, Counsellors, 
'Psychometrists and Psychotherapists is a provincially in- 
corporated professional association established in 1978 to 
‘serve as the representative voice for non-registered practi- 
tioners in the field of psychology. 

Our membership consists of approximately 400 indi- 
viduals who are trained in psychology and related fields. 
Their current professional responsibilities include psycho- 
logical assessment, counselling, various forms of psycho- 
therapy, teaching, behavioural intervention, consultation 
and research. 
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We work in a variety of settings with a sample break- 
down as follows: 31% of our members work in schools, 
23% work in hospitals, 13% work in mental health clinics, 
12% work in private practice and 7% work in colleges and 
universities. 

Our members are mostly the non-PhD service provid- 
ers, with 90% having at least a Master’s level of training 
and an additional 8% having at least a Bachelor of Arts 
preparation. 

We are a female-dominated group within psychology, 
with 68% of our members being women. We have been 
active in this process because our specific concerns have 
not been satisfactorily addressed by the Ontario Psycho- 
logical Association nor the Ontario Board of Examiners in 
Psychology during the almost 10-year review process. 

Our members provide services to the public under 
many titles because we are prohibited by the current Psy- 
chologists Registration Act to use the terms “psycholo- 
gist,” “psychological” or “psychology,” although we are 
trained in psychology, although many of us work in pro- 
fessional positions within psychology departments and ser- 
vices, although our professional responsibilities are often 
identical to those of our registered psychologist colleagues 
and although colleagues with equivalent training are eligi- 
ble for registration in psychology in half the provinces of 
Canada and in many countries throughout the world. 

Data from the 1980 Canada census and our own em- 
ployment surveys indicate that approximately two-thirds 
of all providers of psychological services in Ontario are 
not regulated under the present legislation. For example, a 
recent survey of psychological services provided within 
Ontario government ministries, including psychiatric hos- 
pitals, indicated that 62.5% of the practitioners providing 
service are non-registered providers. 

OACCPP believes that the present legislation govern- 
ing psychological services does not adequately reflect the 
reality of psychological service provision in Ontario. We 
have been disenfranchised from our profession even 
though we deliver the majority of services to the public. 

The new health professions legislation must provide 
for regulations which will ensure that the proposed college 
of psychologists includes non-doctoral providers of psy- 
chological services as participating members with equita- 
ble representation on the board of the college. 

What we are seeking is regulation rather than supervi- 
sion, and we do so for the following reasons. Supervision 
means that a registered psychologist stands between a non- 
registered provider and the college. Supervision can be 
merely nominal, as it usually is, or strict, depending on the 
needs and perspectives of the individual supervising psy- 
chologist. In a number of situations, the skills and experi- 
ence of a non-registered person may be superior to those 
of the supervisor because of specialized training and more 
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extensive experience, but we still must be subservient to 
the registered psychologist. Therefore, there is a danger 
that such skill and experience could be lost, to the detri- 
ment of the consumer and the taxpayer. 
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I share with you my own personal working experience 
in the area of deafness. I was hired over a number of 
registered candidates because of my specialized back- 
ground, training and experience. I, like many of my col- 
leagues, work independently. I consult with school staff, 
parents and the child. I determine assessment questions, 
develop and conduct a test battery, analyse the data, draw 
conclusions and write the report. However, under the cur- 
rent situation, I must then have that report co-signed by a 
registered psychologist who has never met or seen the 
child or parents involved. I would like to add that this is 
not an unusual, nor exceptional, situation for people like 
myself. I think my colleagues here could describe working 
under very similar circumstances. There appears to be an 
assumption that I am permanently undertrained and there- 
fore in need of endless supervision. 

In addition, under the current statutory framework, the 
non-registered person is not subject to regulations, is not 
required to take part in continuing education and is not 
subject to the disciplinary and complaints procedures of 
the college, even though this group provides the majority 
of direct services to the public. It is for these reasons that 
we emphasize regulation rather than supervision. 

In addition, the non-registered providers are currently 
denied the opportunity to participate in the discussion of 
ethical issues and policies being debated within the col- 
lege, except as private citizens. In OACCPP’s view, deliv- 
erers of fully professional and important services should 
be directly connected to the regulatory body of their pro- 
fession. Regulation for our members would therefore more 
appropriately protect the public. 

OACCPP supports the proposed statutes. However, we 
believe that non-doctoral practitioners in psychology must 
be included in the regulations which will ensue. We be- 
lieve this is important for the protections of the public. 

Therefore, OACCPP has repeatedly advocated that our 
members, and I should say other qualified practitioners 
who are not members, be included within the regulations 
as legally recognized members of the college of psycholo- 
gists with opportunity for representation on the council 
and committees of the college of psychologists, with op- 
portunity for involvement in the development of regula- 
tions for the college, with no restriction to the right of 
private practice in one’s area of competence and with the 
establishment of a finite period of professional supervision 
after which application for registration may be pursued. 

We recognize that most of our objectives will be the 
subject matter for the new advisory council and the regula- 
tions required to support Bill 63. 

We ask the committee to support our position that the 
right of entry to a profession should be based on training 
and experience which can be measured against standards 
of competence to be established by the college, rather than 
an outdated élite approach to credentialism. It should not 
be a matter of who has a PhD. Rather, it should be a matter 


of who is trained, experienced and judged to be competent. 
It is a matter of the best use of the talents, expertise and 
experience of people like ourselves who are already serv- 
ing the public. 

We are encouraged by the decision last month by the 
Alberta government to continue to accept master’s-level 
providers as members of the profession of psychology in 
that province. 

Since 1984 we have repeatedly attempted to negotiate 
the right of entry to the college on the basis of a fair and 
equitable measure of competence with both the Ontario 
Psychological Association and the Ontario Board of Ex- 
aminers in Psychology without success. During the last 
two years, we held a series of meetings with OPA directly 
on this issue that were equally unproductive. 

However, I am very pleased this morning to say that as 
a result of a meeting held on Monday of this week between 
OACCPP, OPA and OBEP we are hopeful that an amicable 
and equitable resolution to our concerns may be possible 
through the establishment of a task force to be chaired by 
the registrar of the Ontario Board of Examiners of Psy- 
chology. I table with the committee a copy of a joint letter 
to the Minister of Health outlining the proposed process. I 
have a copy of the letter here. 

We thank you for inviting us to appear this morning 
and we request that this standing committee recommend 
that the Minister of Health, under the mandate of the new 
Health Professions Act, ensure that qualified non-doctoral 
providers have the opportunity to gain entry into the new 
college of psychologists. 


Mr Owens: I would like to begin by thanking you for 
your excellent presentation and I congratulate your associ- 
ation and OBEP for coming to an agreement with respect 
to sitting down and developing a task force. I think you 
folks are not too far apart. This demonstrates that this leg- 
islation can work in getting the parties to sit down and 
work out their concerns without resorting to legal means. 
Again I congratulate both your association and OBEP and 
I will pass on the same remarks when I testify later today. 


Mr Beer: I want to understand two things here. My 
first question will be to the parliamentary assistant. Am I 
right in assuming that the reason the review did not make 
reference to this situation was that it did not get directly 
involved in who would be a member of any particular 
college, or was there a review? 


Mr Wessenger: I will refer that to counsel. 


Ms Bohnen: The review was not concerned with re- 
quirements for registration. 


Mr Beer: In terms of your own association, at the 
present time how does one become a member? 


_Ms Moroney: I will answer that. We have an applica- 
tion process. The application form requests the position the 
person is holding and proof of academic training. Our as- 
sociation is open both to bachelors and masters level peo- 
ple. We are a professional organization, but in the 
foundation of the organization in 1978 with five people in 
Kitchener-Waterloo, the raison d’étre for the organization 
has been to change the existing structure in terms of entry 
to practice. 
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_ Mr Beer: Am I right that basically the only thing that 
jis missing between the people who are members of your 
vassociation and those who are currently within the college 
is that they happen to have a doctorate? 

' Ms Moroney: Well, some of our members have 


doctorates. 

| Mr Beer: As well? 

Ms Moroney: Yes, some of them are all but disserta- 
‘tion appeal. Some of the members may not have fulfilled 
‘the present requirements for doctoral programs that OBEP 
makes. Some of them would have PhDs in associated areas 
such as a doctor of education, but working within a depart- 
) ment of psychology as a psycho-educational consultant. | 
Mr Beer: Is there some clinical component that is 
‘necessary as well to become a member of the college, or 
essentially, if you have your doctorate in psychology, are 


you virtually assured of being a member of the college? 


_ Ms Moroney: No, that is not the case. OBEP will be 
presenting this afternoon as well and could describe in 
more detail all the requirements for entry. 

_ Mr Willick: There are master’s-level members of 
'OPA, people who in 1960 were grandfathered in and have 
continued to practise as registered psychologists with mas- 
ters level training. 

Mr J. Wilson: Thank you for the presentation. For the 
'purposes of this committee and these hearings, do you 
‘have confidence at this point that you are going to get a 
‘positive result out of your negotiations, and do you still 
have a request of this committee that we include you in the 
‘bill now or, as the minister has contended, can it be done 
‘by regulation later for the non-doctoral practitioners? 
Ms Moroney: Yes. Our issue is entry to practice, 
which is not part of the Psychology Act. It will be covered 
‘under regulations which will be set up through the transi- 
‘tional council of the new college of psychology. 
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| Mr J. Wilson: But a number of non-doctoral psychol- 
ogists have asked if we could do it at this level rather than 
wait for regulation. } 

Ms Moroney: I am not sure that is possible within the 
act as it is written now. 

Mr J. Wilson: Anything is possible. 

Ms Moroney: What we have requested is that the 

‘Minister of Health, with the mandate she should be given 
through the act, can make her wishes known to the advi- 
‘sory council and also directly to the new college of psy- 
chology as to her approval or disapproval of regulations as 
they are being set, or once they are set. 
_ The Chair: Thank you very much. We appreciate 
your coming before the committee today. In the course of 
our hearings, if there is any additional information you 
think would be helpful for committee members, please feel 
free to communicate with us in writing through our clerk. 


CHRISTIAN SCIENCE COMMITTEE ON PUBLICATION 
FOR ONTARIO 


The Chair: I would like to call next the Christian Sci- 
ence Committee on Publication for Ontario. Please come 


























forward and introduce yourselves. You have 20 minutes 
for your presentation and we ask that you leave a few 
minutes for questions from committee members at the end 
of your presentation. Please be seated and speak right into 
the microphones for the benefit of Hansard. We ask that 
you begin your presentation now, please. 

Mr Fulton: Thank you, Madam Chairman. My name 
is J. Don Fulton. I am the Christian Science Committee on 
Publication for Ontario manager. We appreciate the oppor- 
tunity of appearing briefly before your committee. We also 
appreciate the fact that you have allotted us 20 minutes. 
Frankly, I think our presentation will be less than 10 minutes. 

I am talking on two specific points. One is the appreci- 
ation of the Christian Scientists of Ontario for the recogni- 
tion or accommodation of the prayer aspect in Bill 43. 
This, of course, is a continuance of the health discipline 
accommodation of 1974 under the part on medicine. We 
appreciate that section 28 states treating a person by 
“prayer or spiritual means...in accordance with the tenets” 
of the religion of the person giving the treatment is recog- 
nized as acceptable. 

In 1974, at the. time that this accommodation was ap- 
proved by free vote under Mr Frank Miller, then Ontario 
Minister of Health, it was understood that it was granted 
on the basis that healing through prayer would be in good 
faith; it would be in accordance with the tenets of an estab- 
lished church; and the practice and profession of the reli- 
gion itself was to be the cure. Diagnosis did not form a 
part of treatment through prayer. We all realize, of course, 
that this accommodation has now been operative for 17 
years without a single concern having been raised about its 
operation by the government, the Ministry of Health or the 
public during that lengthy time. 

Copies of two court cases considered in forming sec- 
tion 52 of the Health Disciplines Act are in the appendices. 
I think one is of particular interest, appendix B, and that 
was a ruling made by Benjamin N. Cardozo, who was also 
a Supreme Court justice in the US. 

In this particular case of the people versus 
Vogelgesang, he points out that the tenets to which the law 
accords freedom of practice in a profession “are not 
merely the tenets, but the religious tenets of a church. The 
profession and practice of a religion must be itself the 
cure. The sufferer’s mind must be brought into submission 
to the infinite mind, and this must be the healing.” The 
operation of the power of spirit must be direct and imme- 
diate. As I say, we much appreciate this continuance. There 
are a number of churches, of course, that do practise heal- 
ing through prayer in Ontario. 

Relating to the controlled acts, under which I have 
noted newspaper accounts by Dr Evans, chairman of the 
Coalition of Unregulated Practitioners, I want to state that 
section 26 in Bill 43, referring to controlled acts as it now 
stands, is totally acceptable to the Christian Scientists of 
Ontario, whom I represent. We do not consider it to be 
restrictive in any way since diagnosis does not form any 
part of the treatment of healing through prayer. At the 
same time we recognize the concerns those people who 
identify themselves as unregulated counsellors may have 
in their dealings with the public. 
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If your committee should decide to accommodate these 
concerns, giving the unregulated counsellors freedom from 
the diagnosis or communicating restrictions of section 26 
entitled “prohibitions,” may we suggest they be given a 
separate exemption dealing with their concerns. This 
would allow them to describe exactly what it is they want 
and would also free other sections from the mumbo-jumbo 
that could follow when attempting to define and delineate 
their interests in a way acceptable to all. 


The Chair: Thank you very much for your very 
thoughtful presentation. Mr Beer, question? 


Mr Beer: In a sense there really is not a series of 
questions because basically it would appear that the pro- 
cess worked and the way in which the legislation has been 
drafted meets your concern. Regarding your point at the 
end, as we go forward to deal with the unregulated coun- 
sellors, I just note that we look at doing that through some 
other process so as not to affect the wording you have 
agreed to, just by way of comment. 


The Chair: Thank you very much. We appreciate 
your appearing before the committee today. If you feel 
there is any additional information you would like to share 
with the committee at a future time, please feel free to 
communicate with us in writing. 


CANADIAN HARD OF HEARING ASSOCIATION, 
ONTARIO CHAPTER 

The Chair: I call next the Canadian Hard of Hearing 
Association, Ontario chapter. Come forward, please and 
introduce yourselves to the committee members. You have 
20 minutes for your presentation. We would ask that you 
leave a few minutes at the end of your presentation in case 
there are questions from committee members. Welcome. 
Please begin now. 


Mr Ford: I am John Ford, president of the Ontario 
chapter of the Canadian Hard of Hearing Association. 


Ms Kortright: I am Kathy Kortright, secretary. 


Mr Ford: Madam Chair, honourable members, as ex- 
ecutive members of the Ontario chapter of the Canadian 
Hard of Hearing Association, we are here today to bring 
you the hard-of-hearing consumer viewpoint on the prob- 
lem issues pertaining to Bills 44 and 55. We have heard 
arguments at these hearings such as, “This is a contentious 
issue,” and, “The fighting of turf wars.” From the very 


beginning we want to make it clear that the consumer 


group is not taking sides in this war. Indeed, we are finding 
that both physically and figuratively our ears are becoming 
the battlefield of this turf war. 

Once and for all, I want to state clearly that CHHA- 
Ontario’s one and only interest in these hearings is to see 
that all hard-of-hearing people in Ontario have the re- 
sources available to provide them with the best possible 
hearing health care for their own lifestyle. In Ontario we 
have become accustomed to living with one of the best 
health care systems in the world and we in CHHA-Ontario 
are determined to see to it that the hard-of-hearing people 
are not going to be discriminated against by having that 
level reduced or limited by these bills or any other laws 
that the government of Ontario may try to present. It has 


been a long, hard, uphill fight to get a reasonable level of 
access for those of us who have a hearing disability and we 
will jealously protect our rights to that access. 
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In her April 2, 1991, speech to the House, the Minister 
of Health said: “We believe the laws that regulate health 
professions must be changed to better serve the public 
interest.... Consumers...have the right to receive health 
services that are competently performed...which suit their, 
needs and desires.” 

We fully agree with this comment. To this end, we 
most strongly protest any move by the government of On- 
tario to limit the availability of access devices by removing 
the individual’s right to free choice in the purchase of 
one’s personal hearing aids. 

Yes, there is most certainly a need to regulate the au- 
diological profession. This is clear to us in that CHHA- 
Ontario received more complaints about the conduct of 
audiologists last year than we did about hearing aid distrib- 
utors. No, there is categorically no justification for this 
government to deny hard-of-hearing citizens the right to 
purchase the hearing aid of their choice from the source of 
their choice at the time of their choosing. 

Earlier in the proceedings of this hearing we heard 
statements from another group that they felt hearing aids 
were a hazardous device and thus should come under the 
blanket cover of the minister’s definition of regulated ac- 
tivities. “Legislation is based on the concept of controlling 
potentially dangerous acts,” is how it was worded in that 
same April 2 speech. We, as the users of hearing aids, 
would like to make a comment on this. 

Very few of the aids sold in Ontario last year were in 
fact of such high power as to have even a potential for 
doing damage to the wearer. This danger is in the fact that 
the aid can be turned up too loud and could, under certain 
circumstances, over a period of time do some damage to 
the wearer’s remaining hearing. To deny someone needing 
such a device the free access to purchase it is like arguing 
that there is potential danger for some paraplegics in some 
wheelchairs from which they could fall if not properly 
belted in, and therefore the government should perhaps 
restrict the sale of all wheelchairs and crutches by pre- 
scription. 

Since childhood I have been a wearer of such high- 
power aids myself, most of which were purchased without 
the services of an audiologist. I could not even spell the 
word “audiologist” when I got my first aid. None of these 
potentially dangerous devices, however, has injured me. 

To put this level of danger into perspective for you, the 
Ontario chapter of the Canadian Hard of Hearing Associa- 
tion took the time to do a bit of comparative research. We 
contacted several large hearing aid dealers in Ontario and 
asked them to give us an educated guess as to what per- 
centage of the aids they sold last year were in a category 
that might be considered as having the potential to be haz- 
ardous if misused. We received figures in the range of 5% 
to 15% of the aids sold even had the potential to do some 
harm. 

At the same time, we conducted a few tests and found 
the following results: 100% of the portable stereo tape 
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players tested, for example Walkman, exceeded these same 


safety limits; all of the television sets tested exceeded 


these safety limits; 100% of the car radios tested exceeded 
these safety limits; all the car horns tested exceeded these 


_ safety limits. 


Dare we ask when the government of Ontario will 
make it a licensed act to prescribe a stereo? How soon 
after protecting the consumer from their hazardous hearing 
aids will we see a law making it an offence to sell a car 
without a prescription? 

We are certain that those who developed the wording 
of the bills had only good intentions in mind. However, we 


_can only take the concept of not allowing the user to have 
' a free choice in purchasing his or her own hearing aid to 
suit his or her own needs as an aggressive action of dis- 


crimination against a group of disabled persons in Ontario. 
Over the years, many such negative factors have been 


_ placed in the laws by ignorance on the part of lawmakers. 
From what I have observed, it is usually much harder to 


remove discrimination from existing law than to prevent it 


_in the first place. 


So we again ask you to strike any part of this proposed 
bill that would in any way require a prescription for the 


_ purchase of hearing aids or any other hearing-assistive de- 


vice. We, as the purchasers and users of hearing aids, do 
not feel that the recommendation or dispensing of hearing- 
assistive devices is in any way engaging in the practice of 


' medicine, as the act refers to it. 


We would also like to note to the committee that in no 


"place that we have seen in the proposed legislation is the 


term “hearing aid” defined. The generic term “hearing aid” 
is not as finite as, say, the term “television set” or the term 
“automobile.” Just where did the ministry plan to draw the 
line between a hearing aid and other hearing-assistive 
devices? 

This is one of the reasons that there is such widespread 
consumer displeasure with the proposed bill. We have 


_ learned through past experience not to blindly trust those 
_ professionals who presently make recommendations in the 


field to select the best possible device for each of our 


_ individual needs. Now we see a law being proposed that 
- would entirely remove all consumer input and decision- 
_ making, with no limits or guidelines as to just what de- 
vices would even be restricted. In a typical day, I use 
_ perhaps eight different devices to aid me in hearing. There 
_ is no mention as to which of these devices the government 
_ wants to deny me the right to purchase without a prescription. 


Fear of the unknown is a major element in this contro- 


| versy. Hard-of-hearing people in Ontario have just started 


to gain access through technology. They jealously guard 
that access and will not allow this or any other government 


to take away from them the ability to live a comfortable 


and normal lifestyle. 

It is the policy of the Ontario chapter of the Canadian 
Hard of Hearing Association, when making presentations 
like this one, not only to point out the serious flaws in the 
legislation, but also to give positive recommendations as to 
how the situation can be remedied. I would therefore like 
to turn this presentation over to Ms Kortright, who is both 





the secretary of the Ontario chapter and the president of 
the Toronto area branch of CHHA. 


Ms Kortright: Thank you, Mr Ford. As hard-of-hear- 
ing consumers in this province, we feel that flexibility is 
paramount in the hearing health care delivery system. As 
one of the committee members pointed out earlier in these 
proceedings, and as the hearing instrument practitioners 
made very clear, there are presently rural areas in this 
province where there is little or no service. This constitutes 
undue hardship for many hard-of-hearing consumers, es- 
pecially those of us who-are seniors. 

We feel that if the legislation were to go forward in its 
present form, service to our members would be even more 
restricted than at present. One example of this is that we 
heard from one retired individual in Lanark, Ontario, who 
is no longer able to drive the 120-odd kilometres to Ottawa 
or the 140-odd kilometres to Kingston to visit an audiolo- 
gist to get a prescription for a new hearing aid to help him 
deal with a hearing loss he has suffered for the past 40 
years. With the reduction of train and bus service, there is 
no readily available long-distance public transit in much of 
Ontario any more. This is by no means an isolated occur- 
rence in this province. 
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The Ontario chapter of CHHA is most concerned that 
if the acquisition of a hearing aid in this province becomes 
a licensed act, the already lengthy waiting period to get an 
appointment to see an audiologist would become even 
longer, if one could even get an appointment in rural areas. 
One of the major problems we face at present in hearing 
aid delivery is the fact that so many persons needing an aid 
give up before they get it because of the already lengthy 
waits and numerous visits needed to meet the assistive 
devices program criteria. 

What consumers in this province would prefer to see is 
audiologists who spent the majority of their time doing 
Ministry of Health-funded aural rehabilitation with their 
patients. We feel that this is what audiologists studied so 
hard for and received their master’s degree so deservedly 
for. Ontario would no longer have the glaring gaps in ser- 
vice it presently has if this were the case. 

In my own work as a teacher of deaf and hard of 
hearing students in Toronto, I have had the good fortune 
over the past couple of years to work closely with and 
consult with an excellent audiologist attached to our pro- 
grams. Her work is key in helping me to develop listening 
skills training programs for my deaf and hard of hearing 
students. She never prescribes a hearing aid, but may occa- 
sionally prescribe an FM radio frequency hearing aid such 
as the ones Mr Ford and I are presently wearing. I put it to 
you, Madam Chairman and honourable members of this 
committee, that it is for precisely this kind of work that 
audiologists are most properly trained. 

As consumers, we feel we have the most vested inter- 
est of anyone in seeing that a better hearing health care 
system is developed in Ontario. Much has been said by 
others over the past few years in this area, but very little 
has been asked of the consumer by way of input. We have 
met with many individuals and groups around the province 
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in preparation for this presentation and feel we have the 
backing of most of the. 400,000-odd hard-of-hearing citi- 
zens of Ontario. 

We feel that the ministry has to start at the beginning, 
rather than by jumping into the middle of the fray, and, 
first, define the roles of all those who take part in the 
delivery of hearing health care. Then, with the assurance 
that all the bases have been covered, with accessible ser- 
vice we can move ahead into the future with the best possi- 
ble delivery system for the needs of every hard of hearing 
citizen in our province. To this end, we have prepared a 
simple chart as an appendix to the report you have in front 
of you, showing the various service providers and the roles 
we, the receivers of this service, would like to see per- 
formed by those service providers. Thank you very much. 


The Chair: Thank you very much for an excellent 
presentation. We appreciate your appearing before the 
committee today. If over the course of the hearings there is 
any additional information that you would like to present 
to the committee, please feel free to submit to us in writing. 


J. SERGE LECLERC 


The Chair: I would like to call next J. Serge LeClerc. 
You have 10 minutes for your presentation and we would 
ask if you would leave a few minutes at the end for ques- 
tions from the committee, but that of course is your choice. 
You can begin your presentation now. 


Mr LeClere: This might be the most different presen- 
tation you have had in front of this committee. I appreciate 
being here as an individual to talk. 

I have a certificate of study in social work. I am in my 
final year of an honours program at the University of Wa- 
terloo, with a double major. I am on the dean’s honours 
list. I have helped establish an organization called Youth 
Working with Street Children. For the past year, I have 
been assistant executive director of a Christian organiza- 
tion with 10 ministries, two rehabilitation farms and four 
crisis pregnancy centres. I am a chapter director of Prison 
Fellowship of Canada, starting a pilot program of having 
Christian volunteers go into juvenile facilities. I lecture on 
the average of 12 times a year on university campuses. I 
speak throughout high schools and public schools through- 
out the province. 

The reason why I do that is I was an eight-year-old 
street child. I was sentenced to St John’s Training School 
at the age of eight. I was living full-time on the streets at 
the age of 12. I have spent 21 years in prison. I have spent 
20 years as a drug addict. Five and a half years ago I had a 
grade 6 education. 

I do not believe there is any doctorate in Canada who is 
more qualified than I am as a social worker with an 
honours degree to talk to street children, to talk to drug 
addicts and to talk to juvenile offenders. I take great of- 
fence that my protection as a social worker is not regu- 
lated, that I can talk to a 15-year-old girl in the 
counsellor’s office after I do a school presentation, a girl 
who has suffered an abortion, where she has not been told 
the results of post-abortion syndrome, and I advise her to 
disclose and go get help, where I would be open to be sued 








by the parents because they felt I gave her wrong advice 
and would embarrass them in the town they are in. 

The reality is that there is one diplomaed PhD in your 
regulated workers per 300 prisoners in the prison system. 
The waiting list to see a doctorate personnel is up to a year. 
The reality is that 90% of the children in juvenile custody 
have been sexually or physically abused. There are no 
PhDs in juvenile facilities unless they are sent to a treat- 
ment facility. 

The reality is that the backbone of people services who 
are working with street children, with juvenile offenders, 
with drug addicts, are non-regulated workers, they are so- 
cial workers. I do not see someone with a PhD as more 
qualified than I in what I do. I am on the dean’s honours 
list and I certainly have a world of experience to go with 
my academic qualifications. 

Volunteer organizations have not been addressed in 
your piece of legislation and neither have social workers. 
There are a lot of qualified social workers out there and 
because they do not have a PhD does not mean that they 
should not be regulated. They should be regulated for the 
protection of the consumer to meet qualifications that 
apply in whatever qualifications would be given. 

You have removed the basket clause that this piece of 
legislation was originally presented with because you had 
trouble defining the words in it. The basket clause for 
non-regulated workers should be instilled so that if you do 
not want to deal with people such as qualified social work- 
ers with an MA or an honours degree they are protected 
from some irate parent or an irate spouse and they are not 
receiving a $25,000 fine or six months in prison. 

You deal in section 23 with spiritual means according 
to the tenets of the denomination. It is very vague, the 
spiritual means. Can a Jehovah’s Witness tell someone not 
to get a blood transfusion? Is that what you are saying? Is 
there a healing process within that? Can I tell a young boy 
that I became a Christian in the value system and the foun- 
dation of strength that I draw from? Is that offensive to a 
parent? Will a parent now say that I have tried to involve 
their young person in a cult? What about Christian coun- 
sellors? They are classified as unregulated workers. They 
are not covered. 
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What about the volunteers who go into 40 prisons with 
Prison Fellowship of Canada? What happens with them? . 
You have left them wide open and they are the backbone, 
really, of the social profession. Without volunteer organi- 
zations, all your PhDs or lack of PhDs are not going to 
replace the work they are doing right now. Can some irate 
parent get angry at a volunteer in a crisis pregnancy centre 
because she feels that that volunteer has convinced her 
daughter that there are alternatives to abortion and the 
daughter keeps it and the parent does not want to deal with 
it? 

I have saved the government millions of dollars by 
becoming rehabilitated. The reality is that there is an 83% 
recidivist rate in the prison system. The reality is that there 
is a 40% illiteracy rate and an 85% functional illiteracy 
rate. 
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My last arrest was for a $40-million conspiracy, a drug 


laboratory. We outgenerated Procter and Gamble in this 


country of $120 million a year. By the use of volunteers 
who came to share a world of wisdom with me, they were 
able to do something that the government had never been 
able to do, or all the qualified PhDs were ever capable of 
doing. 

If this legislation goes through, you may disband that 
whole organization and network of volunteer organizations 


and you may affect the social workers who are being on 
_ the front line with lack of protection. You may also affect 
the Christian community, which is probably the largest 
- number of volunteers, doing what the government cannot 


_ pay people to do for lack of money. 


Once again, if you remove the basket clause for unreg- 
ulated workers, in my opinion it is very silly. You should 


| put it back in and look at the vagueness of section 26. As 
_ the man who spoke a little while ago said, put something 


separate for Christian counsellors in there and Christian 


- volunteer organizations. Thank you. 


Mr Owens: The question is around your problem with 


diagnosis. I have done work with terminally ill patients in 


“counselling and support.” I am just wondering how you 


_ feel that by providing supportive counselling you would be 


violating the diagnosis clause you have referred to. 
Mr LeClere: I do not know about terminally ill pa- 


tients. I do not deal with terminally ill patients; I deal with 


street children, I deal with juvenile offenders and I deal 
with drug and alcohol rehab. None of those programs have 
got PhDs to them. The Roof program, Oasis, a number of 


_ programs—Evergreen, your best-known program here— 


all the people who are involved are master’s levels of so- 


cial workers, and 90% of the people’ who are doing the 





_ work are volunteers. They are not covered in this piece of 


legislation. You have removed the basket clause for non- 
regulated workers and I advise that you put it back in so 
there is some protection for the non-regulated worker— 
however you want to word that—and also for the non-reg- 
ulated worker in the Christian community. 

As far as diagnosis goes, I believe I can work with a 


street child and within 10 minutes have a handle on what 


the problem is. I believe in crisis intervention. I do not 
believe in the MMPI or all the other diagnostic tools the 
psychologists use, nor do I believe in long-range therapy. 
When it applies to a street child at 13 years old who is 
sitting on the track of your town and doing crack cocaine 
every 15 minutes, they are not the people the PhDs are 
going to address. That clientele is going to be addressed by 
the non-regulated worker and by the volunteer organiza- 
tions that are not covered in your piece of legislation. It is 
a very dangerous piece of legislation in terms that it may 
disband all that. I do not know if I have answered your 
question, but I have certainly restated my opinion again. 

The Chair: Thank you very much. We appreciate you 
coming before the committee this morning. 


EUGENE STRAUSS 


The Chair: I would like to call Eugene F. H. Strauss. 
Please come forward. You have 10 minutes for your pre- 
sentation. We would ask if you would leave a few minutes 





at the end to allow for questions from committee members. 
Please begin your presentation now. 

Mr Strauss: I made a written submission a couple of 
months ago, not knowing that I would have the privilege 
of being here. Since then I have made a shorter statement 
to save some of your time and I hope that will be helpful. I 
think the clerk of your committee has— 


The Chair: All the committee members have received 
a copy of your presentation. 


Mr Strauss: Of the original one and of my statement? 
The Chair: That is correct. 


Mr Strauss: I have listened to a number of the other 
submissions this morning and I know of some of the oth- 
ers that were made on earlier occasions and I think I can 
state my concerns very briefly. I support the purpose of the 
legislation, which is to protect the public from unqualified 
or unscrupulous health practitioners. However, I am con- 
cerned about the perpetuation and indeed the intensifica- 
tion of unnecessary credentialism, specifically in the 
profession of psychology. I, like others before me, submit 
that a PhD in psychology, which can be earned through a 
thesis in industrial, experimental, developmental psychol- 
ogy or any other specialty in the field, is no better prepara- 
tion for clinical practice than, say, a master’s degree that 
has concentrated on psychological counselling or education. 

The continuing role assigned under the new legislation 
to the Ontario Board of Examiners in Psychology threatens 
to perpetuate its past demand for a doctoral degree for 
eligibility for admission. 

As an aside, I would add here that I was glad to hear 
earlier this morning that there had been a last-minute will- 
ingness to talk, but frankly I would rather the committee 
did something about the legislation, because the other is a 
little tenuous. This is the end of the aside. 

I urge the prohibition of unwarranted credentialism in 
the legislation and that can then be tested in the courts. It 
does not define what it is, but it could be tested. 

My second concern is the same as expressed to you by 
many others, and that is the so-called diagnosis clause, 
paragraph 26(2)1 in Bill 43, especially when it is read 
against the scope of practice for psychology and that is 
section 3 of Bill 63. The diagnosis clause is so all-embrac- 
ing that it threatens to cut off much valuable and badly 
needed help offered by counsellors, ministers of religion 
and others who have specialized areas of social concern 
but who cannot qualify as psychologists, even under more 
reasonable criteria than those that have prevailed in the 
past. 

Various ministers of health, I believe including your- 
self, Madam Chairman, and representatives of the ministry 
have maintained that it is not the purpose of the legislation 
to cut off such services. I accept that assurance but I urge 
that the legislation be written so as to reflect this. In this 
context I have included a suggested alternative text to 
paragraph 26(2)1 at the end of my written submission and 
I commend it to you for consideration. I would be glad to 
clarify anything I have said or written. 


Mr Beer: I wonder if for the record you could tell us a 
little bit more about your suggested alternatives so that— 
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Mr Strauss: It is at the end and I have tried to stick as 
close as possible to the original text. All I have done is 
been a little more specific as to the kind of diagnosis—and 
the word “diagnosis,” of course, is not used—which 
should be restricted to people more qualified than say, 
somebody like myself to do it. I have talked about a dis- 
ease which is a physical or neurological disorder or an- 
other medical condition as the cause of physical or 
emotional distress and dysfunction. That, I think, is the 
change. 

The rest of the wording is the same. The present word- 
ing, in my opinion, is so broad that if I inadvertently say to 
a client as a family counsellor, “Could it be that your in- 
somnia is due to the fact that you’re angry with your hus- 
band?” I am stating an opinion about the cause of a 
dysfunction and therefore would be breaking the law if I 
am not a member of the College of Psychologists of On- 
tario. I believe my wording is perhaps more specific and 
more to the point that, I think, was intended. 


The Chair: I have a supplementary for Mr Cordiano 
on the same point. 
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Mr Cordiano: I just wanted to know, from your opin- 
ion, how that would not be considered an assessment as 
Opposed to a diagnosis, which is what we are trying to 
grapple with—the difference between the two? 


Mr Strauss: Neither the word “assessment” nor “di- 
agnosis” is presently defined. If it were, perhaps I would 
not have the concern. Nor have I defined it, of course. But 
I believe the more specific reference to medical disorders 
and other medical conditions emphasizes all that goes be- 
fore is related to medicine and not social and interpersonal 
functioning. My concern is that the scope of practice for 
psychology is so broad—it deals with interpersonal rela- 
tions, with intellectual functioning, almost any comment 
might be deemed to be a health professional comment 
which might be inappropriate for somebody who is not a 
member of the college. I of course support, in my first 
point, the earlier statement that people do not need a PhD 
in order to be eligible to do the work and they should be 
regulated and controlled of course. Can I help? 


Mr Cordiano: We do not have any further time to get 
to the bottom of this. 


The Chair: If, over the course of these hearings, there 
is any additional information that you would like to pres- 
ent to the committee you may do so in writing to our clerk 
at any time. 


The committee recessed at 1101. 
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HARALD DIENES 


The Chair: I would like to call Harald Dienes. You 
have 10 minutes for your presentation. We would ask you 
to leave a few minutes at the end for questions from com- 
mittee members. 


Mr Dienes: If I might just introduce myself. I prac- 
tised Chinese medicine here in Toronto and I am also cur- 
rently teaching Chinese medicine at two schools. 


I would like to introduce you briefly to Chinese medi- 
cine and why I feel Chinese medicine should be regulated 
in Ontario. Chinese medicine is a medical system com- 
plete in itself and has been used for a very long time. It is 
based on different premises than western medicine and 
also the methods of treatment are quite different. 


It is different, but it works. That naturally poses a chal- 
lenge to conventional medical understanding. The fact of 
whether or not it works was disputed for a long time 
mainly due to fraud research that was undertaken in the 
early years. Chinese scientists did not have the proper 
training in the western research methods and western sci- 
entists did not have the proper training in Chinese medi- 
cine to conduct adequate research, but that has changed. In 
the last 10 years maybe, there is abundant scientific evi- 
dence in support of Chinese medicine. The problem is that 
this is not widely known yet even in the medical community. 

I think it is important to understand that the two medi- 
cal systems are not in direct competition with each other 
because they serve two distinct purposes. Western medi- 
cine, obviously, is very useful for acute care and Chinese 
medicine is useful for chronic conditions. It seems it 
would be good if the two systems could be integrated. I 
mean, Chinese medicine should be integrated into existing 
health care. 

The benefits would be twofold. The benefits to the 
public: Patients would have access to treatment that works 
and that does not produce side effects and the benefit to the 
government would be that it has been demonstrated that 
Chinese medicine is cost-effective so there could be sav- 
ings there. There have been some studies done in the 
United States that confirm that fact. Those studies are 
available. 

If in fact there is benefit in Chinese medicine, it would 
make sense to make it more accessible. How could the 
public benefit from a regulation of Chinese medicine? It 
would benefit firstly because of the adoption of a standard 
of practice. Chinese medicine can be potentially harmful if 
it is performed by an unqualified practitioner. Also, it 
seems necessary to adopt a minimum standard of compe- 
tence to assure a high quality of the service. 

For instance, I am teaching at the naturopathy school 
and there the requirements for licensing are 200 hours. In 
the Acupuncture Foundation of Canada, which is the acu- 
puncture group, the medical acupuncturists require about 
100 hours for certification of their members. 


On the other hand, look at California. California was 
kind of a model for many other countries in terms of the 
acupuncture legislation. They require 2,400 hours of the- 
ory and 800 clinical hours. So the public has to be made 
aware that there are different levels of competence in their 
practice. In Ontario, the Chinese Medicine and Acupunc- 
ture Association has adopted a standard of practice which 
is a four-year course requirement. 

Beyond standards of practice, I think it is important to 
address the scope of practice. I had a meeting last year 
with Mr Burrows and the question came up: Who repre- 
sents the profession? Because there are a number of other 
health professionals that use Chinese medicine as an adjunct 
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to their practice, they all have some claim on the represen- 
tation, it seems. 

It seems to me because Chinese medicine is already a 
‘recognized profession in many other countries, the profes- 
sion should speak for itself. Also, the consideration of the 
length of training requirement maybe should be consid- 
ered. The last factor may be the question of international 
link. So, the Chinese Medicine and Acupuncture Associa- 
tion is affiliated with the World Federation of Acupuncture 
which is the governing body worldwide. I understand that 
the president of the association, Dr Cheung speaks to you 
on Thursday in London. 

_ T want to point out that facts and scientific evidence in 
‘Support of Chinese medicine are available, but it is not 
widely known. You may still be sceptical about what I say, 
but I would be happy to provide more information in terms of 
documentation or research articles or any further discussions. 


Ms Haeck: This is more a question to counsel. Be- 
cause of the acupuncture that may be used as part of the 





‘treatment, does that fall within the controlled acts? 


Ms Bohnen: It would, except that the Minister of 

Health and her predecessors have said publicly that they 

intend there to be an exception to permit unregulated prac- 
_titioners to continue to perform acupuncture. 


Ms Haeck: Are they currently functioning under the 
-Drugless Practitioners Act? 


Ms Bohnen: No, they are currently functioning com- 


pletely outside any legislation. 


CHURCH OF SCIENTOLOGY OF TORONTO 


The Chair: I would now like to call the Church of 
Scientology of Toronto. Please come forward and intro- 
duce yourselves to the committee. You have 20 minutes 
| for your presentation and we ask if you would leave a few 
minutes at the end in case any members of the committee 
have questions. Please begin your presentation now. 


Mr Smith: I want to thank you very much for allow- 
ing us this opportunity to speak to you. My name is Rev 
Earl Smith. To my immediate right is Rev Janet Leveau 


There are many positive aspects to this proposed bill. 


| 
| 
_and to her right is Rev Nicole Crellin. 


In particular, we welcome the announcement of greater 
- public representation on the advisory councils. We feel this 


| will provide greater public input and increased confidence 


in the public that complaints will be dealt with fairly by 


_ the colleges, particularly after the revelations that the Col- 


lege of Physicians and Surgeons of Ontario was not disci- 


'_plining or dealing fairly with complaints of sexual abuse 


_ by patients about their doctors. 


We were pleased to see that the government has also 
reaffirmed its position that the so-called harm clause is 
unnecessary. We also felt it would be disastrous to the 
public to introduce such a clause. 
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It really leads us to what we think is the most conten- 
tious clause that concerns so many of us in the present 
proposed legislation with respect to subsection 26(2) of 
Bill 43. That is the diagnosis clause. It is the ambiguity of 
this clause which makes it so contentious and prevents the 
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public from seeking help from unregulated practitioners 
who feel prevented from doing their jobs by the wording 
of this clause. The present wording of this section does not 
differentiate between an assessment made by a regulated 
or unregulated health care practitioner and prohibits the 
unregulated practitioner from “communicating...a conclu- 
sion identifying a disease, disorder or dysfunction as the 
cause of symptoms of the individual,” etc. 

Clergy, pastoral care workers, social workers, distress 
centre volunteers, psychotherapists, chaplains, crisis centre 
volunteers, drug education counsellors and thousands of 
others in the health care support field would be affected. 
None of these people, volunteer or paid, would want to 
place themselves in a position to be a test case in court. All 
of those listed above are called upon to give an assessment 
or diagnosis by those who look to them for assistance and 
direction. 

For example, a person calls up a crisis centre for help. 
The person is having a bad drug experience. The volunteer 
indicates the person has an addiction problem and urges 
the person to come in. We would see that as identifying 
some sort of disorder or dysfunction. 

Another example might occur where a woman calls a 
rape crisis centre. She does not want to speak to a doctor 
or other qualified professional, but wants to speak to 
someone who has undergone a similar experience. This is 
just a possible scenario. She tells the volunteer she feels 
guilty. The volunteer tells her it is a normal reaction in the 
circumstances and not to feel guilty. She is depressed be- 
cause of being raped and she should get some professional 
help. A disorder or dysfunction has just been identified. In 
addition, what if the woman still does not want help from a 
regulated practitioner, but prefers to receive further help 
from an unregulated practitioner who has undergone per- 
haps a similar experience? 

Such volunteers or unregulated practitioners might be 
very reluctant to assist in such a circumstance where they 
run the risk of making a diagnosis or assessment and sub- 
jecting themselves to prosecution for violation of a con- 
trolled act. The ambiguity of this clause in the proposed 
legislation threatens the choice of the individual to seek 
the type of care they want or feel comfortable with. For 
personal reasons, some people will choose to accept help 
from an unregulated practitioner as opposed to a regulated 
practitioner. 

The present regulated health care workers cannot pos- 
sibly address all the social or spiritual needs of the people 
in Ontario. I think that is why there are hundreds of volun- 
teers and agencies providing help and assistance to a wide 
variety of people suffering from many disorders and dys- 
functions prevalent in our society. 

That made us look at cost as well. You have heard this 
from the coalition of churches and several others. We 
agree. The financial burdens and implications of this bill 
are frightening if this volunteer sector could not continue 
its present work or was uncertain that it could continue its 
work. The volunteer sector contributes much and saves the 
already overburdened taxpayer millions of dollars in vol- 
untary services which would be lost or might be lost due to 
the present wording. 
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The court system is already overburdened and would 
also be affected by those people with a “Let’s sue” mental- 
ity. There are thousands of unstable people presently being 
served by our voluntary networks. Those with a “Let’s 
sue” mentality would only be too willing to use a new 
piece of legislation to get at those who tried to help them. 
In addition, those with their turf wars or ideological dis- 
putes may engage in litigation, further overburdening our 
courts. 

The Ministry of Health continues to say the diagnosis 
clause will not cause problems for the unregulated and that 
the unregulated would be free to talk to the clients. We 
recognize the ministry did not intend to affect clergy and 
pastoral care workers. These intentions, while laudable and 
reputable, are inadequate for protection when one is in 
front of a court of law. It is the letter of the law that must 
clearly express the intention. 

You have heard many submissions from a wide variety 
of groups which all agree that this clause in the legislation 
clearly presents a problem to the unregulated practitioner. 
Obviously, it is not worded well enough or clearly enough 
if so many are objecting. We, like many other groups, have 
received the response back from the Ministry of Health 
saying it is not the intention for the clause to be interpreted 
that way. But it is Parliament’s job to bring in the legisla- 
tion and it is the court’s job to interpret the legislation. 
Obviously it is imperative that the wording clearly com- 
municate the intent. 

How can this problem be resolved? That was a difficult 
one. We could not really think of a wording. We figured 
the simplest solution would be to remove paragraph 
26(2)1. Disorders and dysfunctions could be almost any- 
thing in life. It would be impossible to name them all. It 
would be equally impossible to legislate the communica- 
tion of our opinions on these matters to others. Even the 
word “disease” causes us a problem in that certain condi- 
tions, such as alcoholism, are seen by some to be a physi- 
cal disease and by others to be a spiritual or social 
problem. Other common examples that cross these lines 
are stress, depression, drug addiction, emotional and phys- 
ical abuse of spouses and/or siblings, marital difficulties 
and the list goes on. Again, some would see many of these 
as physical diseases, disorders or dysfunctions while oth- 
ers would see them as spiritual or social disorders. 

Those people who are not regulated are often called 
upon to give advice to those who need help and they con- 
sider such advice reliable and useful. It can include what is 
wrong with us and what our problems are. The present 
wording of this clause restricts the communication of the 
unregulated, and even the public they serve, by not allow- 
ing them to speak completely and freely about the prob- 
lems they are trying to address. You will very often find 
people more willing to speak freely with a minister or 
counsellor in a more relaxed environment than to a doctor 
in his office. Sections 29, 30 and 31 of this act prohibit 
anyone from misrepresenting himself as a member of a 
regulated profession. This seems to us to be adequate pro- 
tection for the public from anyone making false claims as 
to credentials or representing himself as a member of a 
regulated profession. 


We have thought and consulted with many other 
groups over the problem presented by the wording of para- 
graph 26(2)1. We just cannot see any way to reword it 
without at the same time infringing on one or more of the 
various unregulated practitioners. So we urge the commit- 
tee to remove this clause if an acceptable wording that 
does not restrict the unregulated practitioner from perform- 
ing their duties, services and responsibilities to the public 
cannot be found. We think the present wording presents 
more problems than it solves and does not serve the 
greater good of the public at large. Sections 29, 30 and 31 
clearly provide what we see as the desired protection to the 
general public. 


Mr Owens: My question is actually to counsel, 
through the parliamentary assistant, and that is the issue of 
litigation against the “unregulated practitioner.” It is my 
understanding that people can now sue. This will not 
change. Do you know of any cases that are on record 
where somebody has taken his minister or counsellor or 
whatever to court? 


Mr Wessenger: I will ask counsel to refer to that 
question of what suits there might have been. 


Ms Bohnen: First of all, to speak of lawsuits or litiga- 
tion is a little inaccurate. The provisions in this legislation 
do not create new civil causes of action. They create pro- 
vincial offences. In other words, you cannot sue somebody 
in civil court for a violation of any of the provisions of this 
legislation. All you could do, if you were so inclined as an 
individual, would be to lay a complaint and try to start the 
criminal or quasi-criminal process; in other words, try to 
start the process whereby provincial offences are prose- 
cuted in criminal courts here. That is exactly the same as 
the legislation now, whereby it is a provincial offence to 
practise medicine without a licence, to contravene the 
Drugless Practitioners Act and so on. 
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The fact of the matter is that private prosecutions, 
which are what appear to be feared by many of the pre- 
senters you have heard from, are virtually non-existent. It 
is very difficult for an individual to start a prosecution. 
Police and crown attorneys prosecute in our system. Even 
if a private citizen is so motivated to pursue a private 
prosecution and bear all the expense of legal counsel and 
so forth, the crown attorney may exercise the discretion 
vested in the Attorney General to stay or discontinue pros- 
ecutions. But I think the bottom line is they are virtually 
non-existent in this country. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing before the committee 
today. If at any time during the course of these hearings 
there is additional information you would like to present to 
the committee, please feel free to do so in writing to the 
clerk. 


KIM SCOTT 
The Chair: I would now like to call Kim Scott. Wel- 
come to the standing committee on social development. 
You have 10 minutes for your presentation and we ask if 
you would leave a few minutes for questions at the end of 
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your presentation in case the committee members have any 
_ questions of you. 

Ms Scott: I have come to speak about Bill 44, which 
requires that people with hearing impairment have a pre- 
scription in order to purchase a hearing aid. Before I ex- 
press my feelings on this bill, I would like to tell you a 
little bit about myself. I am 26 years old. At the age of four 
I was diagnosed as having a congenital bilateral sensory- 
neural hearing loss. It is progressive, from the age of four 
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where it was a mild loss to the point now where it is 
_ profound. I am to the stage now where I do not even know 
_if I will have any hearing by the time I am 40. 


My hearing loss has affected my lifestyle. I am trying 
to limit it as much as possible. As a child, it made it very 


difficult for me growing up. One of the biggest problems is 
the lack of understanding of people, especially educators, 
who did not understand the problems and how to cope 
_with children with hearing impairment. 





As I have gotten older, I have been fighting on my 
own. All my life I feel that I have been fighting to live as 
normal a life as possible. Right now I am on the road to 
achieving a dream. In one year my dream will be a reality, 
to work in a health care program. I want to be a respiratory 


_ therapist and I am going to be in one year. Unfortunately, I 
have had some barriers thrown up in front of me upon this. 
I have had people in the medical field who, unfortunately, 
"are very ignorant. I expected them to be less ignorant than 
- the normal public, but they were not. 


I am going up to Sudbury to do a clinical rotation. 


Before I went I decided that I needed to have my hearing 
assessed. The little tell-tale signs were coming upon me: 
not being able to hear people, turning up everything very 
_ loud and having to turn down my hearing aids in order to 


hear satisfactorily and clearly. 
I tried calling several audiologists throughout the city. I 


can speak for the three major hospitals in the downtown 
-area—Toronto Western, Toronto General and Mount 
_ Sinai—because they all work together. All their audiology 
_ appointments were booked well into the month of Septem- 


ber. This was three weeks ago. The only way I could get an 


_ appointment was if I got a cancellation and they were able 
_ to squeeze me in. 


I have had this problem in the past where I needed new 


| hearing aids, replacement hearing aids. To get an appoint- 


ment with an audiologist is a real task. A few years ago I 


- needed one new hearing aid of my two hearing aids. One 
_ of them broke and I required a replacement. I had to wait 
_ three months before I could get an appointment and that 
was with the Canadian Hearing Society on Spadina Ave- 
_ nue at Dupont Avenue. 


Can you imagine what it is like being hard of hearing, 


_ where I am unable to cope with the use of one aid, waiting 
_ three months and living a day-to-day life that is extremely 
- frustrating? My grades in school alone fell up to 20% in 
_ certain subjects. I am unable to work. 


This was five years ago. Today my hearing loss has 


_ become even more profound and I now am to the point 
_ where I require hearing aids that are the strongest behind- 
_ the-ear hearing aids available on the market today. I cannot 


function with one hearing aid. I must have two, and since I 
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am going to be working in the medical profession, it is 
even more essential. If I have to wait several months be- 
fore I can get an appointment to see an audiologist, which 
is what this bill would mean, I will not be able to practise 
as a respiratory therapist, because nobody will tolerate me 
waiting three months. I cannot risk the wellbeing of my 
patients by working with only one hearing aid, which is 
exactly what I would be doing. I work in trauma, I work a 
great deal in the intensive care unit, and it is a big risk I 
would not be able to take. 

I feel that in passing this bill you are taking away my 
opportunity to fulfil my dream. I have always wanted to 
practise in medicine, always, since I was a little girl, and I 
have been working very hard at this. To pass this bill will 
make it even harder for me to have appointments to see 
audiologists. There are only 150 or so practising audiolo- 
gists for adults in the province of Ontario. Somebody has 
said to me, “Well, there are over 13,000 practising physi- 
cians.” Of course that is true, but no physician will pre- 
scribe a hearing aid for me without an audiogram 
performed. I mean, he would be negligent. He would be 
guilty of negligence to do otherwise. 

To pass this bill is reducing my accessibility to a hear- 
ing aid when I need it. To have to wait several months 
before I can get the care I need is taking away my entitle- 
ment to live like all of you have the privilege to live day to 
day. And that privilege is going to be taken away from me. 

I ask myself the question, “Why would they pass such 
a bill?” I came up with two answers, because it is obvious 
there is no proof whatsoever to suggest that people getting 
a recommendation for a hearing aid without a physician’s 
consent can be harmful to them. There has been no evi- 
dence of that. 


The only other two things that I was able to think of 
were: an attempt to cut back costs by reducing the accessi- 
bility of the service. That may be true in some ways. By 
reducing the accessibility you will discourage people from 
abusing the system, which, as somebody in the medical 
field, I am well aware the public does abuse our medical 
facilities, but you cannot do that by sacrificing other peo- 
ple who do need the service, and I am one of them. 

The other thing I could think about was that audiolo- 
gists would like to have a more true definition of what 
their role in the health care field would be. As somebody 
in the respiratory therapy field, a field that is also search- 
ing to have its role more clearly defined, I understand that; 
but I have never supported anything that, in defining our 
role, is going to sacrifice the care of the patient in any way. 
I am opposed to it. 

As far as I am concerned we are a team, everybody. I 
do not care what you are in the medical field. I do not look 
at one higher or lower than the other. We are all a team. To 
worry so much about such a thing just because you want 
your role defined is, to me, illogical especially when it is 
sacrificing the care of the people who need it, and I am one 
of them. Thank you. 

The Chair: Thank you very much for your very 
thoughtful presentation. The committee has wanted to hear 
from consumers and I think you have made a very important 
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presentation before the committee. I have two questioners. 
One minute, Mr Owens. 

Mr Owens: As the Chairperson indicated, as a con- 
sumer I think you brought to the committee the kind of 
perspective we need. 


Ms Scott: Excuse me, I am sorry. I am having a diffi- 
cult time hearing you. 

Mr Owens: As a consumer, you brought forward the 
kind of perspective that we need to hear. The issue. of 
access is one that we are wrestling with and the hearing aid 
dispensers, I think, have articulated a very clear case that 
this legislation may restrict access. The audiologists come 
and say that is not true. So I am struggling with trying to 
find the middle ground of where is the reality here. Where 
do you see the reality? 
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Ms Scott: I see the reality as a shortage of audiolo- 
gists in the province of Ontario. There is no question of 
that. If you think of the number of hearing aid sales that 
happen in one year compared to the number of audiolo- 
gists prepared to prescribe them to the patients and recom- 
mend them to a patient, there is, obviously. The other 
reality is having the waiting list to get an appointment to 
see an audiologist, so that there is a shortage. 

A few years ago I found a solution to my problem in 
London, Ontario. I was again stuck with the problem of 
trying to get an appointment to have my hearing as- 
sessed—not necessarily to see an audiologist—as long as I 
could get an accurate audiogram and have a new hearing 
aid recommended to me. One of the hospitals I called—be- 
cause they were telling me I would have to wait three to 
four months for an appointment in London, Ontario—rec- 
ommended I call a private practitioner, a hearing aid dis- 
penser. I called. I got an appointment within the week to 
have my hearing assessed. They assessed my hearing very 
well; I have seen so many physicians and so many audiol- 
ogists throughout my lifetime that I am able to judge very 
well. 

If these practitioners are wiped out, if they no longer 
offer these courses in the colleges—which would happen 
if you need a prescription to purchase a hearing aid—and 
they are not able to perform audiograms, the waiting list is 
going to get even longer. This is not something recent. 
This has been going on for years, and my mother, who is 
sitting behind me, will also tell you the problems she had 
getting the appointments to have my hearing assessed 
when I was a child. It is a long, tedious process. If I can 
get it done within a week, I will. 

The Chair: Thank you very much for your presenta- 
tion before the committee, and I think I speak for all mem- 
bers here in wishing you good luck in achieving your goal. 

The Chair: Our appointment with Stephen Griew is 
cancelled because of illness; however, there is a written 
presentation available for all committee members from Mr 
Griew. 

Mr Hope: Can I ask a question of counsel? 


The Chair: We have some time if anyone has ques- 
tions they would like to direct to the parliamentary assis- 
tant. Now would be appropriate. 


Mr Hope: The question I have for counsel deals with 
the person who just did a presentation to us and also with 
the question of reassessment to improve hearing aids or to 
do an evaluation of the hearing loss. My first question 
would be, in order for somebody to go see a dispenser, do 
they need to go see a physician or an audiologist to get that 
first initial test done and a fitting? If they went to— 


The Chair: Let us take one question at a time, okay? 
Mr Hope: Okay. 
Mr Wessenger: Yes, I will have counsel answer that. 


Ms Bohnen: The relevant provision in the act is that a 
hearing aid dispenser may not dispense a hearing aid with- 
out a prescription. The act does not address, deal with or 
otherwise restrict hearing aid evaluations, testing, adminis- 
tering audiograms by anybody. It simply says you have to 
have a prescription for a hearing aid to be dispensed to you 
and that prescription can be issued by either an audiologist 
or a physician. 

Mr Hope: Okay, so in clear language, if I go to a 
doctor and the doctor says, “You are losing your hearing. 
Go see a dispenser or an audiologist, whoever you wish,” 
and I wish to go see a dispenser, and it proves that I have a 
hearing loss, then he can say to the physician, “Yes, there 
is a hearing loss and this is the prescribed hearing aid that 
has to be inserted into this individual.” 


Ms Bohnen: Yes, and in the presentation this morning 
from the Canadian Hard of Hearing Association, you will 
see that in their appended chart, as they see the relevant 
roles to be played by each health care provider, they see 
the role of physician ought to be—the general practitioner 
in particular—to determine if there is a medical cause for 
the hearing loss, or it is such that a hearing aid is the 
appropriate intervention, and that is essentially what this 
legislation supports; that people ought to go to their physi- 
cian or their audiologist to determine if a hearing aid is 
what is necessary, and after that every other aspect of the 
process can be performed by a hearing aid dispenser. 


Mr Hope: My second part to the question leads to the 
issue that once I have a hearing aid I have been prescribed, 
I wear it constantly and I find there is difficulty—as the 
young lady said she found difficulty—would she still have 
the right to see the dispenser for an upgrading, or would 
she have to go back to her family physician to be reordered 
to a dispenser or an audiologist? 


Ms Bohnen: I would say, just as the finer points of 
when you need to go back to your physician before your 
prescription needs to be renewed; the finer points of when 
you have to go back to an optometrist before an optician 
can adjust your glasses, give you a new pair of glasses and 
so forth, are dealt with through standards of practice and 
discussions through the players in the system, that is how 
the details of when you ought to go back to a physician or 
an audiologist before having your hearing aid adjusted, 
upgraded, altered, etc, will be worked out in the field by 
these providers. 
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Mr Hope: I hope you do not mind, Madam Chair—so 


_ you mean to say that, for instance, in the young lady’s case 
where it is identified that there will be a continuing loss of 
_ hearing, it could be the understanding of the physician, the 


audiologist and the dispenser that the prescription be on an 
ongoing basis? 
Ms Bohnen: One would hope, and I am sure, the dis- 


_pensers are also knowledgeable enough to send their 


customers or clients back to physicians and audiologists 
when they see there has been a change or a deterioration, 
or there has just been such a period of time since the 
person has been assessed, that they ought to refer them 
back. 


Mr Hope: I bring these questions up because listening 


to the young lady and her comments, living in a society, 
that I can imagine myself just shutting off and not being 
_ able to be here for a couple of days. I imagine as you get to 
_ the receding part of the hearing during a day and not being 
_ able to address the issue right away. This is why I am 
_ posing the question, is it able to have an ongoing prescrip- 


tion with your physician and your dispenser that they have 
identified the disease, disorder, dysfunction, and then, in- 
stead of doing a lot of travelling back and forth, you can 


_ deal with the problem on a more level base to make sure 


you do not face the difficulties she did. 
Ms Bohnen: The legislation does not define at all 


_ what the prescription has to consist of, so the providers are 


at some liberty to figure out the appropriate way of dealing 
with these situations. For what it is worth, difficulties that 
are being described are current difficulties and past, histor- 
ical difficulties. They are not problems caused by this leg- 
islation which, as you well know, is not law yet. I do not 


_ believe this government or the previous government thinks 


this legislation is going to solve all the problems of access 
to hearing aid services or any other kinds of medical ser- 
vices, because it will not. Lots of other things have to take 
place for those problems to be addressed. 

Mr Hope: What we may see the legislation doing is 
providing a mechanism so that the complications being 
faced by the consumer base are maybe more information- 
ally addressed in the system? 

Ms Bohnen: The hope and belief was that the legisla- 
tion would protect the public without at the same time 
throwing up unnecessary obstacles to getting the service 
people need. 

Mr Owens: Through the parliamentary assistant to 
counsel, do we have any sense of the average time a person 





spends on the waiting list to see an audiologist? The fig- 
ures presented from speech pathologists in Thunder Bay 
indicated in that region there was essentially a month, but I 
do not know if that included audiologists as well. 

Mr Wessenger: I will have counsel answer that. 
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Mr Burrows: The data, as we understand it, that were 
presented previously to the committee were obtained from 
the ministry’s assistive devices program. In fact, Linda and 
I participated in some discussions on this topic earlier and 
the data were verified as coming from the program. As 
with all data, I suppose they are subject to interpretation, 
but the officials in the ministry associated with that pro- 
gram concluded that in their opinion there was not an ac- 
cess problem and they had not received any complaints 
from the public about access. But it did appear from the 
data, if you look at them, that there are areas of the prov- 
ince where there may be problems and there are other 
areas of the province where it is clear there are no prob- 
lems. I do not know if any more current data are available 
so I do not know what current trends may or may not be. 


Mr Owens: Would it be possible to see if some more 
up-to-date data are available? I guess I take Ms Bohnen’s 
point to heart that this legislation will not solve all the 
access problems this health care system has. However, I 
think I get a little bit nervous about what appears—and I 
say appears—to be a restriction on the folks who are dis- 
pensing hearing aids, especially in regions that may be 
under service by audiologists, as in northern Ontario, be- 
cause then you are looking at perhaps northern travel pro- 
grams and things like that. 


Ms Bohnen: The added factor I think you should bear 
in mind is that access to hearing aid services and the man- 
ner in which the service is provided is also a function of 
the rules established by the assistive devices program, 
which has been forced to develop its program during this 
very long hiatus of waiting for legislation to be passed, and 
that also very much affects things. As I think Mr Burrows 
stated earlier, that program is driven by policy rather than 
law and it may be that adjustments will be made or can be 
made to that program’s policies to respond to concerns 
about access which really do not result directly from this 
legislation. 


The Chair: Thank you very much. I would like to 
adjourn the committee hearings now. 


The committee recessed at 1152. 
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AFTERNOON SITTING 


The committee resumed at 1400. 


The Chair: The standing committee on social devel- 
opment is now in session. I would like to welcome everyone. 


ONTARIO DENTAL ASSOCIATION 


The Chair: I am going to call first the Ontario Dental 
Association. I would ask that you begin your presentation 
by introducing yourselves to the members of the commit- 
tee. We would appreciate it if you would leave a couple of 
minutes at the end of your presentation to allow for ques- 
tions from committee members if you wish. You have in 
total 20 minutes for your presentation and questions. 
Thank you very much. Please begin now. 


Dr Somer: My name is David Somer. I am president 
of the Ontario Dental Association. With me today are 
George Sweetnam, who is also a dentist and is the vice- 
president of the association, and John Gillies, who is our 
executive director. I want to thank you for the opportunity 
to explore our thoughts on the Regulated Health Profes- 
sions Act proposals with your committee. 

The Ontario Dental Association represents more than 
5,000 dentists. That is almost 90% of all the dentists in 
Ontario. I think you know that our initial statement com- 
plements the goals of the health legislation review. We 
have a long history of public advocacy. We have worked 
with members of the review team in an effort to achieve 
our shared goals, and we assure you that Ontario dentists 
will continue to work with the ministry with a view to- 
wards strengthening the public protection measures in this 
legislation. 

I would like to call on Dr Sweetnam, who has worked 
on this project for many, many years now, to outline some 
of our specific concerns and recommendations about how 
to resolve some of these problems. 


Dr Sweetnam: Madam Chair, members of the com- 
mittee, in the handouts that you have been provided with, 
you might like to follow the two-page handout here with 
“Problems and Solutions.” It is a very brief summary, and 
highlights the remarks I am going to make for the next few 
minutes. 

As Dr Somer has indicated, the ODA believes that the 
legislation does not go far enough in protecting the public. 
We will begin with Bill 49, the Dentistry Act. 

There is an omission in the authorized activities 
granted to dentistry. The only profession that has been 
granted the authorized act to apply or order the application 
of a form of energy prescribed by the regulations under the 
RHPA is medicine. 

It is apparent to anyone who has visited the dental 
office that dentists routinely use numerous forms of en- 
ergy. Lasers, electrosurgical equipment and high-intensity 
light are included among the energy forms that dentists 
employ in their practice. Given the role of dentists in pro- 
viding such services, we believe the legislation should re- 
flect existing practice by recognizing our use of numerous 
forms of energy in the dental office. We understand the 
specific forms of energy will be regulated under the 


RHPA. We have provided initial information of energies 
used by dentists to the ministry, and we are complying 
with counsel’s request to provide further details. However, 
we continue to believe that regardless of what specific 
forms of energy are stipulated in the regulations, dentistry 
should have this controlled act within its purview. We do 
not understand the distinction made between physicians 
and dentists. 

The government already has prepared some amend- 
ments designed to ensure consistency throughout the acts 
governing the health professions. We were surprised that 
this omission was not resolved during that amendment- 
making process. Throughout the review process, we had 
been assured that no professional group would be denied 
the right to continue to perform services within its current 
scope of practice and educational training. To ensure that 
this legislation does not eliminate the ability of dentists to 
utilize necessary energy sources in their daily practice, we 
recommend that dentists be granted the authority to con- 
tinue to perform this controlled activity. 

Turning to the list of authorized acts for dentists, we 
find that the act, as it relates to the fitting or dispensing of 
dental prostheses, orthodontic appliances or devices, is in- 
complete. First, the RHPA proposals fail to recognize that 
the prosthetic appliances and devices involved should 
never be provided to a patient unless there is a diagnosed 
need for the specific appliance. A good prosthesis or other 
dental appliance will not benefit the patient if that is not 
the appropriate treatment option. 

To ensure that patients have the benefit of a diagnosis 
prior to receiving such invasive treatment, we recommend 
that a prescription be required in order to fit or dispense 
dental prostheses, appliances or devices. This solution is 
consistent with other RHPA proposals dealing with appli- 
ances for both vision and hearing. We believe that the 
simple inclusion of the word “prescribing” will provide the 
important public protection measures which have been 
omitted. 

To extend public protection to all identified areas of 
risk, the ODA recommends that the wording be revised. 


' This section would then read: “Prescribing, fitting or dis- 


pensing a dental prosthesis, orthodontic or periodontal ap- 
pliance or a device used inside the mouth to protect the 
teeth from abnormal functioning.” We understand that the 
ministry staff agrees with the inclusion of the term “peri- 
odontal” and will not expand on this addition further. 

Given the legislative model, this revised phrasing 
would be included in Bill 49, the Dentistry Act, and the 
omnibus act, Bill 43. 

Moving on to the Denturism Act, we question the 
RHPA proposal to permit denturists the authority to fit and 
dispense partial dentures. This changes the current legisla- 
tion. The technical skill involved in fabricating a partial 
denture is only one aspect of care for the patient who has 
some missing teeth. The central issue to successful treat- 
ment is the determination of oral health status and patient 
need. 
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A partial denture is only one of many different therapy 
options for patients with natural teeth. A diagnosis is abso- 
lutely essential to detect pathology in the oral cavity and to 
determine what treatment option is appropriate. Will the 
bone, gums and adjacent natural teeth support an artificial 
appliance? This requires clinical examination, including 
X-rays. Denturists do not possess the prerequisite skills 
and training to carry out this detailed examination. We 
agree that patients are entitled to a choice of where they 
obtain particular health services such as dentures, but only 
after it has been determined that this would be the appro- 
priate course of treatment and that it could be provided in a 
manner which would do no harm to the patient. 

Because partial dentures have a direct impact on a 
patient’s natural teeth, a partial denture should only be 
fitted on the order or prescription of a dentist. This solution 
recognizes the skill and training of the denturist and at the 
same time ensures that the patient has received a compre- 
hensive examination to determine the most appropriate 
treatment plan. Therefore, the ODA recommends Bill 50, 
the Denturism Act, be amended as follows: 

“Tn the course of engaging in the practice of denturism, 
a member is authorized, subject to the terms, conditions 
and limitations imposed on his or her certificate of regis- 
tration, to fit and dispense removable dentures for the 
edentulous and, on the order or prescription of a member 
of the Royal College of Dental Surgeons of Ontario, to fit 
and dispense partial dentures.” 

Dental hygiene: As we turn to Bill 47, the Dental Hy- 
giene Act, we wish to recognize the valuable role of the 
dental hygienist in the delivery of oral health care. The 
dental hygienist is a vital member of the dental team. 
However, we believe that the broad scope-of-practice 
statement proposed for dental hygienists will lead to the 
fragmentation of the delivery of oral health care. 

The elected officers of the Ontario Dental Hygienists’ 
Association have stated repeatedly that hygienists do not 
support independent practice for dental hygienists. On this 
point, I will leave you with information to support this. 
However, this legislation proposes to grant dental hygien- 
ists the authority to provide preventive and therapeutic 
treatment services without the patient ever having been 
seen by a dentist. 

The scope of practice of any profession should recog- 
nize the education and training of a profession. However, 
we must be careful not to confuse and equate technical 
skill with the corresponding ability to determine when to 
apply the skilled service. Seemingly simple procedures can 
lead to disastrous results for the patient when the service 
was not appropriate for the presenting patient. 

We support an enhanced role for the dental hygienist 
and we anticipate that the hygienist will be required to 
work in more community settings providing care for the 
elderly in the future. We know that Ontario’s population of 
older adults is increasing. This demographic trend impacts 
upon the delivery of oral health care services. More pre- 
ventive and treatment services will be required for this 
population of older adults who are known to keep their 
natural teeth longer. However, the institutionalized elderly 
are an at-risk group. They often have an overwhelming 





number of medical problems. As a result, designing oral 
health treatment programs for the institutionalized frail el- 
derly is a complex task. Diagnosis of the patient’s oral 
health status and the consideration of related health condi- 
tions and ongoing treatment are essential. 

Cost control measures must not eliminate this initial 
step to the delivery of oral health care. All patients, includ- 
ing the institutionalized elderly, are entitled to comprehen- 
sive dental care. 

We believe that granting dental hygienists the ability to 
work on the order of a dentist, rather than the current 
requirement of direct supervision, would facilitate the de- 
livery of full-scope dental services to patients in institu- 
tionalized settings in a cost-effective manner. 

We believe our recommended change to the wording 
recognizes the full role of the dental hygienist and is in 
keeping with the intent of the review: 

“The practice of dental hygiene is the assessment of 
teeth and adjacent tissues and, on the order of a member of 
the Royal College of Dental Surgeons of Ontario, treat- 
ment by preventive and therapeutic means including the 
provision of restorative and orthodontic procedures and 
services.” 
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As we review Bill 48, the Dental Technology Act, 
again we ask the committee to consider public protection. 
In the absence of a controlled act, no guarantee exists that 
quality devices will be delivered. A dentist is not a metal- 
lurgist and cannot assess the quality of materials used be- 
fore inserting the device in the patient’s mouth. All that 
glitters is not gold. Only a registered dental technologist 
should be held responsible for delivering a dental prosthe- 
sis or appliance or device that has been ordered or pre- 
scribed by a dentist. 

The ODA previously has recommended the inclusion 
of the following controlled act in the Dental Technology 
Act: “Dispensing fixed and removable prostheses and den- 
tal appliances and devices to a qualified practitioner pursu- 
ant to an order or prescription from a qualified 
practitioner.” We recently learned that Ministry of Health 
staff are exploring an alternate amendment with the regis- 
tered dental technicians, and we look forward to the oppor- 
tunity to participate in that discussion. Without more 
details, we are not able to comment on that amendment at 
this time. We simply reiterate that our main concern is to 
resolve the situation in a manner consistent with the pro- 
tection of the public from unnecessary risk of harm. 

Finally, we wish to address one of the recent amend- 
ments to the RHPA. We understand that the ministry has 
proposed that the authorized act for nursing which permits 
nurses to administer a substance by injection or inhalation 
on the order of a qualified person has been changed to 
read: “Administering a substance by injection or inhalation 
on the order of a member of the College of Physicians and 
Surgeons of Ontario.” This amendment was never dis- 
cussed with dentists. Because dentists and registered 
nurses work together, this amendment will have a dramatic 
and unacceptable impact on the delivery of oral health 
services. We suggest that the committee revise this au- 
thorized act in the Nursing Act to ensure that current 
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interprofessional working relationships are not impeded 
unnecessarily. If the ministry intends to change the phrase 
“on the order of a qualified person” to make it more spe- 
cific, they will have to ensure that this act includes each of 
the professions involved in this activity; for example, dentists. 

We have appreciated the opportunity to highlight some 
of our concerns with the RHPA proposals. We will be 
presenting you with a more detailed brief on these matters 
and other issues later this month. At this point, we would 
be pleased to answer questions from the committee. 


Mr Jackson: I would like to thank the ODA for 
clearly and succinctly setting out their concerns, for the 
appended guide to the five bills in particular, and for your 
reference to the elderly, which we have not had much de- 
tailed response on to date. So thank you for that. 

Perhaps, Madam Chair, I could ask the ministry on the 
last point, with respect to the Nursing Act, if we could get 
some clarification on whether that was an oversight or if 
there was a purpose in being specific to the College of 
Physicians and Surgeons and the rationale behind that? 


Mr Wessenger: I will ask staff to reply to that. 


Ms Bohnen: I do not know if I would describe it pre- 
cisely as an oversight. One of the purposes of the minister 
circulating the proposed amendment so early in the pro- 
cess was to get feedback. That said, I do not believe there 
will be any difficulty in adding a reference to a member of 
the Royal College of Dental Surgeons, and for that matter, 
members of other colleges whose members may prescribe 
substances that are administered by injection and inhalation. 


Mr Owens: This morning we heard testimony from 
the folks involved in psychology where they announced 
what essentially turns out to be a landmark agreement to 
sit down with the various associations and boards to work 
out their difficulties. I am just wondering if that approach 
has been tried with the denturists and the folks who are 
involved and why did it not work. Or has it not been 
attempted, and why has it not been attempted? 


Dr Somer: There have been many meetings in the 
past, and the differences in their respective roles were so 
great that we really are very much at an impasse. I think 
that we need to rely on this act to make sure that the roles 
are very precisely defined. 


The Chair: Question, Ms Haeck? 


Ms Haeck: Yes, to the parliamentary assistant. I 
would like to ask about the query the association has 
raised on page 2 of its submission regarding forms of en- 
ergy, the second complete paragraph, “We do not under- 
stand the distinction being made between physicians and 
dentists,” around the use of specific forms of energy. Can 
you comment on that? 


Mr Wessenger: I will refer that to counsel, though I 
understand it has to be dealt with under the regulations. 


Ms Bohnen: The intention is to regulate under the 
controlled act that specifically refers to hazardous forms of 
energy. The intention is to regulate forms of energy which 
may be hazardous, although they do not involve cutting or 
other invasive procedures, because that aspect of practice 
is captured by some of the other controlled acts. So the 
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intention is to list forms of energy which may be hazard- 
ous in some other fashion. 

Indeed that controlled act is specifically authorized to 
physicians in the Medicine Act, because even on the most 
cursory review it is apparent that physicians will order and 
apply such forms of energy as electroconvulsive therapy. 
The list of forms of energy not having been prepared yet, it 
has not been so clear what other professions need to be 
specifically authorized to use those. Therefore, it seemed 
to be much more sensible to deal with the whole issue in 
the regulation under the RHPA and have it both list these 
forms of energy which must be restricted and identify at 
the same time those professions which must be authorized 
to order them or administer them, and all of the profes- 
sions have been told that they will be consulted in the 
preparation of that regulation. 


The Chair: Ms Haeck, the deputant would like to re- 
spond to your question if you would like to ask. 


Ms Haeck: In fact I wanted to turn to you and raise 
the question of whether you have been working with the 
ministry on this issue and how you are feeling about this 
particular issue at this time. 


Dr Gillies: Obviously we have had extensive discus- 
sions with ministry and ministry staff on this issue over 
recent times, but we still have two particular concerns. 
One is a technical one, and that is that if it is a controlled 
act for physicians, it is very difficult for our college to 
write regulations when there is no legislative authority for 
it to do so. The second is that in fact for dentistry, and this 
seems not to be well understood, application of forms of 
energy can be an extremely invasive procedure when you 
are using electrosurgical instruments and lasers which are 
cutting both hard and soft tissue. We really do not under- 
stand why there should be any differentiation between the 
surgical use of this type of energy by physicians and the 
surgical use of that type of energy by dentists. It just 
makes no sense to us. 


Ms Haeck: I am very thankful for the association’s 
remarks. I think I recently saw a picture which used the 
lasers. It does make it a lot clearer. Thank you. 


Mr Owens: A quick question, through the PA to min- 
istry staff. Again around the issue of denturists, I am won- 
dering why the change came about. What was the rationale 
to allow denturists to do partials, as opposed to maintain- 
ing the dentist as I guess the access point to treatment, 
especially for partials? 

Mr Wessenger: I will refer that to ministry staff. 


Ms Bohnen: The Health Professions Legislation Re- 
view concluded, after considering, discussing and review- 
ing the submissions made by the provider groups, that 
denture therapists could safely and effectively dispense 
partial dentures without supervision. I would just add it is 
not the first time that a governmental commission had 
made such a recommendation in Ontario, but legislative 
change has not resulted from previous commissions’ con- 
clusions that denture therapists can indeed safely and ef- 
fectively dispense partial dentures. 
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The Chair: I would like to thank you very much for 


your presentation. If there is anything further that you 
_ would like to make the committee aware of or you at any 
_ time feel that there is additional information that would be 
helpful, we would encourage you to submit it in writing. 
_ We want to thank you for your very thoughtful presenta- 
_ tion today. 
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COMMERCIAL DENTAL LABORATORY CONFERENCE 
The Chair: I would like to call the Commercial Den- 


tal Laboratory Conference and ask you to come forward 
_and introduce yourselves to the committee. You have 20 


minutes for your presentation and if you will leave a few 


_ minutes for committee members, it would be appreciated. 
_ Please begin your presentation now. Welcome. 


Mr Powe: Madam Chair, committee members, my 


_ name is Bob Powe, representing-spokesman for the Com- 


mercial Dental Laboratory Conference, better known as 


_ the CDLC. I am the past-president of the association and 


currently chairman of the legislative committee. With me 
are Jim Kerr, past-president and committee member, and 
Alberto De Luca, who is president and also executive di- 
rector. In the gallery are Fred Bryan and our legal counsel, 
Stephen LeDrew. We definitely appreciate the opportunity 
to make a presentation and submission today. We will be 


_ brief, five or six minutes, I expect, so there will be ample 


time for questions. 
The CDLC, or Commercial Dental Laboratory Confer- 
ence, was formed 20 years ago, approximately. It is the 


only association in the province of Ontario which repre- 
sents dental laboratories. The laboratory members include 


small laboratories and large laboratories: small laboratories 


being in the order of two to three persons; larger labora- 


tories running up 30 to 50 people and even in a few in- 


_ stances greater than that. 


The CDLC, in addition to representing the interests of 
dental laboratories in various matters, also carries out edu- 


cation with its members, including technical as well as 


managerial and overall business. We attempt to keep 


_ abreast of the technology, and it provides a forum for com- 
_ mon problems for discussion of dental laboratories. That 
_ might give you a brief overview of the Commercial Dental 


_ Laboratory Conference. 


The CDLC’s involvement in the legislative review pro- 
cess has been one of very great involvement over many 


_ years. In fact, we have been submitting briefs for a 15-year 
_ period and more currently we have responded and submit- 


ted to the review committee. We have in addition met with 
other associations that are similarly affected. 

The CDLC is not a profession in that sense. It is not a 
health profession. We are dental laboratories, and therefore 
the impact of the legislation certainly affects the commer- 
cial laboratory, because we have RDTs, registered dental 
technicians and technologists, involved. 

Of all the interested associations submitting briefs over 
the period of the 15 years, we are probably unique in that 
our proposals and our position have been constant over the 
15-year period. In essence, our approach to the legislation 
and our approach to carrying on business in a dental 
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laboratory is that an RDT be in charge of the technical 
aspects of commercial dental laboratories. One could sub- 
stitute other words or terms for “in charge,” but essentially 
that an RDT be involved and have responsibility for the 
final product. 

Supplementary to that is that the CDLC has provided 
strong support for the upgrading of RDTs to provide a 
greater overall competence, not only technical compe- 
tence, which is important, and probably relative to the dis- 
cussions that are coming from review of this legislation are 
supervisory human relations skills and managerial skills 
that are involved or being requested of the RDT. 

Where are we now in making our presentation here 
today, that is, the CDLC? We understand that there is a 
possibility of amendment to the omnibus bill. From our 
understanding of that amendment, the possibility is that the 
principles and intent are ones which we can support, sub- 
ject to the final wording. We would like to have input on 
that if that does come to pass. We have no difficulty in 
supporting such a proposed amendment in principle, be- 
cause the amendment, as we understand it, is consistent 
with the position that we have had over a 15-year period. 
To repeat what is that position, the position is essentially 
that a registered dental technician be in charge of the tech- 
nical operations of a commercial dental laboratory. 

In closing, I would like to thank the committee for 
giving us the opportunity to appear. We express our will- 
ingness to provide other input and to participate in any 
other requirements in the days ahead. We will be willing to 
entertain questions at this point. 


The Chair: I would like to thank you very much for 
your presentation before the committee. Mr Hope, a question? 


Mr Hope: One question. You say you represent both the 
registered and non-registered, if I am reading this correctly. 


Mr Powe: Yes. 


Mr Hope: And you are saying you would like to have 
a registered overlooking the non-registered? 


Mr Powe: Essentially, we represent the commercial 
dental laboratory and we therefore have an interest in the 
registered dental technician and also other technicians who 
are not registered who are performing operations and so on 
within the dental laboratory, so that is when we say non- 
registered. The commercial dental laboratories have an in- 
terest in both groups, those who have achieved the 
qualification of a registered dental technician and those 
other technicians who are working in a dental laboratory 
who are not registered. 

Mr Hope: With both of those technicians working in 
that field—and I am just trying to get a better understand- 
ing—would a non-registered be able, on a type of appren- 
ticeship program, to achieve his registration through that, 
through direct supervision? 

Mr Powe: Much of the training of dental technicians is 
done on the job in the dental laboratory under more experi- 
enced technicians, including registered dental technicians. 

Mr Hope: So for instance, if there were no more non- 
registered dental technicians entering the field, then even- 
tually we would phase out the non-registered and we 


S-562 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


21 AUGUST 1991 








would just have all registered from now on. Just hypotheti- 
cally thinking, we do not have the non entering the work- 
force any more, and through an apprenticeship training 
program where you are asking for direct supervision, we 
will no longer have the non-registered. Do you follow 
what I am saying? 


Mr Powe: I am not sure if I am focusing correctly on 
the question. I would have to repeat that the commercial 
dental laboratories now take essentially untrained persons 
and, not through a formal apprenticeship program but 
through an on-the-job training program within the labora- 
tory, actually train the individual in various phases of the 
technology, from very simple tasks and increasingly 
through more difficult tasks. That individual in due time 
has the opportunity to qualify as a registered dental techni- 
cian through writing the exams of the Governing Board of 
Dental Technicians of Ontario as it currently is formed. 


Mr Hope: Okay. Not being the knowledge of all, are 
there currently courses provided for registered? Where are 
we getting the non-registered? 


Mr Powe: The registered dental technicians, as I have 
mentioned, can come up through the dental laboratory. It is 
not a formal apprenticeship program, but it can be a 
planned on-the-job training program, and after a period of 
time they can write an exam at the end through the Gov- 
erning Board of Dental Technicians. Also providing regis- 
tered dental technicians, or in some cases non-registered, is 
the three-year program at George Brown College in dental 
technology where those individuals can enrol, and there is 
a supply of graduates from George Brown College who 
are entering laboratories and being further trained. When 
they complete George Brown College in three years, they 
still are not eligible for registration. It would take at least 
another year in a laboratory, plus the writing of the govern- 
ing board of dental technicians’ examinations. 
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Mr Owens: In terms of some of the new treatment 
modalities that are coming on stream, it seems a couple of 
times a year you hear about a new process, whether it is 
new plastics for fillings or screwing teeth directly into the 
bone. How do your folks keep up with these develop- 
ments? Is there mandatory education? Is it company-spon- 
sored education? Do they go back to George Brown 
College? How does this work so that they can keep on top 
and perhaps ahead of what is happening? 


Mr Powe: That is a considerable challenge in most 
areas of advance in technology. The manufacturers—if we 
view possibly the implants as an example, the manufactur- 
ers of implants provide courses for persons in dental labo- 
ratories to qualify them to make prostheses in conjunction 
with particular implants that they manufacture. The train- 
ing in some instances could be from George Brown as an 
additional, and many manufacturers and other profession- 
als including dentists and registered dental technicians, 
have achieved the competence and skills to put on semi- 
nars and clinics. The commercial dental laboratory itself is 
very active in locating speakers and making available to its 
members and others that kind of an upgrade with this ad- 
vance in technology. 








Mr Owens: We had a presenter, I guess last week, a 
dental technologist who alluded to the fact that there were 
a number of illegal operations going on out there. 

My question is, if we decide to make this a controlled 
act, how can we provide a good level of enforcement to 
ensure that these quote “illegal” labs are not still operating? 


Mr Powe: My first statement would be, the first den- 
tal laboratory conference is not in favour of a controlled 
act of dental technologists. We feel that is not required. It 
is not geared to the responsibility that a registered dental 
technician should have and does not provide the dental 
technician, the RDT, with the scope that should be pro- 
vided. We are definitely more in favour, we do support, the 
proposed amendment as we understand it. It would seem 
that coming out of that would be the requirements for 
enforcement in that legislation because I think there is a 
possibility that could be written so far as the laboratories 
are concerned and the operators of the laboratories. We do 
not support the controlled act. We think it is inappropriate 
for our operations. 

The Chair: If, over the course of our deliberations, 
there is additional information that you think would be 
helpful, we would encourage you to send it in writing to 
our clerk. 


ONTARIO PSYCHOLOGICAL ASSOCIATION 
The Chair: I call now the Ontario Psychological As- 
sociation. Please begin your presentation by introducing 
yourselves to the committee. You have 20 minutes for your 
presentation, and if possible we would appreciate if you 
would leave a few minutes at the end for questions from 
the committee members. 


Dr Stasiak: Thank you for the opportunity to present 
the Ontario Psychological Association’s concerns with the 
Regulated Health Professions Act and the Psychology Act. 

Let me introduce to you the members of our panel. Dr 
Iris Jackson-Whaley is a psychologist in private practice 
and the president-elect of the association; Dr Ruth Berman 
is the association’s executive director, and Dr Pierre 
Ritchie, the executive director of the Canadian Psychologi- 
cal Association and two-time former president of the On- 
tario Psychological Association, has been the chair of our 
task force on the Health Professions Legislation Review 
for over eight years. 

I would like to note for the record that the Ontario 
Psychological Association fully endorsed the final report 
of the Health Professions Legislation Review with respect 
to both the omnibus bill and the Psychology Act. We be- 
lieve that two of the subsequent changes made during the 
drafting of the legislation substantially weakened the prin- 
ciples that underlie the intent of the review’s proposal as 
well as the intent of the governments of all three political 
parties that shepherded the legislation to this stage. Pri- 
mary among these principles is the enhanced protection of 
the public. 

I would like to call upon Dr Ritchie to describe the 
problems we see in the Psychology Act, how these prob- 
lems have the potential for violating the principles to 
which I referred, and some solutions to improve the legis- 
lation in this regard. 
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Dr Ritchie : Merci, D' Stasiak. Madame la présidente, 


jai ’honneur de vous présenter la perspective de notre 
_ société professionnelle. 


I should also like to note that Dr Stasiak and I got back 


about 2:30 this morning from our American colleagues’ 
conference. Some of us when we are tired slow down; I 
am told that I tend to gallop. So if I start to gallop and it is 
not making sense, would you just signal me, because when 


we rehearsed this morning this is what I was told. 

When the Health Professions Legislation Review 
began, we had our wish list like everybody else. Today we 
have not brought a shopping list. We are not looking to eke 
out a little more to see if we can improve our standing. Our 


- comments are not about the protection of turf. The case we 


put today is compellingly focused, we believe, on the pro- 
tection of the public. 
The problems we want to address are readily correct- 


able. The OPA identified two problems with subsection 


15(1) of the proposed Psychology Act as presently drafted. 
One involves title protection; the other deals with the term 
“health care to individuals”. 

The Schwartz report recommended a clear holding-out 
clause that would apply to all restricted titles. This provi- 
sion would prohibit persons to take or use any name, title 
or description implying or calculated to lead people to 


_ infer that the person is qualified or recognized by law as a 


member of a health profession unless the person is author- 
ized to do so pursuant to an act governing a health profes- 
sion or group of health professions. 

The current Psychologists Registration Act, in force for 


the past 30 years, while not containing the broad language 


recommended by Mr Schwartz regulates the terms “psy- 


chology” and “psychological” as well as “psychologist.” 


To our continuing astonishment, the proposed Bill 63 only 
limits the title “psychologist.” In other words, the pro- 


_ posed wording of section 15 is less stringent than the cur- 


rent provisions of the Psychologists Registration Act. This 


_ significantly reduces consumer protection and contradicts the 
_ intent of the proposed act to enhance consumer protection. 


Under the proposed wording of Section 15, anyone 


_ regardless of training could legally advertise himself or 
herself as a consultant in psychology or as one who offers 


_ psychological services. Such individuals would not be ac- 





countable to the proposed quality assurance system nor 


_ would their clients have recourse within the regulated 
_ health professions legal framework. 


The proposed wording would force members of the 


public to distinguish between a psychologist, who is regu- 


lated and trained in the provision of psychological ser- 
vices, and a consultant in psychology or a provider of 
psychological services, both of whom would be unregu- 
lated and perhaps untrained. 

The OPA commissioned a nationally recognized poll- 
ing firm, Environics, to undertake an Ontario-wide survey 
conducted by telephone this past June. Based on little 
more than 1,000 completed interviews it confirms with a 
margin of error of plus or minus 3% that 96% of the public 
expect that psychologists, persons with a practice in psy- 
chology and those who offer psychological services should 





all be licensed. Yet under section 15, only the title “psy- 
chologist” would be restricted. 

The OPA strongly urges that the wording of subsection 
15(1) of the Psychology Act be amended to extend title 
restriction and thus consumer protection to include the 
terms “psychology” and “psychological” in line with the 
provisions which have proven very effective for over 30 
years. 

In the interest of time, I am not going to actually read 
the legislative text that we suggest, but you have it before 
you in bold print. 

Alternatively, Bill 43 could be modified by returning to 
language originally proposed by the HPLR. This is a hold- 
ing-out provision that would apply to the title restriction of 
all the regulated health professions. The proposed lan- ~ 
guage for the amendment to section 30 of the Regulated 
Health Professions Act is again in bold print and again I 
will not read it. 
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It is important to underscore that we know of no one 
among the proposed regulated health professions, nor any- 
one currently practising as an unregulated counsellor, who 
would be impeded in any fashion by maintaining the same 
restriction for the terms “psychology,” “psychological” 
and “psychologist” as has already been in force for 30 
years. We also know of no one representing any regulated 
or unregulated group who asked for the weaker title pro- 
tection currently in the Psychology Act you have before 
you. On the contrary, representatives of consumers and 
other groups, including Professor Evans, have supported 
maintaining the title protection found in the Psychologists 
Registration Act. 

The proposed act also refers to the provision of health 
care to individuals. This phrase, inserted into the latest 
version of all proposed acts, creates enormous problems 
for consumers, psychologists and a number of other 
professions. 

This is legislation to regulate practitioners, not health 
care or health facilities. By leaving the phrase “health care 
to individuals” undefined the proposed act would create a 
two-tier system and reduce protection of the public. In 
such a system, for example, the title “psychologist” would 
be restricted only when one is providing “health care to 
individuals.” In any other area of practice anyone could 
use the title “psychologist.” This leaves the public without 
the protection of the act because the service being pro- 
vided may not be considered health care by a court of law, 
even though the practitioner in each case has the same 
title. 

What we suggest is simply to replace this phrase with 
“services in Ontario,” and in that way these problems can 
be resolved, so that the proposed act would read, at the end 
of the pertinent clause, “in the course of providing or of- 
fering to provide services in Ontario.” 

Once again, we suggest an alternative. We have tried to 
come up with different solutions so that there would be 
some choice. If it is imperative that the phrase “health care 
to individuals” be retained, then the term “health care” 
should be defined in the act as the aggregate of all scopes 
of practice of the regulated health professions, exactly as 
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we have been repeatedly assured by ministry officials that 
this term is intended to mean. 

There are two other matters on which we shall briefly 
comment before receiving your questions. We know the 
current language of the controlled act for diagnosis has 
been troublesome to many. OPA believes diagnosis should 
be a controlled act in the interests of public protection, but 
that an amendment to the wording of section 26 of the 
proposed act is needed to ensure all health care profession- 
als may legitimately communicate their findings directly to 
their patients. OPA supports the sharing of diagnostic au- 
thority within defined scopes of practice and believes this 
controlled act should be extended to those professions able 
to demonstrate that diagnosis is appropriate to their scope 
of practice and who meet the criteria for inclusion as set 
out by Mr Schwartz. 

We are aware a number of practitioners, both regulated 
and unregulated, have difficulty with the current wording 
of section 26. With other professions, we have tried to 
work throughout the review process to find the best lan- 
guage to express the principles Mr Schwartz espoused, 
while not inhibiting the legitimate work of other practitioners. 

We remain receptive to the arguments of others to rem- 
edy their problems. When drafting an amendment or an 
exemption clause, we urge you to: retain diagnosis as a 
controlled act; retain the principle of independent authority 
for diagnosis within the scopes of practice of the profes- 
sions that have already met and others who may meet the 
criteria for being afforded this controlled act; and retain Mr 
Schwartz’s primary criterion of risk to the public as the 
determining factor for this controlled act. 

It was this factor of risk to the public, as well as com- 
petence, which determined which professions were to be 
made more accountable for such health services. This is 
also why the solution of limiting this controlled act to 
medical diagnosis, a solution which we know has been 
presented to you, would in our view be so inappropriate. 
Such a solution fails to recognize the necessary develop- 
ment over the past several decades of additional autono- 
mous professions which have highly specialized diagnostic 
skills. It is as inconceivable as it would be unjust to make 
physicians responsible for such diagnostic procedures 
since they are not trained to provide them. Even worse, the 
public risk would be significantly increased if only medi- 
cal diagnosis were controlled. We again stress the impor- 
tance of retaining the basic criteria adopted by Mr 
Schwartz. The control of psychological diagnosis as well 
as those other areas of diagnosis which present risk, must 
be retained as authorized acts to ensure the public interest. 

The issue of the regulation of persons with a masters 
degree in psychology has been raised from time to time 
and continues to be raised with members of this commit- 
tee, as it was this morning with the excellent presenta- 
tion of our colleagues from the OACCPP. We would like 
to provide the following additional information to the 
committee. 

Despite OPA’s advocacy of either separate legislation 
for persons with a masters degree in psychology or a two- 
level act, the Health Professions Legislation Review con- 
cluded this was not appropriate, given what it wanted to 


try to do. OPA repeatedly has been told that this matter is 
not part of the current legislative package. At this stage we 
do agree with our colleagues from the OACCPP that trying 
to force an artificial solution into the Psychology Act at the 
last minute is not an appropriate way to proceed. 

We are, however, heartened that the proposed legisla- 
tion will provide us with a forum, the minister’s advisory 
council, to which further actions can be directed. We re- 
main hopeful about the process—some of the positive re- 
sults of which I think you have already heard this morning 
and you are hearing from us again this afternoon—that 
was encouraged by you, Madam Chair, during your tenure 
as minister, that has now gone on between OPA, its associ- 
ate members, the OACCPP and more recently with OBEP 
also part of it. As you know, OPA has just signed a letter of 
agreement with these two other groups setting out both 
terms of reference and procedures for a joint task force. It 
is our hope that a proposal will be made for the advisory 
council’s consideration once the new council is estab- 
lished. We have fixed for ourselves approximately 18 
months. It is there in the agreement. That seems to fit what 
we think we need to get the task done and probably what it 
may take to get the whole thing set up, in any event. 

I would also like to note that one of the main goals of 
our master’s-level colleagues has always been to have an 
appropriate title. You now know that we all hope to be able 
to resolve this matter through the joint task force just es- 
tablished and we hope you will support this process and 
not constrain constructive options by only protecting the 
title “psychologist.” Adopting one of our two proposed 
solutions is essential to help us achieve a resolution on this 
other matter. 

All our comments today are discussed more compre- 
hensively in OPA’s complete brief, which has been submit- 
ted to the committee. We would be pleased to answer your 
questions. 


Ms Haeck: First and foremost, I thank you for your 
presentation. In speaking to members of the OACCPP this 
morning—that is a nice way of putting it, rather than the 
long handle—they definitely feel heartened by the discus- — 
sions that have taken place in recent times around this 
whole issue of inclusion within their organization. I guess 
the one thing I have been hearing an awful lot of, in my 
riding office as well as here, is that there is this concern on 
the part of the unregulated, as well as the regulated, around 
the counselling function. I know you make mention of it, 
but this is definitely an area which is going to provide 
some discussions for some time. Any particular comments 
that you would like to make beyond what is on the printed 
page? 

Dr Ritchie: Just as further background perhaps, I 
think we all appreciate there are two issues here which 
sometimes get blended but which, depending on how one 
is looking at it, need to be kept discrete. Master’s-level 
persons in psychology often use the title “counsellor” 
when they are in a community because no other title is 
available to them. “Counsellor” is an unregulated title, and 
within all the acts that are coming forward now it will 
remain an unregulated title. There is nothing in the proposed 
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_ Psychology Act, nor would I anticipate anything that will 
come forward from our three groups, that would try to 
restrict “counsellor” to this particular group because it in- 
volves a much larger number of people than just those 
with masters’ degrees in psychology. 

The challenge is going to be to find that which will be 
appropriate to our colleagues within the psychological 
- community in a way that is not going to inhibit other per- 
sons. As I mentioned, there are pastoral counsellors, mari- 
tal therapists and so forth and they are not part of the 
framework of this legislation. We certainly would not be 
_ looking in any fashion to inhibit or delegitimize what they 
_ do, through our work. 
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Mr Wessenger: Thank you very much for your pre- 
sentation. I am very pleased about the progress you are 
_ making with respect to the establishment of this task force 
and compliment you on entering into the agreement with 
the other bodies. Just for my own information, and perhaps 
there are other members of the committee who might ap- 
preciate some elaboration, I wonder whether you could 
sort of explain in more detail what you mean by a “psy- 
chological diagnosis” and how that would differ from hav- 
ing, for instance, the unregulated body coming in and 
saying, “We say you have an alcoholic problem or you’re 
feeling guilt,” if you might sort of elaborate on that for the 
committee. 


Dr Ritchie: I think perhaps the best way to do that is 
to draw your attention again, as I am sure other groups 
have done in their presentations, to the difference in our 
scope of practice, which is laid out in the Psychologists 
_ Registration Act, which is non-exclusive. It simply sets out 
the parameters of what psychologists do. But within the 
context of the scope of practice, “non-exclusive” does not 
preclude anybody else from doing those things and we 
authorize that, which is really just a very small segment of 
the total scope of practice. Even within psychological di- 
agnosis, the wording is quite precise in the authorized act 
about that which is limited only to psychologists. I come 
back to that criterion Mr Schwartz used. Quite frankly, we 
would have preferred an authorized act that had much 
broader language, but in the end we were convinced that 
the logic he was using and the filter he was using was 
reasonable and that is, if you start with the perspective of 
what really could hurt the public, how could a patient be 
hurt if this kind of diagnosis is left open-ended? 

In the case of psychological diagnosis, the language 
you find in the authorized act is that part which Mr 
Schwartz found to be the part of psychological diagnosis 
that really needed to be controlled, because letting other 
people do neuropsychological diagnosis, for example, re- 
ally would present a risk to the public. I think it is impor- 
tant to underscore that distinction between the general 
scope of practice, which is non-exclusive, does not inhibit 
or preclude anybody else from doing what he or she does 
to the extent that it overlaps with that scope; and the au- 
thorized act, which is a very thin slice of the totality of 
what psychologists do, but that part which, we agree with 
Mr Schwartz, really does present danger if you let people 
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who do not have very advanced training do that kind of 
work. 

Ms Jackson-Whaley: Could I answer that question 
from a slightly more practical point of view and from a 
different angle? 

Mr Wessenger: Yes. 


Ms Jackson-Whaley: There is a difference between a 
symptom and a diagnosis. A diagnosis, as psychologists do 
it, requires standardized procedures and training and as- 
sessment procedures that lead to a definitive statement of 
what is wrong with the person and how that came to be. A 
lot of people will say, “Oh, but you’re depressed,” or, “You 
seem to have a drinking problem,” and those are not diag- 
noses. When clinical psychologists say that a person is 
depressed, they are speaking to a very clearly defined set 
of symptoms and aetiology or what went into creating that 
problem for that individual. I think there is quite a big 
difference. 


Mr Jackson: On page 7 you referenced this commit- 
tee as having heard of other groups that are having diffi- 
culty with their diagnostic authority. You point to the 
Schwartz guideline as giving further guidance. Could you 
share with us those groups or activities which are currently 
restricted that you feel could be expanded to be included. 
You speak in general terms here, but you do not give us 
examples that your professional association deems would 
be more appropriate if we were to—I Go not want to say 
“liberalize”’—this clause; you know what I am trying to 
ask. 

Dr Ritchie: Yes, I think I do. 


Mr Jackson: Can you give us some examples of that 
which would not fall in and that which would, because we 
are getting everything from a faith community to school 
settings in variety? 

Dr Ritchie: As long as we will accept that I am not 
trying to be comprehensive and trying to include everyone 
who might be appropriate and therefore not be seen as 
deliberately trying to favour somebody more than some- 
body else, probably my own experience, which has been 
hospital-based to a large degree, and there may be others’ 
that would be appropriate too. 

I will cite you one example. I think the speech and 
language folks have made a very good case throughout 
that an important subset of what they do in the diagnostic 
realm really requires their highly specialized skills in order 
to assess and diagnose—just assess—but diagnose in the 
way it is meant to be used in this legislation. I think you 
have to look at the consequence of error and we are quite 
sensitive about other people making determinations about 
psychological diagnosis when they may not have a very 
complete knowledge. Therefore we are wary, particularly 
in a public domain, although we appreciate that is ulti- 
mately your job and you have to ask us to help you and 
you have to define who would be appropriate. But we are 
not experts in speech and language pathology. I am simply 
saying, as a clinician, as a colleague, I have been im- 
pressed by the case they have put forward, and there may 
well be others that each of my colleagues would point to as 
the one they would suggest. 
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We recognize, however, that if you begin with the no- 
tion of consequence of error, the risk to the public, you 
should be able to come up with a reasonable set of parame- 
ters and in that regard I think the ones drawn by Mr 
Schwartz are probably about as tight as you could get 
them. I do not think there is anybody to whom he accorded 
it who should not be there. I think it is reasonable to think 
there may be a small number of others who could. 

The Chair; Thank you very much for a very excellent 
presentation. We appreciate your coming before the com- 
mittee today. I think you know that if there is anything 
further you would like to communicate with the commit- 
tee, you are welcome to do so in writing at any time. 


ONTARIO BOARD OF EXAMINERS IN PSYCHOLOGY 


The Chair: I call the Ontario Board of Examiners in 
Psychology. Please begin your presentation by introducing 
yourselves for the committee members and for Hansard. 
You have 20 minutes for your presentation. I think you 
already know we would appreciate if you would leave a 
few minutes for questions at the end of your presentation. 
Please begin your presentation now. 

Mr Phills: Thank you, Madam Chair, for inviting us 
and giving us the opportunity to talk about this issue. I am 
George Phills, chief psychologist, London Board of Edu- 
cation, and am also chairman of the Ontario Board of Ex- 
aminers in Psychology. 

With me are Huguette Boisvert, who is our public 
member on the board, Dr Barbara Wand, who is the past 
registrar of our board, and Dr Patrick Wesley, the new 
registrar of our board. I thank you for being able to appear 
and I also have no excuse like Dr Ritchie’s. I just talk 
naturally fast and I will try my best to slow down. Part of 
the difficulty, I find, is that this area has been talked about 
so much and we get going and I find I get wrapped up in it, 
so I will try to slow down and see what is going on. 

The Ontario Board of Examiners in Psychology was 
set up under the Psychologists Registration Act of 1960. It 
has been regulating the professional practice of psychol- 
ogy for the past 30 years. There are some 1,820 registered 
psychologists providing services in Ontario and a further 
100 on the temporary register in the process of becoming 
fully registered. During the past 30 years the board has 
created explicit and extensive standards of professional 
conduct, set rigorous criteria for entrance into the profes- 
sion, developed a series of guidelines on various practice 
topics and established a detailed and user-oriented proce- 
dure to deal with public complaints. 

' The number of registered psychologists in Ontario has 
grown to almost 2,000 during the past 30 years. The board 
has accumulated experience in assessing the training and 
competence of persons from many provinces, the states 
and from other countries. Through the investigation of sev- 
eral hundred public complaints and through discipline tri- 
bunals of the board, a large body of knowledge and 
experience in regulating professional practice in the public 
interest has been established. 

The Ontario Board of Examiners in Psychology exists 
to serve and protect the public, thus OBEP recognized and 
agreed with the main purpose of the Health Professions 


Legislation Review. These were to protect the public from 
unqualified, incompetent and unfit health care providers, 
develop mechanisms to encourage the provision of high 
quality care and permit the public to exercise freedom of 
choice of health care providers within a range of safe op- 
tions, while at the same time being able to distinguish 
between regulated and unregulated providers of care and pro- 
mote evolution in the roles played by individual professions. 

The legislative proposals now before the standing com- 
mittee on social development reflect to a large degree the 
goals mentioned above. The new, uniform procedural code 
proposed in Bill 43 will make the disciplinary procedures 
of the professional body clearer, both for the members of 
the public and for the professionals. Additional powers to 
protect the public interest are given to the College of Psy- 
chologists of Ontario, as to all colleges in the procedural 
code. 
1500 

For the profession, the scope of practice proposed in 
Bill 63 and the requirement for quality assurance and con- 
tinuing competency process will strengthen the board’s ef- 
forts to promote high quality and professional 
improvement. 

The board has considerable difficulty with the provi- 
sion of Bill 63 in respect to titles that can be used which 


’ would allow the public to know what practitioners are reg- 


ulated and therefore meet standards of practice, conduct, 
education and training. Under the present Psychologists 
Registration Act, the public of Ontario has a clear idea 
because three terms have been established by statute: “psy- 
chologist,” “psychology” and “psychological.” Over the 
past 30 years, Ontarians have come to rely on these de- 
scriptions as indicators of type and quality of service. The 
proposed Bill 63 removes the specific use limitations of 
two of these terms and will, if enacted, cause considerable 
confusion and will result in a major reduction in public 
protection. 

I wonder if just for a moment you could turn to table 
A, which is right after page 5 in your document, so we 
could take a look at that table which looks at the com- 
plaints against psychologists, the types of complaints and 
the working settings. This shows you the kind of thing that 
OBEP has been doing over the past 30 years. I want to 
highlight custody and access complaints, which you will 
notice take place by private psychologists. We have had 
over 34, which is one of the largest ones, and with the 
present legislation as now stated, many of these people 
would not be registered or would not have to be registered. 

The proposed Bill 63 removes all restrictions on the 
use of the terms “psychology” and “psychological.” Con- 
sequently anyone, regardless of training, would be able to 
advertise a practice in psychology or psychological ser- 
vices. Further, by restricting the jurisdiction of the new 
college of psychology and the title “psychologist” to those 
persons offering health services to individuals, Bill 63 may 
withdraw regulation from significant areas of psychologi- 
cal practice such as organizational psychology, forensic 
psychology, custody and access or school psychology and 
psychologists in training education. Individuals, regard- 
less of training or experience, will be able to use the title 
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“psychologist” if they are not providing health care. Legal 
_ opinion is offered in appendix A to support this argument. 

I would like you to refer again to our document and 
look at the yellow pages. This is a little exercise we pro- 
_ vided people to say this is what could happen where these 
various ads could suggest that these people are psycholo- 
gists. The task is to ask which ones are psychologists and 
_ which ones are not. If in your spare time you take a chance 
to look at it, you will notice none of them have to be 
regulated. ; 

The board believes that any amendments to Bill 63 
should meet four criteria. First, the amendments should be 
within the spirit of RHPA legislation taken as a whole and 
consistent with the intent of the RHPA declared by the 
various ministers who have guided the proposals through 
to the present stage. Second, proposed amendments to Bill 
63 should not affect members of any other profession cov- 
ered by the legislative package, nor affect any professional 
providers of service not regulated under the RHPA. Third, 
public protection from harm should at least be maintained 
at its present level, if not enhanced. Fourth, the right of the 
public to exercise informed choice in the selection of ser- 
vice provided should be supported by any proposed 
amendments. 

I would like you to turn to table J right after page 17. This 
outlines the proposals of OBEP. We are suggesting this as a 
proposal. We leave it with you for your consideration. 

I want to now ask our public trustee to make a few 
comments on behalf of the public trustees of the board. 


Ms Boisvert: Madame la présidente, distingués 
membres du conseil, my name is Huguette Boisvert and I 
am here as a private citizen and also as a public member of 
the Ontario Board of Examiners in Psychology since 1988. 
_ It is in that capacity that I wish to speak to you about the 
changes proposed in the legislation. The public mem- 
bers—we are three public members on that board—of the 
Ontario Board of Examiners in Psychology support the 
recommendations made to you by this board. We believe 
that informed choice in the selection of psychological ser- 
vices by the public and quality assurance in the provision 
of psychological services to the public are the two most 
important factors that must be addressed, protected and 
enhanced by any amendments to the legislation. 

We believe also that the proposed wording does not 
protect the public’s right regarding informed choice and 
quality assurance because under the proposed wording the 
terms “psychology” and “psychological” will no longer be 
restricted to psychologists registered by OBEP or by the 
new college. Therefore, we will have a multitude of indi- 
viduals advertising themselves as providing psychological 
services, services in psychology or psychological assess- 
ments, to name only a few, who will not be registered, 
monitored or regulated by anyone with regard to the qual- 
ity and appropriateness of the service they provide to the 
public. I am talking for the public, I am not a professional. 
You can see that. 

I quote from a letter to a committee member from one 
of my public member colleagues on the board, Deborah 
Brooks of Sault Ste Marie: 


“For over 10 years I was actively involved in special 
education in Sault Ste Marie. I am the past director of the 
chapter of the association for children with learning diffi- 
culties and a past member of the public school board spe- 
cial education advisory committee. 

“In both capacities I came into contact with many par- 
ents and children who had been victimized by individuals 
who held themselves out to be qualified to practise psy- 
chology but who were not. Indeed, the task of ferreting out 
appropriate psychological care from the rank and file of 
counsellors, social workers, some therapies can be very 
difficult for many people. Nevertheless, mostly people do 
come to associate the terms ‘psychological’ and 
‘psychology’ with the work performed by qualified, regu- 
lated practitioners and will seek care givers based on the 
scriptures of practice. 

“In removing protection of the terms ‘psychological’ 
and ‘psychology,’ the RHPA will without doubt create an 
intolerable state of confusion. It will remove a vital ele- 
ment which enables the public to identify proper care giv- 
ers and make informed choices.” 

The proposed wording also seems to exclude from ac- 
countability and regulation all psychological services that 
will fall outside the definition of health care, yet no defini- 
tion is provided for the term “health care.” 

In closing, I would like to point out that as as a mother 
of two dyslexic children and as a former school trustee for 
over 15 years, I am of the opinion that the public’s right to 
informed choice and access to quality psychological ser- 
vice must be guaranteed and enhanced. I hope you will 
make the necessary changes to the new legislation to en- 
sure that is so. I thank you very much, all of you, for your 
good attention. 

1510 

Mr J. Wilson: I almost got my question answered by 
reading the legal opinion, but I will try it. If we were to 
accept your proposals for section 15 and, I gather—contin- 
uing the extension of title protection to the other two deriv- 
atives, and just to play devil’s advocate—if the 
negotiations you are now undertaking with the master’s- 
level practitioners were to break down and we were to 
accept your proposal here for what I will call extended title 
protection, would that in any way impede the master’s- 
level practitioners in their practice? Say they never make it 
to becoming full members of the College of Psychologists. 

Mr Phills: I could start with just a general response 
and state that it has not impeded them at present and that is 
the present law; we are not asking for any change. All 
three terms are there now, so that is not an issue as such. I 
see that the master’s level is another issue on top of that. It 
is a new kind of issue. 

Mr J. Wilson: But I see in your ads those terms are 
used, are they not? 

Mr Phills: Yes, they are. 

Mr J. Wilson: So you have people out there suppos- 
edly practising who are not members of the College of 
Psychologists. 

Mr Phills: Probably who are being supervised by psy- 
chologists. They can practise under supervision. 
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Mr J. Wilson: So I have missed the gist. What is the 
problem with the ads then? Sorry, I am a bit slow today. I 
think I was up all night. 


Ms Boisvert: It is misinformation for the public. The 
public is looking at it and need services. I look at it and I 
see psychological services. Already, I know that right now, 
it is registered. The act is there for that, but after the act, if 
it goes the way that it is now— 


Mr J. Wilson: I see. Your yellow pages are examples 
of what would happen if we do not continue the protection. 
I am sorry I just missed that point. 


Ms Boisvert: That is right. That is not the case. 


Ms Haeck: Yes, Ms Boisvert, I would like to ask a 
question as a member of the public on this board, whether 
the OPA—and some of the members are still here as well 
as yourself—how to make the public much more aware of 
the psychological services out there. We have had the 
Consumers’ Association of Ontario here and one of their 
extremely good solutions was around the issue of public 
awareness, public education. It is something that obvi- 
ously, as you have all pointed out in your discussions— 
yes, there are unscrupulous people out there and we are all 
aware of that. But how do we really let the broad spectrum 
of the public know about the right service provider? 


Ms Boisvert: It is such a hard question you are asking 
because in all the fields there is always a protection for the 
public. Yet we try; everybody tries their own way to arrive 
at that and it is hard, but one of the ideas anyway I can 
give you is to be seen, like having a workshop on informa- 
tion to people at large. Things like that have to be seen so 
that people will understand the differentials because the 
information is not the office of the rich psychologists, but 
it is not anywhere else except at the library. You have 
people there who will be able to have the right informa- 
tion, but very few have access to it. 


Ms Haeck: I know the consumers’ association is 
working with the Metro libraries and is coming up with a 
‘plan of making pamphlets and materials available for the 
public. Obviously, the more organizations that work with 
them, it will make this whole process much more valuable. 


Mr Martin: As I sit here and listen to many of the 
deputants, I feel sometimes like I am standing on a tight- 
rope with the protection of the public on one hand and the 
delivery of service on the other, particularly where it im- 
pacts on northern Ontario which is where I come from. 
Right now, we have a difficult time getting qualified psy- 
chologists and other professionals into the north to prac- 
tice. | am wondering if you might comment on how—and 
I noticed that the quote you used was from a woman from 
Sault Ste Marie—the limiting of the term “psychology” 
and “psychological” to people of your college might in any 
way enhance or detract from what is already a problem re 
northern Ontario and getting access to those kinds of 
services. 


Mr Phills: I would like to refer to table D, which 
gives us a spread of where our psychologists are. We feel 
we are making some headway in that area. So much of it 
depends upon the training facilities that offer training in 
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the north, but at the same time I think we have made more 
headway in the last five years, I would say, than we have 
in the previous 10 years to provide service up there. 
Maybe I could ask Dr Wand if she would like to comment 
too because that has been a problem for quite a while. 


Dr Wand: One thing to try to make clear is that when 
we are talking about enhancing title protection or limiting 
the use of terms, we are really trying to maintain the level 
of restriction on the use of these terms that presently exist 
under the existing legislation. I think it is important to 
make clear that we are not asking for any change from the 
present form of restriction on the use of these terms. We 
are concerned about the proposed Bill 63. The way psy- 
chological services are offered in the north would not be 
affected by our recommendation here. They would be re- 
tained. I understand there is a problem of attracting people 
to the north, but I think one of the important factors is that 
there are not too many jobs offered to psychologists in the 
north, so part of that is the availability of work for psy- 
chologists in the north. 


The Chair: The deputation has asked for another few 
minutes to complete the presentation. We just have two 
minutes left. Do we yield the floor? 


Mr Martin: Sure. 


Mr Wesley: As a former faculty member, I just want 
to add that for 12 years in the north in the university, in 
psychology and in other experiences out there, the real key 
to this is not in terms of professional legislation at all; it is 
in terms of investment in the training facilities of 
northerners. I think that looking for changes in this legisla- 
tion solves that kind of problem. It is really looking in the 
wrong place. The supply issue is not something that is 
controlled by legislation. 


The Chair: I would like to thank you very much for 
your presentation. We appreciate your appearing before the 
committee today. If there is any additional information you 
think would be helpful, I know you will submit it to the 
clerk for the committee’s consideration. 


Mr Phills: We will. 


1520 
UNION OF ONTARIO INDIANS 


The Chair: The Union of Ontario Indians, please 
come forward. Please begin by introducing yourself to the 
committee. You have 20 minutes for your presentation. We 
hope you will leave a few minutes at the end, if you 
would, in case any of the committee members have ques- 
tions. Please be seated and begin your presentation now. 


Mr Roy: My name is Alan Roy and I am director of 
the health program at the Union of Ontario Indians. With 
me is Ron Wakegijig, a traditional healer from Manitoulin 
Island, a former chief of Wikwemikong reserve, and gen- 
erally considered a co-ordinator for a number of healers on 
Manitoulin Island and the north shore. 

The Anishinabek Nation, represented by the Union of 
Ontario Indians, is a federation of 43 first nations located 
around the Great Lakes. They number about 25,000 and 
the members belong to the Chippewa, Ojibway, Odawa, 
Delaware, Pottawatomi and Algonquin people. Their 
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homelands, represented by treaties such as the Robinson 
' Huron and Robinson Superior treaties, involve the water- 


_ sheds flowing into the Great Lakes from Thunder Bay to 


_ Ottawa, from Sudbury to Windsor. 


Each first nation employs community health represen- 


_tatives, alcohol and drug abuse workers and some employ 
public health nurses and other professionals on part-time 


contracts to serve the communities. Some communities 
have always had traditional healers and traditional mid- 
wives to provide their services upon request from citizens 
_ of these nations. 


Our elders believe that the aboriginal rights to govern 


ourselves have never been surrendered and, as nations, we 


have the ability to pass laws, regulations and policies that 


govern our people. That concept includes the design, im- 


plementation and evaluation of our health programs and 


the duties of our health workers. Ontario has acknowl- 
edged this aboriginal right of the Anishinabek nation to 


govern itself in the aboriginal self-government paper rati- 


fied by the Ontario cabinet in 1990. This paper attempts to 


facilitate negotiations between the province of Ontario and 
first nations of Ontario in defining government-to-govern- 
ment relationships on all matters impacting on the lives of 


_ aboriginal people. 


As there are approximately 200 staff employed in 


health programs by first nations, and many traditional 
healers as well as midwives serving the communities, the 


Anishinabek must ensure that their work status is recog- 


nized, protected and enhanced in light of any regulatory 


legislation proposed by this government. We have noted 


that Bill 43 attempts to control the activities of all health 


_ professions and health providers within the Ontario bound- 
_aries through various colleges sponsored and endorsed by 
the government of Ontario, which would include the col- 


leges of physicians and surgeons, dentists, pharmacists, 


| etc. 


The legislation also includes the health service activi- 


ties, listed in paragraphs 1-13 of subsection 26(2), which 
_are prohibited unless a college has authorized a licence to a 


specific health provider. Many of the activities listed in 


_ this section are presently performed to varying degrees by 
the Anishinabek health staff and traditional health provid- 
ers. I think Ron Wakegijig can be more specific later on, 
_ during the question period, about the types of activities 

that are actually performed. I have listed a number of ex- 
_ amples there and I go on. 





We have also noted that section 28 deals with the con- 


cept of exemptions to the principle of regulated control 
_and licensing by a college, but our health providers are not 
mentioned. Also, I will point out at this time that some 
committee members have pointed out to me that exemp- 


tions may be dealt with by regulation. When I originally 


_ wrote this brief, I was thinking in terms of a clause right in 


the legislation somewhere that would refer specifically to 


_ aboriginal people and health providers. 


Community health workers, alcohol abuse workers and 


_band-employed nurses have to diagnose patients on re- 
_ serve in the absence of doctors. In some cases, emergency 
_ situations have to be handled by the health worker, and 


immediate decisions must be made to transport patients to 
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a specialized facility. Many patients on reserve require the 
assistance with prescription drugs and injections of regu- 
larly prescribed medications. 

In some cases, these health workers or nurses refer 
patients to traditional healers, or the patient will ask for 
advice on what services a traditional healer might provide. 
Many CHRs have delivered babies in emergency situa- 
tions. These are front-line workers for public health on 
reserves, and they are expected to involve themselves in 
diagnosis, some treatment and assistive medical proce- 
dures at the demands of the first nation patients. The above 
list of activities in Bill 43 seems to threaten these health 
workers. 

Traditional healers and midwives will be recognized, 
protected and evaluated by our first nations, and their du- 
ties performed by health staff in our communities will be 
monitored and work plans approved by the first nations’ 
council. In order to avoid conflicts in jurisdiction and po- 
tential harassment by the medical establishment, we rec- 
ommend the following amendments: 

“That under subsection 26(4) or section 28e a specific 
amendment to the legislation include the exemption, rec- 
ognition and protection of traditional healers, traditional 
midwives and health staff under the jurisdiction of first 
nations in Ontario; 

“That Bill 56, section 2 include a definition of an ‘ab- 
original traditional midwife’; 

“That within Bill 56, section 5, add the concept of an 
aboriginal first nations midwifery council, which will recognize, 
facilitate and support midwifery within our communities; 

“That within Bill 56, sections 6 to 14, all colleges, 
councils, registration committees, complaints committees 
and discipline committees will not affect the jurisdiction of 
first nations councils for midwifery in our communities. 
Rather, the activities of midwives, traditional healers and 
health workers will be supported by an Indian advisory 
council set up by the first nations themselves; and 

“That both Bills 56 and 43 have a clause to provide for 
and facilitate the development of a separate and distinct 
advisory council, which could facilitate, promote and sup- 
port health services within the Anishinabek nation.” 

In summary, our understanding was that the purpose of 
the committee in its review, or the legislation, was to de- 
vise new structures for control or enhance the structures 
for control; to decide which providers should be con- 
trolled; and to settle outstanding issues involved in health 
service delivery. 

What we saw was an absence of any reference to our 
communities or the systems we use to provide health care 
to our clients, and we are talking only about citizens within 
our communities, as far as delivery is concerned. It is true 
on occasion that healers do deal with the dominant society, 
but for the most part we are talking about delivery within 
our own communities and control institutions within our 
own communities. 

In the absence of an Ontario native health policy, the 
absence of an Anishinabek-Ontario political accord and the 
presence of the Ontario cabinet paper for negotiation of 
first nation-specific amendments with the government of 
Ontario, an opportunity to address these concepts should 
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not be lost. This proposed health legislation crosses the 
jurisdictional boundaries and could lead to serious conflict 
in future for Anishinabek health providers. 

First nations are willing, able and indeed are commu- 
nity-directed to take responsibility for their community’s 
institutions, which directly affect the lives of their citizens. 
First nations health providers historically have maintained 
an essential and culturally integrated service, and we can- 
not afford to have those services threatened or disrupted by 
the College of Physicians and Surgeons or any other con- 
trol agencies within Ontario. It is therefore incumbent 
upon the standing committee for social development to 
consider that appropriate additional clauses be inserted in 
the legislation to recognize the concept of a separate and 
distinct development and facilitatory mechanism for the 
Anishinabek nation’s health care. 

Our policy development staff at the Union of Ontario 
Indians are available to work with ministry staff in drafting 
any such clauses to the legislation. I also tabled some 
questions, but I would like to make sure the members have 
a chance to question Ron Wakegijig on some of the health 
practices involved here. Maybe we could leave the ques- 
tions to the end. 


The Chair: Can I suggest that we have a few ques- 
tions and then if there is time perhaps you can just state 
your questions for the record or, failing that, table them 
with the committee and the ministry will respond, and they 
can be part of the public record as well. 


Mr Roy: Good suggestion. 


The Chair: We have them on the appendix before us. 
There are five questions. 


Mr Roy: Correct. 


Mr Jackson: Gentlemen, thank you for your presenta- 
tion. Let me ask you a question regarding the separate 
councils. Have you had any opportunity to speak to the 
new government about the recommendations, generally, 
about a separate advisory council or, in the case of mid- 
wifery, the separate council recognizing those services 
within first nations’ activities in this province? Have you 
had any feedback from the government or any dialogue on 
these points? 

Mr Roy: No. We have had some discussions with the 
task force on midwifery, but Ron Wakegijig has been try- 
ing to set up such a council in Ontario for traditional heal- 
ers. I will let him comment on that. 
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Mr Wakegijig: Basically we work with the federal 
Department of Health and Welfare Canada through our 
community health centre on the reserve. What we have 
been trying to do is set up an advisory council of tradi- 
tional healers that will legitimize certain practitioners as 
being bona fide traditional healers. We are quite con- 
cerned, as the government is, about quackery as you call it. 
Unfortunately, there are people like that in both societies, 
people that take advantage of the ill health of certain indi- 
viduals. There is a price to be paid whether it be monetary 
or deteriorating health of the individuals that are subjected 
to this quackery. We are extremely concerned over it and 


we are in the process of doing something about it right 
now. 


Mr Jackson: Madam Chair, perhaps I could request 
that, when we assemble as a committee on the 16th and 
maybe the 17th, we invite the ministry responsible for na- 
tive affairs as well to respond to some of the questions the 
committee might have with respect to the points raised in 
this brief. I understand Health will respond to the ques- 
tions. We appreciate that, and I am sure they will ensure 
that these questions are shared with the minister responsi- 
ble for native affairs. But I for one would like to request, if 
there is agreement with the committee, that they also come 
forward to respond to some questions in this area. 


The Chair: Your request is noted, Mr Jackson. Ques- 
tion, Mr Wessenger? 


Mr Wessenger: Yes, thank you very much for your 
presentation. I was wondering if these recommendations 
have been discussed at all with other first nations. 


Mr Roy: They have not. The other first nations were 
represented in front of the task force on midwifery, but I 
am representing the Anishinabek Nation here and just the 
federation that I have described in my brief. I am not sure 
why the other associations have not come in front of you, 
but I would say that I have heard similar concerns ex- 
pressed in the other associations. I have been in this busi- 
ness for 20 years, and I know everybody else in the other 
associations, and I have been listening. So what I am pro- 
posing here is not out of line for all of Ontario, but I am 
speaking just for the Anishinabek Nation. 


Ms Haeck: Thank you, also, very much. My question 
relates to your proposed amendments. You have, in the 
first one, said you would like to see an addition under 
section 28. I was wondering if you did not feel that section 
28c gave the traditional healer the kind of empowerment 
needed to perform all those services. 


Mr Roy: I understand what you are saying; however, 
we thought it was because this group is so distinct and 
because the Ontario government is trying to build specific 
relationships with aboriginal communities it warranted a 
separate clause distinct in its own manner. That is why I 
did not suggest along the lines of what you are suggesting. 


Mr Hope: Just listening to the concerns that you bring 
forward—and I want to get to the treatment aspect of 
things, but before I get into that—on the consultation, this 
piece of legislation has been developed starting about 
1982. What actual input have the Indian reserves and the 
first nations people had in this consultation process? 


Mr Roy: As far as I know, this is the first opportunity 
we have had. The problem is the Ministry of Health never 
had an Indian health liaison unit within the ministry. There 
has never been an Indian health policy in Ontario. There 
has never been a preoccupation with the Ontario govern- 
ment dealing with the associations on matters like this, and 
I must say there has never been a preoccupation on the part 
of the treaty associations to deal with the province. We 
deal mainly with the federal government. But that has all 
changed in the last few years. Ontario right now is proba- 
bly one of the leaders in Canada in developing relationships 
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with aboriginal communities. So it is late, and I understand 
the problem that you are alluding to, but there we have it. 
Mr Hope: So it would just be a major stepping-stone 
in achieving some— . 
Mr Roy: This would be a big step. 
Mr Hope: Along with self-government aspects of this 
-government’s initiatives. 
Mr Roy: It would be a very big step. 


Mr Hope: If further time allows, I would ask in more 
depth about the treatment aspect, if you would not mind 
commenting on it. 


Mr Wakegijig: Well, first of all, I will just briefly 
describe part of what I do in the community where I come 
from and various other communities on Manitoulin and 
what we call the north shore of Lake Huron. 

One of my specialty areas, if you can call it that, is 
diabetes among native people. We started a program about 
five or six years ago and I worked very closely, by the 
way, with orthodox physicians who come to our clinic. 
One of the big problems we are faced with is in the older 
population. First of all, they are illiterate in so far as read- 
ing and writing the English language is concerned. In their 
own language and their own culture they are extremely 
literate, as far as that goes. 

So it is very hard for an old person. Let’s say a senior 
in his 70s. He is diagnosed as having diabetes. One of the 
primary treatments for the control of diabetes is diet. It is 
very crucial. So when the doctor prescribes a certain diet 
for his patient, they are either very reluctant to follow it or 
they do not follow it all. As a result, in years gone by we 
have had people suffering from complications, or amputa- 
tions have had to take-place. People have gone blind. Their 
kidneys have failed. So what I do is follow-up work after a 
physician has made an official diagnosis that the person is 
diabetic. That is where I come along from the traditional 
point of view to emphasize the importance of dietary mea- 
sures, dietary control of the diabetes. So coming from a 
traditional practitioner like myself, they are more receptive 
to it, because they figure it is part of the traditional treatment. 

Furthermore, what I recommended—we had a lot of 
problems at the initial stages—was providing each of these 
diabetics with glucose monitors. So as a result, they are 
able to monitor themselves on a daily basis. As soon as 
they know something is going wrong with their blood 
sugar levels, they are able to do something about it them- 
selves by readjusting their diet or the form of exercise they 
are capable of doing during the course of a day. So that is 
one of the benefits of traditional practice. 

I have been practising traditional medicine for 25 years 
- now. It is the symbol of these bear claws that I wear. Every 
_ bear claw represents five years of experience or whatever 
_ you want to call it. But I deal with psychological problems. 
I work closely with the psychiatrists at Manser Mental 
Health Clinic. If I suspect a child of having extremely 
complicated medical problems, I refer them to the family 
doctor that is looking after the Millard Clinic, with the 
recommendation that immediate steps be taken to have 
them examined here at the Hospital for Sick Children, 
_ which is a specialized facility. We have been quite successful 







in that area. Instead of waiting for months to have a child 
brought down to the Hospital for Sick Children, it is only a 
matter of hours or a matter of days before we have him 
down here. 


The Chair: I would like to thank you very, very 
much. Your presentation has been very helpful to the com- 
mittee. Particularly the examples of the last few minutes I 
think have given the committee an insight into some of the 
challenges in the areas of provision of service for the na- 
tive population of Ontario. 

If, over the course of our hearings, there is additional 
information, I know you realize you can visit any of the 
members individually, but you can also submit in writing 
additional information to the committee that you think 
might be helpful. 

We have officially received your questions. They are a 
matter of record, and I will refer them to the minister 
through the parliamentary assistant and ask the ministry to 
respond in writing for the committee during the course of 
our deliberations. Thank you very much for appearing 
today. We appreciate hearing from you. 

1540 
DENTURIST ASSOCIATION OF ONTARIO 


The Chair: I would like to call now the Denturist 
Association of Ontario. Welcome to the standing commit- 
tee on social development. Please introduce yourselves at 
the start of your presentation. You have 20 minutes. We 
would ask if you would leave a few minutes at the end for 
questions from the committee. 

Mr Battell: Madam Chairperson, my name is Ken 
Battell and I am the president of the Denturist Association 


of Ontario. With me today are Cliff Muzylowsky, our vice- 


president, and Jurgen von Fielitz, the chairperson of our 
association’s legislative committee. We are practising den- 
ture therapists. 

We are delighted to appear here today to support the 
passage of Bill 50, an act governing denturism. For the 
members of our profession and for the consumers of On- 
tario, the Regulated Health Professions Act and Bill 50 
represent a major victory over almost 20 years of argu- 
ments and studies about the fitting of partial dentures. 

With the passage of this legislation—as proposed by 
the Schwartz commission, approved by Liberal Health 
ministers Murray Elston and Elinor Caplan, and intro- 
duced by Health ministers Evelyn Gigantes and Frances . 
Lankin—consumers will finally have the legal right to 
have access to high-quality partial dentures at an afford- 
able price. 

This is a victory that is being loudly applauded by 
consumers and, in particular, senior citizens who tend to be 
the primary beneficiaries of the choice of which profession 
fits their partial dentures that this legislation provides. 

In their submission to this committee, the United Se- 
nior Citizens of Ontario, which represents some 300,000 
seniors through their 1,400 chapters across Ontario, has 
told you: 

“We strongly support the proposed legislation granting 
denturists the right to fit partials without the supervision of 
a dentist because it will increase the access to good dental 
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care at more affordable prices. We believe that this legisla- 
tion is in the interests of consumers and will lead to an 
enhancement of the quality of life of thousands of seniors 
who cannot afford partial dentures under the existing 
legislation.” 

Another major consumer organization representing se- 
niors, the Ontario Coalition of Senior Citizens Organiza- 
tions, which represents 39 senior citizen organizations 
ranging from the Big Trout Lake Indian Band to the Older 
Women’s Network, have stated that they too vigorously 
support the expanded scope of practice for denturists. In a 
letter to the Denturist Association of Ontario, the coalition 
stated: 

“Research has shown that high costs often prevent se- 
niors from obtaining the dental services they need. Since 
this legislation will allow denturists to provide quality par- 
tial dentures at lower cost, it certainly deserves our full 
support.” 

We are delighted to have such vigorous support from 
consumers. However, while we understand that both the 
Minister of Health and the members of this committee 
have said they want to use these hearings to listen to what 
consumers think, we fully appreciate that in the course of 
these proceedings you are going to hear primarily from 
witnesses who are opposed to this legislation. 

What the members of this committee need to under- 
stand is that this is not the first time the denturist-consumer 
lobby has won this argument. We have won it before on 
the merits of the case and then lost it when powerful 
vested-interest groups combined and successfully con- 
vinced politicians to back down. If I may, Madam Chair- 
person, it might be useful if I took this committee through 
a brief history of the struggle over the provision of high 
quality, less expensive partials in Ontario. 

In 1972, under pressure from the Ontario Dental Asso- 
ciation and the Royal College of Dental Surgeons, the then 
Minister of Health, Dr Richard Potter, introduced legisla- 
tion which prohibited denture therapists from performing 
intra-oral procedures of denture therapy except under the 
supervision of a dentist. By law, our profession was not 
allowed to do complete dentures, let alone partials. 

While the ODA and the RCDS promised the govern- 
ment of the day that prices would remain low if they had 
exclusive rights in the area of dentures, the fact is that 
prices continued to skyrocket. As a result, the government 
moved some two years later with new legislation, the Den- 
ture Therapy Act, 1974, which enabled denturists to per- 
form complete dentures, but not partials. 

At that time, both the NDP and the Liberals voted 
against that legislation, arguing forcefully for the right of 
denturists to make and fit both full and partial dentures 
independent of dental supervision. Indeed, a private 
member’s bill was introduced by NDP MPP Mel Swart 
which sought to extend the practice of denture therapy to 
the provision of partial dentures. While Mr Swart’s bill 
was defeated, our profession unleashed an unrelenting 
lobby campaign to review the legislation. 

Finally, in 1980 Health Minister Dennis Timbrell 
agreed to assign the issue to the Ontario Council of Health. 
Following an exhaustive study by Professor Bernard Dickens, 
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the government released the Dickens report of 1981. This 
was our profession’s first major victory. 

The Dickens report recommended “that the Denture 
Therapy Act, 1974, be amended to permit a registered den- 
ture therapist to design, supply, adjust and repair partial 
dentures without supervision from a dental surgeon.” 
However, while consumers and denturists were celebrating 
our victory, in response to an aggressive lobby by the ODA 
and RCDS, both the Council of Health and the government 
of Ontario backed down and refused to implement the rec- 
ommendations of the Dickens report on the grounds of 
“public safety.” 

The health council stated, “Since the safety or other- 
wise of unsupervised practice of denture therapy has not 
been determined empirically, it may be desirable to design 
and carry out studies which would provide the empirical 
evidence needed for objective decision-making.” 

While the Governing Board of Denture Therapists, the 
Ontario Association of Denture Therapists and George 
Brown College each argued vehemently that there was no 
risk of harm, the ODA, the Association of Prosthodontists 
of Ontario, the RCDS and the faculties of dentistry at both 
Western and the University of Toronto argued that it it 
might be harmful to allow denturists to do partials. 

In their presentation, the dental lobby displayed pic- 
tures of gross anatomical anomalies that shocked the deci- 
sion-makers of the day. The question was posed: How 
could denturists possibly treat such unhealthy mouths? The 
answer, of course, is quite simple. We would not. 
Denturists are trained to recognize abnormalities through 
the courses in oral pathology, biology, microbiology, his- 
tology, etc. We automatically refer such patients to quali- 
fied practitioners. 

We do not work on unhealthy mouths. That is within 
the scope of practice of dentists, not denturists. Indeed, if a 
patient were to come into the office of a denturist with his 
or her mouth in the condition depicted by some of the 
photographs you have been shown, he or she would auto- 
matically be referred to an oral surgeon. 

As the members of this committee are aware, one of 
the major focuses of the HPLR process over the past nine 
years was to uncover evidence of harm by practitioners. 
One of the reasons why the review and the last four minis- 
ters of Health supported the legislation before this commit- 
tee is that no one has been able to come forward with a 
single case of harm involving denturists. 

Prior to becoming Canada’s ambassador to the United 
Nations, Stephen Lewis, acting in a consulting capacity to 
our association, told the HPLR team: “It is apparent to 
anyone familiar with this field that over the years thou- 
sands of partial dentures have been made and fitted— 
whether legal or illegal—and there is utterly no evidence, 
in the aftermath, of patient risk.... All the hints and intimi- 
dations of the horror stories, all the lurid descriptions of 
what can go wrong, appear to be the stuff of sheer illusion.” 

As Mr Lewis stated, “Hyperbole is no substitute for 


fact.” Indeed, it was on the basis of fact that Dickens rec- 


ommended that denturists be permitted to fit partials. It has 
been on the basis of fact that the HPLR and a number of 
health ministers have recommended the passage of the 
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legislation that is before you today. Nevertheless, over the 
course of these hearings this committee will no doubt be 
subjected to a great deal of hyperbole and explanations by 
vested interests as to why they continue to believe 
denturists might do harm if you pass this legislation. 

Those opposed to denturists fitting partials argue that 
because partials involve working with natural teeth, they 
pose a greater risk of harm than full dentures. However, in 
many cases denturists are required and legally permitted to 
fit both upper or lower dentures opposing dentate or par- 
tially edentuous mouths without dental supervision. 
Clearly, it is an odd distinction that allows us to legally 
place dentures in opposition to natural teeth but not adjoin- 
ing them. 

1550 

It is important that the members of this committee un- 
derstand that during the course of the past nine years of 
this process, the Ontario Dental Association has canvassed 
their membership time and again seeking real-life, specific 
examples of where denturists have done harm. None have 
been found. 

While vested-interest groups might continue to pro- 
duce pictures of unhealthy mouths and hint that this is 
what denturists could do if this act were passed, the fact is 
that there are no cases of demonstrated harm done by 
denturists. In fact, denturists have the enviable record of 
zero malpractice convictions in Ontario. 

Indeed, there is evidence to indicate that quality of 
prostheses provided by denturists may in fact be superior 
to those provided by dentists. The July 1987 issue of Jour- 
nal, published by the Canadian Dental Association, con- 
tains a study which we have provided at the back of this 
brief. 

The evidence suggests that the quality of work per- 
formed by denturists is equal to or better than provided by 
the dental profession. This should not be surprising, given 
that denturists spend a great deal more time learning about 
the fabrication and fitting of dentures than dentists do. 

Over the course of our three-year program of study, 
denturists spend 1,967 hours learning to manufacture pros- 
thetics compared to a total of 331 hours spent by dentists. 
In our submission we have included a table that compares 
the removable prosthodontics curricula of dentists to 
denturists relating to prosthodontics. 

In terms of price, the exhaustive study conducted by Dr 
Bernard Dickens for the Ontario Council of Health in 1981 
found that “based on anecdotal evidence, numerous letters 
from the public, etc, the prices charged by denture thera- 
pists may be approximately half of those charged by den- 
tists.” Similarly, recent studies comparing the costs of 
dentures fitted by denturists versus dentists show that our 
prices remain considerably lower than dentists’. 

I would remind members of this committee that since 
denture wearers are often seniors on fixed incomes, the 
issue of cost is critically important. Certainly that has been 
the historical concern of consumer groups. 

Denturists have worked very closely with seniors and 
their organizations over the past 20 years to improve upon 
the dental care of the elderly. As you know, our profession, 
through Mr von Fielitz, was an active contributor to the 


Hicks Advisory Committee on Dental Care for Seniors in 
Need. Indeed, denturists are the only dental profession 
who regularly make house calls to seniors in their homes 
and to elderly persons in institutions. 

At the heart of Bill 50 is improved access to service 
and reduced cost. With the passage of this legislation, 
denturists will be able to provide services to the individu- 
als whose prosthetic needs are covered by government 
programs such as welfare, the Department of Veterans Af- 
fairs and the Workers’ Compensation Board. We will also 
be able to provide subsidized services to seniors living in 
homes for the aged, to residents of psychiatric hospitals 
and in homes for special care, all at reduced costs to the 
taxpayer. What denturists offer are faster, less expensive, 
more accessible, high-quality services to the public. 

In summary, this legislation provides for a system of 
dental care in which consumers will have greater choice, 
improved access to services, equal or better quality, and 
less expensive partials. That is why the Denturist Associa- 
tion of Ontario, the United Senior Citizens of Ontario and 
the Ontario Coalition of Senior Citizens’ Organizations 
urge you to pass this legislation unamended. 

I would like to conclude these remarks with a point 
that will not be obvious from either this presentation or 
from submissions you have heard from organized den- 
tistry. That point is the importance of the co-operative rela- 
tionship that actually exists between denturists and 
dentists. 

I think it is important to recognize the distinction be- 
tween official voices of our professions and the real world. 
The fact is, denturists and dentists often have excellent 
working relationships. Many, if not most, dentists recog- 
nize the expertise of denturists in the field of prosthetics. 
We often refer patients to each other, and in most cases we 
have developed good working relationships that benefit 
our patients. 

What you are seeing played out before you are the last 
agonizing jabs between organized dentistry and organized 
denturism after 20 years of official strife, but these argu- 
ments do not in fact reflect how the oral health care system 
actually operates in today’s environment. That is why it is 
so important that this legislation be passed and put behind 
us, once and for all. We recognize, as do our colleagues in 
dentistry, that we must continue to build on the very posi- 
tive co-operative relationships that have developed in re- 
cent years to the benefit of our patients and, frankly, to our 
mutual benefit as well. 

We would now be pleased to answer any questions. 


Mr Muzylowsky: With your permission, I would like 
to give you a very brief demonstration that hopefully cuts 
through some of the rhetoric and gives you a better under- 
standing of exactly what the problem is we are facing. 


The Chair: By all means, the time is yours. Please 
proceed. 


Mr Muzylowsky: I have prepared some models here. 
I will take the liberty of standing up. For instance, 
denturists are legally entitled to examine patients and con- 
struct full dentures. This is a model resulting from the 
impression of a complete denture. The model represents an 


S-574 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


21 AUGUST 1991 





impression of a complete denture. Often in the process of 
constructing complete dentures, uppers and lowers, we en- 
counter situations where there is a partial dentureless lower 
opposing the upper. There are two teeth. This would repre- 
sent, obviously, a partial to be made. We are legally enti- 
tled to take an impression of that mouth, examine it and 
make an assessment of the whole situation. We obviously 
have to do that. 

We are entitled to make bite registrations, also for the 
lower. These two go together, the upper and the lower. 
This is all within the legal scope of our practice. We can 
then complete an upper denture. The moment we want to 
make a lower denture, the whole thing becomes illegal and 
we are facing a six-month suspension. Yet we can work 
legally on the dentureless and on the partially dentureless 
case. Where it comes to a process of designing, surveying 
and manufacturing the denture and putting it in the 
patient’s mouth, we cannot do it. Here our expertise is far 
greater than the dentist’s. As our accompanying appendix 
will show, prosthetics-wise we are trained far better than is 
being done at a dental college. 

This shows how ludicrous the whole situation is. 

Mr Owens: I was pleased to hear about the co-opera- 
tive relationship you want to maintain with the dental pro- 
fession. If I come into your office and I do not have the 


kind of gross pathology that you referred to in your pre- | 


sentation, do you have any kind of a requirement or a 
suggestion to me as a patient, because you would not 
know me if you fell over me on the street, that I see a 
dentist to ensure that there is no latent pathology before 
you Start to work on the dentures? 


Mr Muzylowsky: Yes, we do refer the patient to a 
dentist. We suggest to the patient that he or she will see a 
dentist prior to the fabrication of the partial to be entirely 
sure. I think this is just a reasonable thing to do. We will 
tell the patient, and then it is up to the patient of course to 
do that. A patient may say, “I’m sorry, but I have seen my 
dentist two, three, six months before already and my 
mouth is fine, and I refuse to go back.” 


Mr Owens: Would you then ask for records so that 
you have a reference point to start from? 

Mr Muzylowsky: We, of course, have had difficulties 
in the past to get records. A record in this case would be a 


record from the dentist or the practitioner who looked after 
the patient and it often would be very difficult to obtain. 

Mrs Marland: I will tell you right off the top so that 
you do not hear it when you leave the room: I am married 
to a dentist. 


Mr Muzylowsky: Aha. 


Mrs Marland: I am being very fair. I am also in- 
trigued that your exhibits are in a candy box. I think that is 
great. If the people— 


Mr Muzylowsky: It is a gift from a dentist. 


Mrs Marland: If they ate what was in the candy, that 
is why they need the full dentures. 

Very seriously and very respectfully, I would like to 
ask you, when you compare the number of hours in your 
training where you learned to manufacture prosthetics, in 
those 1,967 hours you refer to, how much training or in- 
struction do you receive in the basic health sciences? 


Mr von Fielitz: As a graduate of George Brown Col- 
lege, having taken the denture therapy program, I feel I can 
best answer that question. 

A good deal of our curriculum is spent on areas of 
concem, not only basic science but also dental science. 
Requirements such as histology, anatomy of head and 
neck, orofacial anatomy, oropathology and general medi- 
cine are part of our curriculum. 

I believe as part of the submission by the Governing 
Board of Denture Therapists they included a copy of the 
three-year denture therapy program objectives. Spelled out 
in the objectives are the number of hours that are actually 
spent in these areas of the basic and dental sciences. 

Again, we receive a great deal of training which would 
allow us to recognize normal and abnormal situations. It is 
not our scope of practice to make a diagnosis but to recog- 
nize the situation and refer individuals to the appropriate 
practitioner. 


The Chair: Thank you very much for an excellent 
presentation. Time has run out. I know that Mrs Marland 
can continue her questioning privately and individually. If — 
there is additional information you think would be helpful 
to the committee, feel free to submit it in writing. 


The committee adjourned at 1602. 
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